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THE  DETERMINATION  OF  SERUM 
AND  URINE  SALICYL  LEVELS 
DURING  TREATMENT  WITH 
SALICYL  DRUGS 

JOHAN  T.  PETERS,  M.D.f 
New  Orleans 

The  initial  purpose  of  this  study  was  an 
attempt  to  improve  the  method  of  Coburn- 
Brodie^’  ^ for  the  determination  of  salicyl 
radicals  in  the  blood.  In  an  article  about  the 
treatment  of  rheumatic  fever^  with  high 
detoxified  doses  of  salicylates,  I pointed  out 
that  it  is  of  great  importance  to  check  the 
blood  and  urine  salicyl  levels  during  treat- 
ment. Without  such  a control  it  happens  too 
often  that  the  prescribed  doses  are  not 
taken  by  the  patients.  Repeatedly  I heard 
that  the  treatment  with  high  doses  of  sal- 
icylates was  declared  ineffective,  whereas 
a simple  check  of  the  blood  and  urine  sal- 
icyl levels  would  have  discovered  fraud  or 
negligence  or  bad  absorption  of  salicyl  com- 
pounds, given  in  tablets.  These  causes  of 
low  salicyl  levels  in  the  blood  can  easily  be 
distinguished  from  temporary  hypersecre- 
tion of  the  drug  by  the  kidney  which  lowers, 
of  course,  also  the  serum  salicyl  levels. 

My  experience  with  the  Coburn-Brodie 
method  was  that  the  results  were  often 
lower  than  was  expected.  This  fact  was  also 
observed  by  the  late  pediatrician  Chester 
Stewart.  In  an  attempt  to  discover  the 
cause  of  these  observations,  I tried  several 
modifications  of  the  Coburn-Brodie  method. 
I replaced  the  ethylen-dichloride  extraction 
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which  is  part  of  that  method,  by  protein- 
precipitation,  using  the  blood  filtrate.  Dur- 
ing these  investigations  which  were  done 
shortly  after  the  publication  of  Coburn’s 
article  in  1943,  that  is  four  years  ago,  I 
made  an  interesting  observation  which  led 
to  the  development  of  a new,  much  simpler 
method  which  is  now  regularly  used  in  lab- 
oratories of  Charity  Hospital,  New  Orleans. 
Accidentally  a drop  of  a solution  of  ferric 
nitrate  fell  into  the  clear  serum  of  a patient 
who  was  treated  with  large  doses  of  sal- 
icylates. The  serum  showed  a strong  brown- 
violet  color.  I decided  to  examine  the  pos- 
sibility of  replacing  the  extraction  pro- 
cedure and  the  deproteinization  procedure 
by  a method,  based  upon  this  accidental 
finding.  I examined  first  a large  number 
(about  sixty)  of  sera  of  patients  who  had 
had  no  drugs  during  48  hours.  Never  a 
trace  of  a color-reaction  was  seen  with  the 
ferric  nitrate  solution.  On  the  other  hand, 
if  the  patient  had  taken  small  amounts  of 
salicyl  compounds,  one  hour  before  the 
drawing  of  the  blood,  the  color-reaction  ap- 
peared with  ferric  nitrate,  but  not  yet  with 
the  extraction-method.  Therefore  the  here 
described  method  is  more  sensitive. 

PRINCIPLE  OP  THE  HERE  DESCRIBED  METHOD 

To  0.5  c.c.  of  clear  non-hemolytic  serum 
is  added  an  iron-nitric  acid  reagent.  If 
the  serum  contains  more  than  4 mg.  per 
cent  salicyl  radicals,  a color  appears  which 
is  brownish  in  the  lower  and  violet  in  the 
higher  concentrations.  In  spite  of  these  two 
colors,  the  optical  density  in  a photoelectric 
colorimeter,  produced  by  increasing  salicyl 
concentrations,  increases  in  a straight  line. 
The  cause  of  this  unexpected  fact  is  appar- 
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ently  that  all  the  colors  are  mixtures  of 
brown  and  violet. 

Accurate  determinations  are  made  with 
a photoelectric  colorimeter,  (abbreviated 
PEC).  A standard  curve,  prepared  with 
standard  solutions  of  sodium  salicylate,  has 
to  be  made  for  every  PEC,  because  with 
three  PEC  of  the  same  make,  I found  dif- 
ferences up  to  20  divisions  with  the  same 
colored  serum.  The  preparation  of  the 
standard  solutions  and  the  calculation  will 
be  described  in  a more  extensive  article 
which  will  be  published  in  one  of  the  next 
numbers  of  the  Acta  Medica  Scandinavica. 
Approximative  estimations  can  be  made 
with  the  aid  of  a color-chart  which  will  soon 
be  available  in  stores  of  laboratory  sup- 
plies. 

REAGENT 

Only  one  reagent  is  necessary.  After 
many  trials  the  following  mixture  was 
chosen.  Weigh  out  five  grams  of  ferric 
nitrate.  Dissolve  this  in  98  c.c.  of  aqua  dest. 
Add  2 c.c.  of  concentrated  nitric  acid.  (The 
sequence  of  additions  is  of  importance). 
This  reagent  will  be  called : “Iron  Reagent” 
or  I.  R. 

PREPARATION  FOR  THE  UNKNOWN  SERUM 

For  making  the  mixture  the  following  se- 
quence is  necessary : 

Iron  reagent  0.3  c.c 

Aquae  dest.  7.2  c.c. 

Serum  0.5  c.c. 

(clear,  non-hemolytic) 

No  filtration  is  necessary,  if  clear  serum 
is  used.  If  the  serum  is  cloudy  by  some  mis- 
take {vide  infra),  then  it- is  better  to  repeat 
the  drawing  of  the  blood,  but  approximative 
results  can  be  obtained  by  filtration  of  the 
mixture  through  filters  which  remove  very 
small  particles,  for  example,  Whatman  fil- 
ter No.  5 or  S & S 602.  Hemolytic  serum 
should  never  be  used.  In  the  beginning  of 
this  investigation,  I received  several  sam- 
ples of  cloudy  or  hemolysed  serum.  I could 
eliminate  these  mistakes  by  sterilizing  the 
syringe  and  needle  in  hot  air  or  in  an  auto- 
clave but  not  by  boiling,  and  by  heating  the 
tubes  previously  in  order  to  remove  the 
moisture  on  the  inside. 

Serum  gives  more  reliable  results  than 
plasma,  because  I saw  that  different 


amounts  of  anticoagulants,  present  in  the 
plasma,  may  influence  the  color  formation. 
Allow  five  minutes  for  the  development  of 
the  color  and  read  within  the  next  few 
hours.  The  blood  should  be  always  drawn 
just  one  hour  after  the  latest  dose  of  the 
drug,  in  order  to  be  able  to  compare  the  re- 
sults with  determinations  on  other  days. 
At  this  time  the  “serum-salicyl”  is  about 
at  its  highest  point. 

In  using  the  color  chart,  mentioned  above, 
the  tube  is  placed  at  an  angle  of  45°  in  a 
special  rack  which  allows  the  light  to  fall 
just  behind  the  colored  fluid.  (This  special 
rack  with  a color-chart  will  be  available 
as  laboratory  supply).  If  a PEC  is  present 
in  the  laboratory  and  a standard  salicyl 
curve  is  made,  it  takes,  of  course,  only  lit- 
tle more  time  to  obtain  very  accurate  re- 
sults. 

In  the  more  extensive  article  {vide 
supra)  a table  of  observations  will  be  pub- 
lished, showing  a comparison  between  the 
results  here  described  method  and  the 
Coburn-Brodie  method.  The  results  of  the 
Coburn-Brodie  method  were  7 to  18  per 
cent  lower  than  those  with  the  here  de- 
scribed method.  Such  large  differences  in 
the  results  explain  the  inconsistency  which 
was  also  observed  by  the  late  Dr.  Stewart, 
as  mentioned  above.  Another  table  in  that 
article  shows  that  the  results  with  the  here 
described  method  are  about  the  same  in 
cases  treated  with  or  without  the  addition 
of  sodium  bicarbonate.  This  contradicts  the 
publication  of  Smull  et  al.^  which  was  the 
impulse  of  a nation-wide  epidemic  of  in- 
travenous injections  of  salicylates,  without 
bicarbonate,  in  order  to  reach  higher  blood 
salicyl  levels.  Several  patients  died  from 
this  treatment.  Also  the  observations  of 
Huntington  et  al.®  show  that  the  results  of 
Smull  et  al.  are  erroneous. 

DETERMINATION  OF  THE  URINE-SALICYU  LEVEL 

In  this  article  only  the  principle  of  this 
determination  can  be  mentioned.  For  details 
I refer  to  the  extensive  article,  mentioned 
above.  The  principle  is  just  the  same  as  it 
is  for  serum  salicyl  determinations.  The 
0.5  c.c.  serum  is  only  replaced  by  0.05  c.c. 
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of  urine  and  as  result  is  reported  the  quan- 
tity “urine-salicyl”  excreted  in  the  two-hour 
period,  following  the  administration  of  the 
drug.  This  is  necessary  in  order  to  eliminate 
the  influence  of  the  diuresis.  Routine  exam- 
inations of  “urine-salicyl”  are  not  yet  de- 
scribed in  the  literature,  as  far  as  I could 
ascertain.  This  simple  determination  may 
replace  a large  part  of  the  serum  salicyl 
determinations,  in  a similar  manner  as  is 
the  case  in  diabetes  mellitus  with  the  glu- 
cose of  urine  and  blood. 
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STERNAL  MARROW  IN  HEALTH 
AND  DISEASE 

PHILIP  PIZZOLATO,  M.  D.f 
New  Orleans 

The  sternum  as  a source  of  bone  marrow 
possesses  many  advantages: 

Accessibility : The  sternum  is  a wide,  flat, 
elastic  bone  and  is  practically  subcutaneous. 
In  the  subcutaneous  tissue  there  are  no 
large  blood  vessels,  only  a few  muscle 
fibers,  and,  except  in  cases  of  extreme  ob- 
esity and  advanced  pregnancy,  a small 
amount  of  fat.  The  most  important  feature, 
however,  is  that  it  contains  red  marrow 
of  fairly  uniform  quantity  and  of  low  fat 
content  extending  from  the  suprasternal 
notch  to  just  above  the  xiphoid. 

Penetrability : The  bone  may  be  pierced 
with  the  ordinary  spinal  needle,  although 
many  elaborate  needles  and  drills  with  vari- 
ous guards  have  been  used.  The  use  of  a 
small  hammer  has  been  suggested,  but  this 
would  probably  induce  too  much  psychic 
trauma. 

Safety : Due  to  the  width  of  the  sternum 
and  the  density  of  its  inner  table,  there  is 
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little  danger  of  entering  the  mediastinum 
while  making  a sternal  puncture.  The  larg- 
est neighboring  blood  vessels  are  the  mam- 
mary vessels  which  are  located  laterally 
about  1 cm.  beyond  the  bone. 

The  sternum  has  almost  insignificant  dis- 
advantages. In  children  younger  than  three 
years,  the  islands  of  hematopoiesis  are 
isolated,  variable  in  size  and  location  and 
difficult  to  find.  In  the  adult,  roentgeno- 
grams of  the  sternum  are  of  no  value  in 
determining  preferred  sites  of  aspiration 
because  of  the  shadows  of  adjacent  hard 
and  soft  structures.  Other  bones,  such  as 
the  rib  and  tibia,  are  adjacent  to  vital  struc- 
tures, or  are  too  resistant  to  penetration, 
or  contain  too  much  yellow  fatty  marrow 
to  be  suitable  for  study. 

TECHNIC 

One  hour  prior  to  the  sternal  marrow  as- 
piration, the  patient  is  given  a rapidly  act- 
ing barbiturate.  The  patient  is  placed  on  a 
firm  table  with  no  pillow  so  as  to  expose 
the  maximum  area  of  the  sternum.  In 
hairy-chested  individuals  the  skin  over  the 
sternum  is  shaved.  The  skin  is  prepared 
with  weak  tincture  of  iodine  and  alcohol. 
With  aseptic  technic  an  eye  sheet  is  placed 
over  the  sternum  with  the  opening  at  the 
desired  site.  The  operator  palpates  the 
suprasternal  notch  to  locate  the  midline, 
and  confirms  the  location  by  feeling  for  the 
intercostal  spaces  with  the  fingers  of  the 
opposite  hand.  The  area  just  below  the 
angle  of  Louis  is  the  most  frequently  used 
because  of  its  conspicuous  location.  The  op- 
erator makes  an  intradermal  wheal  in  the 
midline  with  1 per  cent  procaine.  The  pro- 
caine is  slowly  infiltrated  into  the  sternal 
subcutaneous  tissue  and  periosteum;  the 
latter  is  very  sensitive  and  requires  more 
anesthetic  and  time.  An  area  of  about  1 
cm.  in  diameter  is  infiltrated.  Most  cases 
require  not  more  than  2 c.c.  When  the  pa- 
tient experiences  no  pain  on  moving  the 
needle  over  the  periosteum,  the  needle  is 
withdrawn. 

The  spinal  needle  with  its  stylet  in  situ 
is  gently  forced  through  the  skin  and  sub- 
cutaneous tissue  to  the  periosteum.  Since 
the  bone  cannot  be  anesthetized,  the  patient 
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is  told  that  he  will  experience  a little  pain. 
At  this  time  the  needle  is  supported  at  two 
levels : the  lower,  near  the  skin,  is  held  with 
the  index  finger  and  the  thumb  of  the  left 
hand  to  keep  the  needle  from  bending,  and 
to  prevent  the  needle  from  penetrating  too 
deeply  or  too  rapidly ; at  the  upper  level 
the  right  index  finger  and  thumb  are  used 
to  twist  the  hub  and  push  the  point  through 
the  outer  table  of  the  sternum.  A “give” 
compai’able  to  that  experienced  on  piercing 
the  dura  in  spinal  puncture  is  palpated 
when  the  marrow  cavity  is  entered. 

As  soon  as  the  needle  point  enters  the 
marrow  cavity,  the  stylet  is  removed,  a 10 
c.c.  syringe  is  inserted,  and  1 c.c.  of  the 
marrow  is  aspirated.  This  frequently  pro- 
duces pain  and  it  is  advisable  to  caution 
the  patient  not  to  move.  The  needle  and 
syringe  are  removed  as  a unit,  and  the  con- 
tents are  gently  expelled  through  the  needle 
into  a bottle  containing  2 mg.  of  a previous- 
ly dried  mixture  of  potassium  and  ammoni- 
um oxalate  (Heller  and  Paul  anticoagu- 
lant). The  bottle  is  rotated  for  three  min- 
utes to  prevent  coagulation.  Simultaneously, 
five  slides  are  made  from  the  marrow  in 
the  needle.  In  order  to  prevent  shrinking 
due  to  osmosis,  the  slides  are  dried  rapidly 
by  fanning.  From  the  beginning  of  aspira- 
tion to  the  deposition  of  the  marrow  into 
the  bottle  no  more  than  45  seconds  should 
elapse  because  of  the  rapid  coagulation  of 
bone  marrow. 

Light  pressure  must  be  applied  to  the  site 
of  aspiration  for  five  minutes  after  removal 
of  the  needle;  otherwise  there  may  be  a 
painful  hematoma  in  the  subcutaneous  tis- 
sue of  periosteum.  No  dressing  is  needed. 
Within  twenty  minutes  a drop  of  serum 
frequently  oozes  from  the  skin. 

LABORATORY  PROCEDURES 

In  the  laboratory  the  bottle  is  rotated  to 
re-mix  its  contents  well.  With  a white  dilut- 
ing pipette  marrow  is  drawn  to  the  1 mark 
and  then  diluted  with  5 per  cent  acetic  acid 
containing  methylene  blue  (1  c.c.  of  1 per 
cent  methylene  blue  to  9 c.c  of  5 per  cent 
acetic  acid).  The  acetic  acid  hemolyzes  non- 
nucleated  erythrocytes  and  leaves  the  im- 
mature erythroid  elements  as  well  as  the 


other  myeloid  cells  clearly  defined  and  con- 
spicuous. The  total  nucleated  elements 
(T.  N.  E.)  can  be  estimated  by  charging 
an  ordinary  Levy  counting  chamber  and 
noting  the  number  of  nucleated  elements 
present  in  five  of  the  central  squares  (that 
is,  as  for  the  red  count).  Formula  for  T. 
N.  E: 

T.X.E.T=Number  of  cells  counted  x Dilution  (10) 

Area  (0.02) 

The  megakaryocytes  are  counted  from 
the  fluid  remaining  in  the  pipette.  After  a 
thorough  re-mixing,  the  fluid  is  placed  in 
a Fuchs-Rosenthal  counting  chamber.  This 
counter  has  a volume  of  3.2  cu.  mm.  and 
is  divided  into  256  squares ; therefore  the 
following  formula  is  used  : 

Megakyocytes= 

Number  of  megakaryocytes  counted  x Dilution  (10) 
Area  (3.2) 

The  undiluted  marrow  is  next  placed  in 
a dry  Wintrobe  hematocrit  tube  and  centri- 
fuged for  five  to  seven  minutes  (depending 
on  layer  formation)  at  2,000  RPM.  The 
marrow  divides  itself  into  four  layers;  (1) 
a layer  of  fat  which  is  a pale  red  or  yel- 
low; (2)  a layer  of  clear  plasma;  (3)  the 
most  important  layer,  composed  mostly  of 
nucleated  cells  and  a few  erythrocytes 
(sometimes  called  the  buffy  coat)  ; (4) 
a layer  composed  of  mature  red  cells  and 
reticulocytes. 

When  the  line  of  demarcation  between 
the  nucleated  cell  layer  and  the  red  cells  is 
not  distinct  an  additional  minute  of  cen- 
trifugation will  greatly  aid  separation. 

Smears  are  made  from  the  buffy  layer. 
This  concentration  of  nucleated  cells  is  es- 
pecially useful  in  cases  of  hypoplastic  or 
aplastic  anemia. 

All  slides  are  stained  with  Wright’s  stain. 
Staining  time  after  dilution  is  double  that 
used  in  peripheral  blood  staining  since 
there  is  more  nuclear  material  to  absorb 
the  stain. 

The  thin  portion  of  the  slide  is  examined 
with  the  high  dry  lens  to  note  the  fre- 
quency of  the  nucleated  cells ; this  also  gives 
a suggestion  of  the  activity  of  the  marrow. 
Large  cells  like  the  megakaryocytes  are 
readily  observed.  With  the  oil  immersion 
lens  the  ratio  and  stages  of  development  of 
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TABLE  1 

STERNAL  MARROW  FINDINGS  IN  HEALTH  AND  DISEASE 


Diagnosis 

Total 
nucleated 
elements 
per  c. 
mm.  in 
thousands 

Fat 

Normal  male 

87.0 

3.0 

Stem  cell  leukemia 

150.5 

0.0 

Sickle  cell  disease 

207.5 

0.0 

Pernicious  anemia 

47.5 

1.7 

Percentage 

Distribution 

Megakary- 

Puffy 

Red  cell 

ocytes  per 

Plasma 

layer 

layer 

cu.  mm. 

43.0 

7.0 

43.0 

22 

45.5 

22.5 

32.0 

6 

54.0 

20.0 

26.0 

46 

74.5 

6.3 

17.5 

50 

TABLE  2 

STERNAL  MARROW  IN  HEALTH  AND  DISEASE 
GRANULOCYTES 

V) 

to  <i>  a.' 


W 

C3 

O 

O 

•S  a! 

.a 

ja 

O) 

Xi 

o 

Diagnosis 

3 

o 

,o 

o 

3 

g 

o o 
r ® 

a 

o 

aS 

ft 

o 

p 

3& 

ft  O 

’ll 

3 

ft 

ft 

© 

u 

§*i 

O' 

o 

3 « 

a 

W 

g ^ 

w 

3 

a 

s 

:1a 

za 

z 

la 

1 

M a 

M a 

pa 

K 

oa 

Normal  male 

0.3 

1.7 

3.9 

8.1 

12.3 

19.3 

0.9 

1.0 

1.9 

0.1 

0.1 

0.1 

0.3 

0.1 

Stem  cell  leukemia 

0.0 

0.0 

0.0 

0.2 

0.3 

3.6 

0.0 

0.1 

0.3 

0.0 

0.1 

0.1 

0.0 

0.6 

Sickle  cell  anemia 

1.7 

0.6 

1.4 

3.7 

5.5 

8.7 

0.1 

0.2 

1.1 

0.2 

0.0 

0.0 

0.3 

0.1 

Pernicious  anemia 

0.4 

1.5 

2.6 

8.3 

6.6 

22.8 

0.1 

0.1 

0.5 

0.2 

0.2 

0.0 

0.2 

0.1 

TABLE  3 

STERNAL  MARROW  IN  HEALTH  AND  DISEASE 
ERYTIIROID  SERIES 

M o O 


eS 

03 

3 

-1^ 

Diagnosis 

O 

£ 

o 

a ® 

p 

o p 

o 

Pm 

pp  c 

Normal  male 

0.6 

2.1 

Stem  cell  leukemia 

0.1 

0.3 

Sickle  cell  anemia 

2.4 

6.9 

Pernicious  anemia 

2.9 

4.3 

O 

-P 

"cS 

.2 

03 

o 

4^ 

c5  cO 

2 “ 
H 03 

0.2 

1*1 

a-^2 

o <2 

3 

o 

3 

bC 

a> 

S 

o 

-M 

03 

b 3 

rC  O 
& « 

^ 03 

S <a 
S3 

a.  =« 

,S*  W) 

ai^ 

O cS 

t>  o 

.S3 

y 

*o  ^ 

^ *03 

■&.S 

"o  O 

O 

!h 

o o 

M o 

Pm  c 

o a 

CM 

CP  S 

CM  a 

o a 

w a 

6.9 

16.7 

0.0 

0.0 

0.0 

0.0 

0.7 

0.9 

2.9 

0.0 

0.0 

0.0 

0.0 

0.0 

11.9 

34.2 

0.0 

0.0 

0.0 

0.0 

1.4 

4.1 

4.1 

4.8 

2.4 

2.0 

1.2 

0.8 

Diagnosis 


Norma),  male 

Stem  ecsll  leukemia. 
Sickle  cell  anemia.., 
Pernicious  anemia.. 


TABLE  4 

STERNAL  MARROW  IN  HEAL/TH  AND  DISEASE 


AGRANULOCYTES 


>i 

o 

o 

Ph 

£ 

o *. 


0^  > 
a 

*c/3  bi) 
o 0) 


Monocytes 

o 

o 

a 

a 

>> 

hP 

Immature 

lymphocyte 

Plasma  cell 

Stem  cells 

Reticulo- 

endothelial 

O 

bjo 

a 

£« 

Q 

Granulocyti 
erythoid  rai 

Peroxidase 

Peroxidase 

0.3 

9.8 

0.3 

0.1 

0.0 

0.3 

12.1 

5:1:3 

1.5:1 

0.0 

3.5 

0.0 

0.1 

77.1 

0.1 

9.7 

1:20 

0.0 

11.3 

0.1 

0.6 

0.0 

0.4 

7.2 

2:1:6 

1:4 

0.1 

13.5 

0.2 

0.1 

0.0 

0.8 

15.1 

4:1:2 

1:1 

*Since  stem  cells  are  so  immature  and  cannot  be  positively  identified  they  cannot  be  classified  as 
myeloblasts  or  lymphocytes. 
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the  granulocytic,  erythroid  and  lymphoid 
cells  are  studied.  The  cytologic  details  may 
be  observed  but  unfortunately  the  details 
of  marrow  architecture  are  lost.  If  time  is 
available  a differential  count  should  be  done 
using  500  to  1,000  cells. 

DISCUSSION 

Fourteen  normal  individuals  were  stud- 
ied at  Charity  Hospital  to  determine  the 
normal  marrow  findings.  The  individuals 
studied  were  doctors,  medical  students,  and 
technicians  whose  ages  ranged  from  17  to 
27  years. 

In  ten  normal  males  the  total  nucleated 
elements  varied  between  43,000  and  105,- 
000  per  cu.  mm.,  and  in  four  normal  fe- 
males the  T.  N.  E.  ranged  between  30,000 
and  87,000  per  cu.  mm. 

The  megakaryocytes  are  large  cells  meas- 
uring approximately  30  micra  or  more. 
They  may  be  multinucleated  or  may  pos- 
sess a multilobular  nucleus.  There  is  a large 
amount  of  cytoplasm  which  frequently  is 
surrounded  by  a clear  halo.  The  total  num- 
ber of  megakarocytes  in  normal  individuals 
varies  from  6 to  22  per  cu.  mm. ; further 
work  on  normal  counts  is  being  done  and 
will  be  reported  later. 

The  percentage  proportion  of  the  cen- 
tifuged  marrow  as  derived  from  the  14  nor- 
mal individuals  is  as  follows : 

Per  cent 


Fat  1-3 

Plasma  40  - 54 

Nucleated  elements  3-11 

Red  cells  40  - 51 


Tables  1 to  4 exhibit  the  recommended 
form  for  recording  the  data.  The  data  are 
derived  from  one  normal  individual  and 
typical  cases  of  three  blood  dycrasias.  All 
differential  counts  were  made  by  counting 
1,000  cells. 

For  the  beginner  the  peroxidase  stain 
will  be  of  great  aid  in  cell  identification. 
Cells  of  the  erythroid  and  lymphoid  series 
are  peroxidase  negative,  and  while  the  mye- 
loblasts and  leukoblasts  are  frequently  neg- 
ative, positive  granules  are  found  occasion- 
ally. Their  fine  nuclear  pattern  will  make 
the  final  differentiation.  Promyelocytes 
have  many  peroxidase  positive  granules  and 


the  remaining  cells  of  the  granulocytic 
series  are  definitely  peroxidase  positive. 
Pronormoblasts  and  promegaloblasts  are 
peroxidase  negative  with  a fine  nuclear 
pattern  and  can  be  differentiated  from  the 
myeloblast  by  their  deep  blue  cytoplasm. 
The  promegaloblast  has  a greater  nucleo- 
cytoplasmic  ratio  than  the  pronormoblast. 

Some  authors  distinguish  between  large, 
medium  sized,  and  small  lymphocytes ; such 
a classification  is  time  consuming  and  does 
not  appear  to  aid  in  diagnosis  or  prognosis. 
We  do  not  attempt  to  distinguish  on  mor- 
phological grounds  monoblasts  or  lympho- 
blasts from  myeloblasts,  since  in  our  ex- 
perience the  various  primitive  white  cell 
precursors  that  have  been  described  by  va- 
rious authors  are  not  sufficiently  clear-cut 
or  constant  to  permit  their  recognition  in 
smears  with  any  confidence. 

SUMMARY 

The  sternum  is  the  site  of  choice  for  bone 
marrow  aspiration  because  of  its  accessibil- 
ity, penetrability  and  safety.  The  marrow  is 
removed  with  a spinal  needle  and  is  mixed 
with  Heller’s  oxalate.  The  total  nucleated 
elements  and  megakaryoctyes  are  counted 
from  this  oxalated  marrow.  Smears  made 
from  the  untreated  marrow  and  from  the 
buffy  layer  are  stained  with  Wright’s  stain. 
Tables  are  furnished  citing  the  sternal  mar- 
row findings  in  a normal  individual  and  in 
three  types  of  blood  dyscrasia. 

0 

THE  “BORROWING-LENDING”  HEMO- 
DYNAMIC PHENOMENON  (HEMOME- 
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volume  of  organs  undergoes  spontaneous 
and  even  rhythmic  variations,  it  was  not 
until  the  more  refined  technics  of  pleths- 
mography  became  available  that  a better 
understanding  of  these  phenomena  were  ob- 
tained. With  such  technics,^  studies  of  a 
more  precise  and  quantitative  nature  could 
be  made  of  these  fluctuations  in  volume  in 
peripheral  parts  such  as  the  fingers,  toes, 
and  pinae  of  the  ears.  These  variations  in 
volume  have  been  attributed  essentially  to 
changes  in  the  volume  of  the  vascular  bed 
of  the  part,  and  thus  reflect  variations  in 
behavior  of  the  local  circulation.  As  a re- 
sult of  these  studies,  much  valuable  infor- 
mation has  been  obtained  concerning  the 
hemodynamics  of  the  peripheral  circulation 
under  normal  resting  conditions,  in  dis- 
eased states,  and  in  response  to  external 
and  internal  stimuli.  Although  there  may 
be  many  factors  which  remain  unknown  or 
poorly  understood,  certain  facts  have  been 
established  which  suggest  a more  rational 
approach  to  certain  clinical  conditions.  For 
these  reasons,  it  seems  desirable  to  present 
a consideration  of  these  facts  and  their  ap- 
plication to  clinical  conditions  characterized 
by  a disturbance  in  peripheral  circulation. 

The  plethysmogram  may  be  regarded  es- 
sentially as  an  ordinary  type  of  Cartesian 
coordinate,  with  the  volume  represented  on 
the  ordinate  and  time  on  the  abscissa.  It 
is,  therefore,  a record  of  the  changes  in  vol- 
ume of  the  part  enclosed  in  the  extremity 
cup  in  relation  to  time.  The  recorded  vol- 
ume changes  are  the  algebraic  summation 
of  many  volume  changes,  which  are  taking 
place  in  all  portions  of  the  enclosed  part. 
Essentially,  however,  the  recorded  changes 
in  volume  of  the  part  represent  variations 
in  the  volume  of  the  vascular  bed  of  the 
part. 

By  means  of  plethysmographic  studies  of 
this  kind  it  has  been  shown  that  the  vascu- 
lar bed  in  such  peripheral  parts  as  the  pin- 
nae, the  fingers,  and  the  toes  undergo  spon- 
taneous variations  in  volume.^-  ^ In  the 
resting  individual  in  a comfortable  environ- 
ment, at  least  five  types  of  rhythmic 
changes  in  volume  have  been  observed. 
They  have  been  described  in  detail  else- 


where and  have  been  given  the  following 
designations:  (1)  pwZse  deflections,  (2)  re- 
spiratory deflections,  (3)  alpha  deflections, 
(4)  beta  deflections,  and  (5)  gamma  de- 
flections. They  range  in  volume  from  less 
than  0.1  to  350  or  more  cubic  millimeters 
per  5 c.  c.  of  part  (fig.  1). 


I^AR-IOUS  TYPES  QP  VOLUME  DEFLECTIONS 


A.) 


S'!  lou-r  Aloha.  Wsv-es 


C)  Beta.  VvAve  ujith.  Alplia  Wa\.«s  SujCTirnposecl 


O)  Qamtxia. Wave'. ' Other  Vl;avesSi.,y:erin-poseci 

■Tota.1- TiTOe  ■ LE,  minatee 


Fig.  1.  A.  Plethysmogram  of  a normal  subject 
showing  pulse  and  respiratory  deflections.  B.  Four 
unusually  regular  alpha  waves.  C.  Beta  wave  with 
alpha  waves  superimposed.  D.  A short  gamma 
wave  with  other  waves  superimposed.  Time,  12 
minutes. 


The  pulse  deflections  which  represent  the 
changes  in  volume  of  the  part  brought 
about  by  the  blood  delivered  into  the  part 
with  each  heart  beat  vary  considerably  in 
volume,  with  mean  values  of  6.9  cubic  milli- 
meters in  the  finger  tips,  4.0  in  the  toe  tips, 
and  4.1  in  the  pinnae  per  5 c.  c.  of  part.*^ 
The  changes  in  volume  are  probably  due  to 
variations  in  content  of  all  components  of 
the  local  circulatory  bed;  arteries,  arte- 
rioles, capillaries,  venules  and  veins. 

The  respiratory  deflections  represent  va- 
riations in  volume  occurring  with  the  nor- 
mal respiratory  cycle  and  their  volumes 
vary  from  less  than  0.1  to  5 cubic  millime- 


*Hereafter  all  volume  changes  are  expressed  per 
5 c.c.  of  part. 
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ters.-  They  reflect  variations  in  venous  re- 
turn to  the  heart  brought  about  by  respira- 
tion. In  addition  the  changes  in  heart  rate 
and  changes  in  the  heart  output  associated 
with  respiration  contribute  considerably  to 
the  development  of  these  variations  in 
volume. 

Alpha  deflections  occur  less  frequently 
than  respiratory  deflections,  usually  with 
smooth  contours,  but  not  necessarily  uni- 
form. They  vary  in  frequency  and  size 
with  a tendency  for  an  inverse  relationship. 
The  mean  frequency  has  been  found  to  be 
7.9  per  minute  in  the  finger  tips,  7.7  in  the 
toes,  and  8.6  in  the  pinnae.^  For  each  of 
these  parts  respectively,  the  mean  volumes 
are  14.5,  7.1,  and  6.6  cu.  mm.^  Although  in- 
dependent of  variations  in  arterial  pres- 
sure,^ the  alpha  deflections  are  predomi- 
nantly under  the  control  of  the  sympathetic 
nervous  system,  for  they  almost  entirely 
disappear  following  interruption  of  sympa- 
thetic pathways.^  The  volume  changes  rep- 
resented by  the  alpha  deflections  are  due 
essentially  to  variation  in  volume  of  the 
blood  within  the  part,  but  their  frequency 
suggests  the  possibility  that  variations  in 
lymph  volume  may  be  a contributing  factor. 
Experimental  studies  in  animals  have 
shown  contractions  of  the  lymphatics  to  be 
responsible  for  much  of  the  flow  of 
lymph. ® If  these  lymphatic  contrac- 
tions occur  in  man  and  at  the  same  fre- 
quency as  observed  in  animals  they  might 
contribute  to  the  volume  changes. 

Beta  deflections  represent  larger  and 
more  slowly  developing  changes  in  volume 
upon  which  alpha  waves  are  superimposed. 
Their  frequency  is  one  to  two  per  minute; 
the  volume  varies  from  5 to  60  cu.  mm.^ 
Although  they  may  be  irregular  in  rhythm 
and  volume  they  tend  to  vary  concord- 
antly  in  the  fingers,  toes  and  pinnae.  These 
deflections  are  also  considered  to  repre- 
sent primarily  volume  changes  in  the  vas- 
cular bed,  but  like  the  alpha  deflections,  a 
significant  part  of  the  volume  change  may 
be  due  to  variations  in  lymph  volume. 
Changes  in  inter-  and  intracellular  volume 
may  also  contribute  to  these  deflections. 

The  gamma  deflections  are  due  to  still 


more  slowly  developing  changes  in  volume 
upon  which  the  beta  waves  are  superim- 
posed. Their  frequency  varies  from  one  to 
eight  an  hour  and  their  magnitude  from  50 
to  350  cu.  mm.^  The  gamma  deflections 
are  predominantly  the  result  of  changes  in 
volume  of  the  vascular  bed  of  the  part,  al- 
though variations  in  lymph  volume  prob- 
ably contribute  significantly  to  the  volume 
change.  It  would  appear  that  the  gamma 
volume  deflections  are  more  likely  con- 
cerned with  large  and  usually  relatively 
slow  shifts  in  blood  volume  from  one  part 
of  the  body  to  another. 

Under  certain”  circumstances  considerable 
variations  may  be  found  in  the  plethysmo- 
gram  of  normal  individuals.  Because  these 
changes  may  resemble  those  found  in  dis- 
eased states,  it  is  desirable  to  review  them 
briefly.  Among  the  factors  which  may  pro- 
duce these  changes  are  the  psychic  state  of 
the  individual,  the  temperature  of  the  en- 
vironment, the  relation  of  the  part  to  heart 
level,  and  the  presence  or  absence  of  intact 
sympathetic  pathways  to  the  part. 

The  psychic  state  of  the  individual  has  a 
profound  influence  upon  the  pulse  and 
alpha  deflections.  For  example,  fear,  an- 
xiety, or  tenseness  on  the  part  of  the  indi- 
vidual tend  to  produce  a diminution  in  the 
pulse  and  alpha  deflections  and  an  increase 
in  the  rate  of  the  pulse  deflections.”^’  ® This 
is  apparently  due  to  an  increased  sympa- 
thetic activity  associated  with  the  psychic 
disturbance,  causing  an  increase  in  vasomo- 
tor tone.  The  character  of  the  spontaneous 
volume  deflections  may  thus  serve  as  a good 
reflection  of  the  psychic  state  of  the  indi- 
vidual. 

The  environmental  temperature  may  also 
produce  marked  changes  in  the  spontaneous 
volume  deflections.  For  example,  chilling 
of  the  subject,  either  by  local  application 
or  general  environmental  cold  produces 
vasoconstriction  and  a consequent  reduction 
in  the  volume  of  the  pulse  and  alpha  deflec- 
tions and  a decrease  in  the  total  volume  of 
the  part  (negative  gamma  deflection).  In 
general  the  degree  of  vasoconstriction  is 
proportionate  to  the  degree  of  chilling.  On 
the  other  hand,  a warm  environment  has 
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the  Teverse  effect,  producing  a vasodilata- 
tion and  a consequent  increase  in  the  vol- 
ume of:  the  pulse  deflections.  As  the  part 
warms,  the  alpha  deflections  are  increased. 
Later,,  after  full  vasodilatation  there  is-  a 
decrease  in  the  alpha  deflections.  The  posi- 
tive gamma  deflection  which  follows  w-arm- 
ing  the  subject  indicates  an  over-all  in- 
crease in  the  volume  of  the  part.  As  has 
been  indicated  previously,  these  reactions 
serve  as  a good  test  for  organic  occlusive 
arterial  and  arteriolar  disease.^  In  the 
presence  of  these  conditions,  such  as  throm- 
bo-angiitis  obliterans  or  obliterating  ar- 
teriosclerotic endarteritis,  these  vasodilat- 
ing responses  are  impaired  or  absent.  The 
effort  to  produce  vasodilatation  in  the  fin- 
gers or  toe  tips  by  the  application  of  heat 
to  another  extremity  tests  the  patency  of 
the  blood  vessels  to  the  part  under  investi- 
gation as  well  as  the  neurovascular  mechan- 
ism of  the  part. 

The  position  of  the  part  in  relation  to 
heart  level  also  affects  these  spontaneous 
volume  deflections.  Placing  the  part  below 
heart  level,  for  example,  produces  a de- 
crease in  the  volume  of  pulse  and  alpha  de- 
flections. The  pooling  of  blood  and  lymph 
in  the  dependent  part  as  a result  of  gravity 
causes  a positive  gamma  deflection.  Two 
factors,  either  alone  or  in  combination,  have 
been  suggested  as  a means  of  explaining 
this  phenomenon.  The  first  is  arteriolar 
vasoconstriction  and  the  second,  which  is 
more  likely,  is  distention  of  the  vessels  sec- 
ondary to  increased  venous  pressure,  with 
a diminution  in  further  distensibility  of  the 
vessel  wall.*^  Elevation  of  the  part  above 
heart  level  produces  the  reverse  effect. 
There  is  pronounced  increase  in  the  volume 
of  the  pulse  and  alpha  deflections  and  as  a 
consequence  of  the  draining  out  of  the  blood 
within  the  part,  a negative  gamma  deflec- 
tion. For  these  reasons,  the  part  should  be 
kept  at  or  near  heart  level  for  standard 
recordings. 

The  spontaneous  volume  deflections  are 
greatly  affected  by  the  state  of  the  sym- 
pathetic pathways  to  the  part.  Thus,  within 
a few  minutes  after  the  regional  sympa- 
thetic nerves  or  ganglia  have  been  blocked 


by  infiltration  with  1 per  cent  procaine  hy- 
drochloride solution,  there  is  a marked  in- 
crease in  the  volume  of  the  pulse  deflections 
and  virtual  disappearance  of  the  alpha  de- 
flections. The  engorgement  of  the  vascular 
bed  within  the  part  following  the  sympa- 
thetic block  also  produces  a large  positive 
gamma  deflection.  The  procedure  of  sym- 
pathetic block  is  another  significant  diag- 
nostic test,^*’’  for  by  this  means  it  is  read- 
ily possible  to  determine  the  degree  of  the 
normal,  or,  in  certain  conditions,  the  ab- 
normal sympathetic  vasoconstrictor  tone 
and  the  extent  of  vasodilatation  or  the  gen- 
eral order  of  the  amount  of  increase  in  vas- 
cularity of  the  part  that  can  be  achieved 
by  interruption  of  these  pathways. 

THEORETICAL  CONSIDERATIONS  OF  THE  “BORROW- 
ING-LENDING” HEMODYNAMIC  PHENOMENON 
(HEMOMBTAKINESIA) 

In  addition  to  the  spontaneous  variations 
in  the  volume  of  the  vascular  bed  of  such 
peripheral  parts  as  the  fingers,  toes,  and 
pinnae,  which  are  represented  on  the  ple- 
thysmogram  by  the  alpha,  beta,  and  gamma 
deflections,  similar  variations  in  the  volume 
of  certain  internal  organs  have  been  demon- 
strated. For  example,  Richards  and 
Schmidt^-  observed  an  intermittent  blood 
flow  through  kidney  glomeruli  and  Krogh^^ 
made  similar  observations  in  the  tongue 
and  skeletal  muscles  of  the  frog.  The  irreg- 
ularities in  the  blood  flow  in  the  rabbit’s 
ear  were  also  reported  by  Grant.^^  Further 
experimental  observations  by  Zweifach^” 
and  Chambers  and  Zweifach^®  on  the  circu- 
lation in  various  organs  have  demonstrated 
clearly  the  intermittency  of  blood  flow  in 
different  parts  of  the  body,  a phenomenon 
which  they  termed  vasomotion.  The  spon- 
taneous variations  of  the  splenic  volume 
in  the  dog,  reported  by  several  observ- 
ers,^'-^ are  of  a magnitude  and  frequency 
comparable  to  those  of  the  beta  and  gamma 
deflections  described  above. 

It  is  readily  evident  from  these  consider- 
ations that  spontaneous  variations  in  the 
vascular  bed  of  different  parts  of  the  body 
are  constantly  occurring.  These  changes  in 
the  volume  of  blood  in  widely  separated 
parts  of  the  body  may  be  rhythmic,  con- 
cordant, or  discordant.  They  may  be  pro- 
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duced  by  intrinsic  factors,  which  are  not 
yet  well  understood,  or  may  be  influenced 
by  various  internal  and  external  stimuli. 
They  indicate  a continuous  shifting  back 
and  forth  of  the  blood  from  one  part  of  the 
body  to  another  to  meet  local  require- 
ments.*- They  suggest  a well  regulated 
mechanism,  with  definite  order  and  sig- 
nificance, which  appears  to  be  concerned 
with  certain  vital  functions  such  as  proper 
thermal  regulation,  nutrition,  repair,  and 
other  important  physiologic  adjustments. 

It  is  conceivable  that  at  least  a part  of 
this  significance  lies  in  the  attempt  by  the 
body  mechanism  to  utilize  its  total  blood 
volume  in  the  most  efficient  manner.  Ob- 
viously the  total  volume  of  blood  in  the 
body  at  any  one  time  is  too  small  to  meet 
the  maximum  demand  of  all  the  tissues  at 
the  same  time,  should  a disease  state  arise 
to  precipitate  such  a situation.  The  total 
blood  volume,  on  the  other  hand,  is  more 
than  sufficient  to  meet  urgent  demands  for 
large  quantities  of  blood  in  isolated  parts. 
While  great  variations  can  take  place  in  the 
vascular  bed  within  a relatively  short  peri- 
od of  time,  especially  in  isolated  parts  of  the 
body,  the  total  blood  volume  remains  rela- 
tively constant  under  ordinary  conditions. 
For  example,  the  vascular  volume  of  a fin- 
ger or  toe  can  be  observed  to  double  in  size 
within  a matter  of  minutes.  To  fill  this 
augmented  vascular  bed  with  blood,  how- 
ever, obviously  does  not  require  doubling 
the  total  blood  volume  nor  is  there  reason 
to  believe  that  there  exists  in  the  body  a 
special  reservoir  of  blood  for  this  purpose. 
Yet,  it  must  have  come  from  some  source 
and  the  obvious  explanation  is  that  it  was 
taken  from  the  vascular  bed  of  other  parts 
of  the  body.  In  other  words,  the  total  blood 
volume  need  not  be  changed  by  even  one 
cubic  centimeter.  The  only  change  required 
to  achieve  this  purpose  is  an  adjustment  in 
the  vascular  bed.  By  increasing  the  volume 
of  the  vascular  bed  in  one  part  of  the  body 
and  decreasing  it  by  the  same  amount  in 
other  parts,  the  volume  of  blood  in  the 
former  area  is  increased  at  the  expense 
of  the  latter  without  any  variations  in  the 
total  volume  of  the  blood. 


To  illustrate  this  “borrowing-lending” 
phenomenon  (hemometakinesia) , the  fol- 
lowing observations  are  presented.  These 
data  have  been  selected  from  many  similar 
experiences  in  normal  individuals  as  well 
as  patients  with  various  forms  of  peri- 
pheral vascular  disease.  The  results  of  these 
studies  have  been  invariably  consistent,  re- 
gardless of  the  methods  employed  to  deter- 
mine and  record  variations  in  blood  flow. 
Our  experiences  include  particularly  the 
use  of  thermometric  and  phlethysmographic 
methods  of  study.  These  observations  are 
routinely  made  under  controlled  atmospher- 
ic conditions  in  a room  constructed  to  re- 
duce psychic  disturbances.  The  subjects 
rest  in  bed  for  a time  sufficient  to  permit 
stabilization  of  the  vascular  system.  Ple- 
thysmograms  are  obtained  for  the  distal 
phalanges  of  the  fingers  and  toes,  and  for 
the  pinnae  of  the  ears.  The  index  finger 
and  the  second  toe  are  most  commonly  em- 
ployed. Thermograms  are  obtained  for  these 
parts  as  well  as  others  distributed  bilateral- 
ly and  symmetrically  over  the  body,  a total 
of  twenty  areas  usually  being  observed.  The 
plethysmographic  and  thermometric  ob- 
servations are  usually  made  simultaneously. 
The  response  to  various  measures,  such  as 
interruption  of  sympathetic  innervation, 
reactive  hyperemia,  drugs,  environmental 
and  local  temperature  changes,  and  pyschic 
and  neurogenic  factors  are  observed  as  re- 
flections in  the  plethysmograms  and  ther- 
mograms. 

CASE  NO.  I 

G.  I.,  a white  male  17  years  of  age,  was  ex- 
amined because  of  marked  hyperhidrosis.  Plethys- 
mographic and  thermometric  studies  were  made  af- 
ter the  patient  had  rested  in  bed  in  the  observa- 
tion room  (room  temperature  78°  F.  and  relative 
humidity  46  per  cent)  for  50  minutes.  Skin  tem- 
perature determinations  were  made  bilaterally  on 
the  third  toe,  the  dorsum  of  the  foot,  the  mid-pre- 
tibial  area,  the  knee,  the  mid-thigh  and  the  chest. 
The  plethysmographic  determinations  were  made 
for  the  distal  phalanges  of  the  right  index  finger 
and  for  the  second  toe  bilaterally.  After  the  pa- 
tient had  reached  a state  of  stabilization  500  mgm. 
of  tetraethyl  ammonium  chloride-^  were  injected 
intravenously.  Then  after  sufficient  time  had 
elapsed  for  the  reaction  to  subside  a left  lumbar 
sympathetic  nerve  block  was  performed  with  1 per 
cent  procaine  hydrochloride  solution.  The  vascu- 
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Fig.  2.  Graph  showing  thermometric  and  plethysmographic  response  following  injection  of  tet- 
raethyl ammonium  chloride  (T.T.A.)  and  left  lumbar  sympathetic  block.  See  text  for  details. 


lar  phenomena  resulting  from  these  procedures  are 
shown  in  figure  2. 

Initially  the  patient  was  stabilized  in  a state  of 
moderate  vasoconstriction  as  evidenced  by:  (1) 
small  pulse  deflections;  (2)  small  fluctuations  in 
the  total  volume  of  the  part;  (3)  relatively  low 
skin  temperature  of  the  toes. 

The  procedure  of  intravenous  injection  of  tetra- 
ethyl ammonium  chloride  resulted  in  a further 
vasoconstriction  as  evidenced  by  a decrease  in  the 
volume  of  pulse  deflections.  Following  the  injec- 
tion of  tetraethyl  ammonium  chloride  there  was  a 
slight  vasodilatation  shown  by  an  increase  in  the 
volume  of  pulse  deflections,  an  increase  in  the  to- 
tal volume  of  the  part  and  a rise  in  skin  tempera- 
ture. These  reactions  were  slight.  There  were 
skin  temperature  changes  on  the  right  side  of  the 
same  magnitude  as  on  the  left  but  no  determina- 


tions of  pulse  deflections  and  total  volume  were 
made  in  the  right  toe  during  this  period. 

Within  a few  minutes  after  the  left  lumbar  sym- 
pathetic block  was  done  the  following  phenomena 
were  observed: 

1.  A rapid  elevation  of  the  skin  temperature  of 
the  left  leg  with  marked  flushing  and  an  absence 
of  sweating. 

2.  An  increase  in  the  volume  of  the  pulse  de- 
flections of  the  left  second  toe. 

3.  An  increase  in  the  total  volume  of  the  left 
second  toe. 

4.  A fall  in  the  skin  temperature  of  the  right 
leg. 

5.  A decrease  in  the  volume  of  the  pulse  deflec- 
tions of  the  right  second  toe  and  index  finger. 

6.  A decrease  in  the  total  volume  of  the  right 
second  toe  and  index  finger. 
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Fig.  3.  Graph  showing  thermometric  and  plethysmographic  response  to  injection  of  tetraethyl 
ammonium  chloride  and  left  and  right  stellate  ganglion  block.  The  upper  half  is  the  left  side,  the  lower 
half  is  the  right.  See  text  for  details. 


These  changes  indicate  a vasodilatation  in  the 
left  leg.  There  was  an  increase  in  the  volume  of 
blood  and  rate  of  blood  flow  to  this  leg  which  oc- 
curred at  the  expense  of  the  vascular  bed  of  the 
remainder  of  the  body.  That  blood  was  borrowed 


from  the  remainder  of  the  body  is  evidenced  by  the 
fall  in  skin  temperatures,  the  fall  in  total  volume 
and  volume  of  pulse  deflections  in  all  other  areas. 
The  magnitude  of  changes  observed  in  the  areas 
which  were  concerned  with  “lending”  were  small. 
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indicating-  that  the  remainder  of  the  vascular  bed 
and  not  any  one  single  area  is  involved.  The  nor- 
mal physiologic  adjustments  are  such  that  no  one 
organ  or  tissue  is  called  upon  to  give  up  its  blood 
to  an  extent  which  would  produce  injury  as  a 
result  of  ischemia.  The  previous  state  of  vaso- 
constriction or  vasodilatation  will  determine  in 
large  part  the  degree  of  lending  possible.  As 
demonstrated  in  this  subject,  a part  which  is  al- 
ready in  a state  of  vasoconstriction  (the  right  toe) 
can  not  give  up  as  much  blood  as  would  be  ex- 
pected of  a part  in  mid  or  full  vasodilatation. 

CASE  NO'.  2 

A.M.,  a white  male  aged  59,  suffered  from  ar- 
teriosclerosis and  Raynaud’s  phenomenon.  After 
resting  in  bed  for  60  minutes  in  an  environmental 
temperature  of  74°  F.  and  64  per  cent  relative 
humidity  the  following  studies  were  made;  these 
included  a measurement  of  skin  temperatures  of 
the  first  toe,  dorsum  of  the  foot,  mid-pretibial  area, 
knee,  mid-thigh,  chest,  deltoid  region,  forearm, 
dorsum  of  the  hand  and  middle  finger  bilaterally 
as  well  as  plethysmographic  studies  of  the  right 
second  toe,  -the  left  index  finger  and  the  right 
fourth  finger.  The  latter  was  selected  instead  of 
the  right  index  finger  because  of  the  more  severe 
cyanosis  which  the  fourth  finger  presented. 

After  a state  of  stabilization  had  been  reached, 

5 c.c.  (500  mgm.)  of  tetraethyl  ammonium  chlo- 
ride were  given  intravenously.  Fifty  minutes  later 
a left  stellate  ganglion  block  was  performed  with 
1 per  cent  procaine.  Then  after  another  35  min- 
utes the  .right  stellate  ganglion  was  blocked  in  the 
same  manner. 

Initially  the  right  ring  finger  was  cyanotic  and 
the  entire  right  hand  presented  a mottled  cyanotic 
appearance.  The  left  index  finger  was  cyanotic 
but  not  as  marked  as  the  right  fourth  finger.  The 
initial  skin  temperatures  were  low  on  both  sides 
and  the  pulse  deflections  were  small.  Following 
the  injection  of  tetraethyl  ammonium  chloride  the 
skin  temperatures  of  both  hands  increased  signifi- 
cantly. There  was  an  increase  in  the  total  volume 
of  the  left  index  finger  and  a small  increase  in 
the  pulse  deflections.  The  right  finger  did  not 
show  pulse  or  volume  changes.  Coincident  with 
the  increase  in  temperature  the  skin  color  improved 
but  did  not  reach  normal.  Cyanosis  returned  be- 
fore the  left  stellate  ganglion  block  was  per- 
formed. 

Immediately  following  the  left  stellate  ganglion 
block  the  following  phenomena  were  observed 
(fig.,  3)  : 

1.  An  immediate  rise  in  skin  temperature  of 
the  left  arm  and  hand  with  the  most  pronounced 
changes  distally. 

2.  A flushing  of  the  left  arm  and  hand  with  a 
return  of  normal  skih  color. 

3.  A pronounced  increase  in  the  pulse  deflec- 
tions. 
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4.  A marked  increase  in  the  total  volume  of  left 
index  finger. 

5.  A decrease  in  the  skin  temperature  of  the 
right  arm  and  hand. 

6.  A decrease  in  volume  of  the  right  finger. 

7.  An  increase  in  the  degree  of  cyanosis  of  the 
right  finger. 

Immediately  after  the  right  stellate  ganglion 
block  the  following  changes  were  noted: 

1.  A marked  increase  in  skin  temperature,  again 
most  pronounced  distally. 

2.  Disappearance  of  the  cyanotic  color. 

3.  A significant  increase  in  the  volume  of  the 
pulse  deflections. 

4.  An  increase  in  the  total  volume  of  the  right 
finger. 

5.  A decrease  in  skin  temperature  of  the  left 
arm  and  hand. 

6.  A decrease  in  the  total  volume  and  the  volume 
of  the  pulse  deflections  of  the  left  finger. 

7.  Reappearance  of  a mottled  cyanotic  skin  color 
in  the  left  hand. 

Terminally,  the  volume  of  the  pulse  deflections 
decreased  in  the  right  finger  and  the  cyanosis  re- 
appeared. 

The  changes  observed  in  this  subject  indicate 
vasodilatation  following  injection  of  tetraethyl  am- 
monium chloride.  Following  the  left  stellate 
ganglion  block  there  was  an  increase  in  the  volume 
of  blood  and  the  rate  of  blood  flow  in  the  left  arm. 
This  increase  in  the  left  side  is  indicated  by  the 
rise  in  skin  temperature,  total  volume  and  volume 
of  the  pulse  deflections.  That  this  occasioned  a 
“lending”  from  the  right  arm  is  evidenced  by  a 
decrease  in  skin  temperature  and  total  volume.  The 
volume  of  the  pulse  deflections  on  the  right  was 
very  small  and  could  not  be  diminished  any  fur- 
ther. The  preexisting  state  of  the  right  finger 
precluded  its  lending  but  a very  small  amount  of 
blood  without  danger  of  ischemia.  The  increase  in 
cyanosis  could  be  interpreted  as  a deleterious  ef- 
fect— an  actual  deprivation  below  the  very  minimal 
needs  for  viability  of  the  tissues. 

Immediately  after  the  right  stellate  ganglion 
block  there  was  vasodilatation  in  the  right  upper 
extremity.  This  is  shown  by  the  occurrence  of  the 
same  changes  demonstrated  in  the  left  arm  when 
the  left  stellate  ganglion  was  blocked.  The  cyano- 
sis on  the  right  side  disappeared.  However,  when 
the  shift  of  blood  began  toward  the  right  arm  the 
left  was  in  a state  of  marked  vasodilatation.  It, 
therefore,  was  able  to  “lend”  more  blood  than  was 
possible  for  the  right  arm  previously.  That  this 
is  precisely  what  occurred  is  shown  by  the  marked 
decreases  in  skin  temperature,  total  volume  and 
volume  of  pulse  deflections  in  the  left  side  as  com- 
pared to  the  small  changes  which  occurred  previ- 
ously with  a small  “loan”  from  the  right  to  the 
left  arm. 
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DISCUSSION 

From  the  foregoing  considerations,  it 
seems  evident  that  there  is  a continuous 
shifting  back  and  forth  of  blood  from  one 
part  of  the  body  to  another.  It  is  suggestive 
of  a borrowing  and  lending  of  blood,  a phe- 
nomenon for  which  we  should  like  to  sug- 
gest the  term  “hemometakinesia.”  This  bor- 
rowing and  lending  of  blood  from  tissue  to 
tissue,  to  meet  variations  in  requirements 
is  indicative  of  a well  regulated  mechanism 
which  permits  the  body  to  utilize  its  limit- 
ed total  blood  volume  in  the  most  efficient 
manner.  The  essence  of  this  mechanism  lies 
in  the  control  and  regulation  of  the  vascu- 
lar bed.  By  this  means,  adjustments  in  the 
vascular  bed  can  be  made  to  permit  an  in- 
crease in  the  volume  of  blood  in  one  part 
of  the  body  with  a corresponding  simul- 
taneous decrease  in  the  volume  of  blood  in 
other  parts  of  the  body.  Thus,  the  blood 
flow  to  different  parts  of  the  body  may  be 
varied  considerably  without  affecting  the 
total  blood  volume  or  cardiac  output. 

It  is  well  to  point  out  that  when  blood  is 
borrowed  from  any  organ,  this  blood  is  re- 
moved from  all  blood  vessels  of  the  organ. 
A larger  part,  however,  must  come  from  the 
large  vessels  within  the  organ,  such  as  the 
venous  reservoirs.  The  relative  contribu- 
tions made  by  the  small  vessels  are  un- 
known. From  the  studies  of  others-"*  the 
small  vessels  would  be  expected  to  contrib- 
ute a relatively  small  portion. 

In  approaching  therapy  designed  to  in- 
crease the  local  circulation  to  a part,  such 
as  in  peripheral  vascular  disease,  the  appli- 
cation of  similar  principles  of  hemodynam- 
ics appears  rational.  These  conditions  are 
characterized  by  a disturbance  or  an  actual 
diminution  in  the  normal  amount  of  circu- 
lating blood  to  a part.  Effective  therapy  is 
aimed  at  improvement  in  the  circulation  or 
increase  in  blood  supply  to  the  part.  Accord- 
ing to  the  principles  of  hemodynamics  de- 
scribed above,  it  would  not  be  advisable 
even  were  it  possible  to  achieve  this  pur- 
pose by  therapeutic  measures  designed  to 
produce  dilatation  of  the  entire  vascular 
bed,  when  a diseased  state  is  localized  to  a 
single  peripheral  part.  Nonetheless,  medical 


literature  is  replete  with  articles  reporting 
studies  and  claims  for  agents  directed  at 
local  therapy  through  the  production  of 
generalized  vasodilatation.  Should  such  an 
agent,  with  the  ability  to  produce  maximum 
generalized  vasodilitation,  exist  and  be  em- 
ployed, the  reaction  would  be  shock-like, 
completely  defeating  the  original  purpose 
of  increasing  the  blood  supply  to  a local 
part.  This  becomes  readily  evident  when  it 
is  realized  that  should  the  entire  vascular 
bed  suddenly  increase  greatly  in  volume,  a 
great  disproportion  would  immediately  oc- 
cur between  the  volume  of  the  vascular 
bed  and  the  available  volume  of  blood.  With 
a relatively  fixed  total  blood  volume,  it 
would  be  impossible  to  increase  the  circu- 
lating blood  volume  in  any  one  single  part 
or  tissue  if  there  were  a comparable  in- 
crease in  the  volume  of  the  entire  vascular 
system.  Furthermore,  if  the  volume  of  the 
entire  vascular  bed  increased  suddenly,  the 
drop  in  intravascular  pressure  or  blood 
pressure  would  be  so  great,  that  the  blood 
flow  in  a localized  part  would  be  impaired 
rather  than  improved.  It  seems  evident, 
therefore,  that  therapeutic  measures  de- 
signed to  provide  the  maximum  increase  in 
the  blood  supply  to  a local  part,  through 
the  medium  of  a generalized  vasodilatation, 
is  theoretically  unsound. 

On  the  other  hand,  therapeutic  measures 
having  as  their  purpose  the  production  of 
local  vasodilatation  limited  essentially  to 
the  part  in  need  of  more  blood,  is  theoret- 
ically sound  and  potentially  effective.  In 
our  experience,  this  is  best  accomplished  by 
sympathetic  denervation  of  the  affected 
part.  This  therapeutic  approach  conforms 
with  the  principles  of  hemodynamics  de- 
scribed above  and  provides  the  maximum 
local  vasodilatation  which  is  possible  in  a 
given  case  without  reducing  the  arterial 
blood  pressure  or  producing  serious  sys- 
temic disturbances  in  hemodynamics  by  the 
sudden  creation  of  a disproportion  between 
the  total  volume  of  the  vascular  bed  and  the 
total  volume  of  blood.  Theoretically  there 
should  be,  and  actually,  as  is  illustrated  by 
the  case  described  above,  there  has  been 
found  to  be  a definite  and  significant  in- 
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crease  in  blood  supply  to  the  diseased  part 
by  this  form  of  therapy.  In  fact,  we  have 
yet  to  find  a general  vasodilator  agent, 
which  could  produce  in  a local  part,  such 
as  the  toes,  fingers,  foot,  hand,  or  an  entire 
extremity,  vasodilatation  equal  in  degree 
or  duration  to  that  produced  by  sympathet- 
ic denervation  of  the  part. 

SUMMARY 

Although  some  phenomena  of  the  peri- 
peral  circulatory  reactions  may  not  be  com- 
pletely understood,  the  facts  which  have 
been  established  indicate  that  there  is  a 
continuous  shifting  of  blood  from  one  part 
of  the  body  to  another.  This  “borrowing 
and  lending”  indicates  a well  regulated 
mechanism  which  permits  the  body  to  meet 
the  marked  variations  in  local  requirement 
of  blood  with  a limited  total  blood  volume. 
The  underlying  principle  is  a control  of  the 
vascular  bed  which  permits  an  increase  in 
the  volume  of  blood  in  one  area  with  a 
simultaneous  decrease  in  other  areas.  In 
this  manner  the  total  blood  volume  is  un- 
altered. 

For  this  “borrowing-lending”  mechanism 
the  term  hemometakinesia  is  proposed. 

It  is  suggested  that  this  hemodynamic 
principle  is  applicable  in  the  management 
of  peripheral  vascular  diseases  in  which 
the  aim  of  therapy  is  an  increase  in  the 
blood  supply  to  the  part.  Measures  which 
are  directed  toward  improvement  of  the 
local  circulation  by  the  production  of  gen- 
eralized vasodilatation  are  of  doubtful 
value  and  not  in  conformity  with  the  nat- 
ural physiologic  mechanism.  However,  sym- 
pathetic denervation,  the  most  effective 
method  of  increasing  local  blood  supply,  is 
in  complete  conformity  with  the  concept 
of  hemometakinesia. 

Two  cases  are  presented  to  illustrate  the 
“borrowing-lending”  phenomenon  and  to 
demonstrate  the  value  of  sympathetic  den- 
ervation as  a therapeutic  measure  in  peri- 
pheral vascular  disease. 
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THE  TREATMENT  OF  UTERINE 
PROLAPSE* 

ROBERT  A.  KIMBROUGH,  M.D.f 
Philadelphia,  Pa. 

In  the  writings  attributed  to  Hippocrates’ 
in  the  fourth  century  B.  C.  is  an  excellent 
description  of  complete  uterine  prolapsus, 
in  which  he  advises  washing  the  parts  with 
black  wine,  manual  reposition,  and  seven 
days’  rest  in  bed  with  the  feet  elevated.  No 
mention  is  made,  however,  of  the  end  re- 
sults of  this  procedure. 

Soranus,-  of  Ephesus,  of  the  second  cen- 
tury A.  D.,  is  our  leading  authority  on  the 
obstetrics  and  gynecology  of  the  ancients. 
Even  in  that  day,  perineal  bandages  and 
pessaries  were  looked  upon  as  time-honored 
methods  of  treatment.  Soranus  chides 
Euphyron  for  suspending  his  patients  by 
the  feet  to  a ladder  for  a period  of  24  hours, 
and  scores  those  who  believed  that  the  pro- 
lapsed uterus  would  retreat  to  its  natural 
position  if  exposed  to  evil-smelling  medica- 
ments. He  advocated  manual  replacement, 
binding  the  legs  together,  and,  after  sevei’al 
days’  rest,  use  of  a pessary  of  wood  dipped 
in  myrrh. 

Little  if  any  progress  was  made  in  the 
treatment  of  uterine  prolapse  during  the 
middle  ages,  or  in  the  Renaissance,  for  we 
find  that  during  this  time  Rodericus  a Cas- 
tro-’ attacked  the  procidentia  with  a red  hot 
iron  to  cause  it  to  retreat  into  the  vagina, 
while  others  bound  lizards  and  mice  to  the 
uterus  to  frighten  it  into  normal  position. 
Pare^  advised  the  use  of  a pessary  consist- 
ing of  a ball  covered  with  leather,  but  does 
not  mention  surgery  for  the  correction  of 
the  condition. 

In  1702,  Stephen  Blancard’’  inferred  sur- 
gical treatment  of  prolapse  in  his  definition 
of  “Procidentia  Uteri”  in  The  Physical  Dis- 
tionary : 

“A  relaxing  of  the  Inner  Tunick  of  the 
Womb,  which  falls  through  the  Privities  and 
was  cut  off  by  Physicians.” 

*Read  before  the  New  Orleans  Graduate  Medical 
Assembly,  February  24-27,  1947. 

fFrom  the  Division  of  Obstetrics  and  Gynecology, 
Pennsylvania  Hospital,  Philadelphia. 


Uterine:  Brolapse  i 

The  first  suggestion  of  a rational  surgica’ 
a.pproach  to  treatment  of  prolapsus,  is  at- 
tribvited  to  tliei.French  surgeon,  Romaine 
Gerardin,”  whoi,  in  1823,  proposed  oblitera- 
tion, of.  the;  vaginal  orifice  by  suture  of.' the 
denuded  labia.  He  did  not,  however,  per- 
form, the  operation.  Eight  years-  later 
(1831)  Marshal  Hall,'  of  London,  proposed 
a rectangular  denudation  of  the  anterior 
vaginal  wall  followed  by  side-to-side  suture 
of  the  denuded  area  in  such  a manner  that 
the  prolapsed  uterus  would  be  supported 
by  the  narrowed  vagina.  Heming^  followed 
Hall’s  suggestion  and  performed  the  opera- 
tion with  success  in  1931. 

Shortly  thereafter,  Geddings’’  is  credited 
with  first  combining  perineorrhaphy  with 
narrowing  of  the  vaginal  walls.  Judging 
from  the  description  of  these  early  opera- 
tions and  from  the  accompanying  illustra- 
tions, the  operators  depended  almost  en- 
tirely upon  suture  of  the  mucosa  and  skin. 
The  deeper  supportive  structures  were  not 
repaired,  and,  in  most  instances,  the  opera- 
tion served  only  to  narrow  the  vaginal  ori- 
fice, so  that  a ring  pessary  could  be  utilized. 
Important  contributions  were  made  to  va- 
ginal plastic  surgery  by  Diffenbach,  Vel- 
peau, Marion  Sims,  Emmet  and  others  dur- 
ing the  middle  of  the  nineteeth  century.  In 
1877  Leon  LeForU’’  advocated  partial  occlu- 
sion of  the  vagina  by  suturing  together  the 
denuded  anterior  and  posterior  vaginal 
walls.  Almost  simultaneously  Neuge- 
bauer,”  in  Germany,  devised  much  the  same 
operation,  which,  with  little  modification, 
is  now  found  useful  in  a definite  but  small 
group  of  cases. 

In  1888,  Donald,’-  of  Manchester,  Eng- 
land, then  senior  resident  surgeon  in  St. 
Mary’s  Hospital,  devised  the  combination 
of  anterior  and  posterior  colporrhaphy  with 
amputation  of  the  cervix,  and  called  parti- 
cular attention  to  the  necessity  of  suture  of 
the  bases  of  the  broad  ligaments  anterior  to 
the  cervix.  This  procedure  was  later  modi- 
fied by  Fothergill”’  and  more  recently  by 
Fletcher  Shaw,”  but  with  little  change,  the 
Manchester  operation  constitutes  today  the 
most  effective  treatment  of  the  majority  of 
cases  of  uterine  prolapse. 
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In  the  choice  of  treatment  for  uterine 
prolapse,  patients  must  be  individualized 
by  consideration  of  many  pertinent  factors. 
Age,  general  condition  of  the  patient,  de- 
gree of  prolapse,  sexual  life,  the  desire  for 
additional  children  and  other  associated 
pelvic  disorders  constitute  the  chief  points 
on  which  the  decision  must  be  based. 

In  most  instances,  surgical  repair  of  the 
torn  or  attenuated  supportive  structures 
constitutes  the  procedure  of  choice.  On  the 
other  hand,  since  procidentia  occurs  more 
often  in  elderly  women,  a considerable  num- 
ber are  poor  operative  risks.  For  the  treat- 
ment of  this  group,  some  form  of  mechan- 
ical support  must  be  used.  Conservative 
treatment  is  indicated  also  in  younger  wo- 
men with  partial  prolapse,  who  desire  to 
postpone  extensive  repairs  until  additional 
children  are  borne;  similar  measures  are 
applicable  to  the  occasional  cases  of  pro- 
lapse which  occur  during  pregnancy. 

Circular  hard  rubber  pessaries  are  pre- 
ferable to  the  soft  or  sponge  rubber  type, 
as  the  latter,  being  rough,  readily  become 
encrusted  with  secretion,  are  foul  in  odor, 
and  are  more  irritating  to  the  vaginal  wall. 
The  caliber  of  the  hard  rubber  pessary 
should  be  as  small  as  will  maintain  the 
uterus  and  the  associated  cystocele  in  proper 
position.  Ring  pessaries  of  the  same  caliber 
rubber  as  the  usual  Smith  pessary  accumu- 
lates less  encrusted  mucus  and  permit  better 
drainage  than  those  made  of  larger  caliber 
material.  The  ring  pessary  should  be  large 
enough  in  diameter  to  fill  the  relaxed  va- 
gina and  rest  comfortably  against  the  pubic 
rami  without  making  undue  pressure  on  the 
lateral  vaginal  walls  or  the  urethra.  Occa- 
sionally, the  vaginal  orifice  is  too  small  to 
allow  the  insertion  of  a ring  large  enough 
to  support  the  uterus ; in  such  cases  the  col- 
lapsible soft  rubber  pessary  must  be  used 
despite  its  disadvantages. 

Tampons  are  useful  in  maintaining  the 
completely  prolapsed  structures  in  position 
while  treating  decubitus  ulceration  of  the 
cervix  in  preparati9n  for  operation.  In  rare 
instances,  tamponage  may  prove  to  be  the 
only  method  applicable  to  an  elderly  pa- 
tient whose  pelvic  floor  is  too  relaxed  to 


hold  a pessary  in  place;  continued  use  of 
tampons,  however,  has  the  disadvantage  of 
macerating  the  atrophic  vaginal  epithelium. 

The  cup-pessary  with  its  attached  stem 
and  harness  is  rarely  justifiable.  With  this 
device  in  place,  the  entire  weight  of  the 
uterus  rests  on  the  cervix,  and  decubitus 
ulceration  is  almost  inevitable.  Some  few 
patients,  who  cannot  be  subjected  to  opera- 
tive repair,  and  who,  for  various  reasons, 
cannot  be  fitted  with  any  mechanical  sup- 
port, find  considerable  relief  from  the  use 
of  a vulvar  pad  with  a tightly  applied  peri- 
neal binder. 

SURGICAL  TREATMENT 

Every  gynecologist  has  his  favorite  oper- 
ative methods  for  correction  of  uterine  pro- 
lapse. No  one  method  is  suited  to  all  cases, 
but  certain  principles  are  common  to  all 
successful  operations.  The  chief  cause  of 
prolapse  is,  unquestionably,  over-stretching 
or  tearing  of  the  fibromuscular  supportive 
tissue  in  the  bases  of  the  broad  ligaments. 
Therefore,  any  procedure  which  does  not 
include  shortening  of  these  structures  is 
doomed  to  failure.  In  addition,  the  almost 
invariably  associated  cystocele  and  rectocele 
must  be  repaired,  and  attention  must  be 
given  to  the  frequently  associated  entero- 
cele. 

MANCHESTER  OPERATION 

This  procedure  consists  of  amputation  of 
the  cervix,  shortening  of  the  bases  of  the 
broad  ligaments,  and  anterior  and  posterior 
colporrhaphy.  The  details  of  the  technic 
of  this  operation  have  been  so  well  present- 
ed by  Fletcher  Shaw,  of  Manchester,  and 
more  recently  by  Frank,  Gordon,  and  Curtis 
in  this  country,  that  there  seems  no  neces- 
sity to  do  so  in  this  presentation.  The  or- 
der in  which  this  combination  of  procedures 
has  proved  most  effective  and,  in  our  hands, 
easiest  to  perform,  is  as  follows : elevation 
and  suture  of  the  bladder  high  on  the  an- 
terior face  of  the  uterus,  amputation  of  the 
cervix,  covering  the  posterior  lip  of  the  cer- 
vix with  Sturmdorf’s  stitch,  cutting  away 
the  excess  vaginal  mucosa,  placing  but  not 
tying  the  broad  ligament  sutures  anterior 
to  the  cervix,  completion  of  the  cervical  cov- 
ering, closure  of  the  anterior  colporrhaphy 
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from  the  urethral  end,  and  finally  tying  the 
sutures  previously  placed  through  the  bases 
of  the  broad  ligaments.  We  have  found 
that  tying  these  chief  supportive  sutures 
earlier  in  the  operation  often  elevates  the 
cervix  to  such  a degree  that  the  remainder 
of  the  anterior  closure  is  rendered  extreme- 
ly tedious.  Posterior  colporrhaphy  com- 
pletes the  operation.  This  is  the  least  radi- 
cal of  all  the  major  surgical  measures  and 
is,  therefore,  best  suited  to  the  young  wo- 
man who  desires  to  have  additional  children. 
Shaw  found  in  his  follow-up  study  that  la- 
bors subsequent  to  this  operation  were  well 
tolerated;  in  only  18.5  per  cent  was  there 
any  recurrence  of  symptoms.  Another  ad- 
vantage is  that  vaginal  depth  is  more  regu- 
larly conserved  in  this  procedure  than  in 
the  more  radical  measures.  The  Manches- 
ter operation  is  my  choice  also  for  partial 
prolapse  in  older  women,  if  there  be  no  spe- 
cial indication  for  hysterectomy.  The  short- 
ening of  the  bases  of  the  broad  ligaments 
may  be  accomplished  with  or  without  de- 
taching them  from  the  sides  of  the  cervix. 
If  the  cervical  amputation  is  high,  I prefer 
to  detach  them  and  bring  them  together 
anterior  to  the  cervix;  if  the  amputation  is 
low,  simply  overlapping  the  unsevered  liga- 
ments anteriorly  serves  the  same  purpose 
and  gives  a less  “bunchy”  anterior  cervical 
lip. 

TIIK  IXTERI’OSITIUX  OI’EUATIOX 

This  procedure  was  devised  in  1898  al- 
most simultaneously  by  Thomas  Watkins^'"’ 
and  by  Wertheim.^'*  It  consists  of  longitudi- 
nal incision  of  the  anterior  vaginal  wall  in 
the  plane  between  the  bladder  and  the  vesi- 
covaginal layer  of  the  endopelvic  fascia,  ele- 
vation of  the  prolapsed  bladder  beyond  the 
line  of  the  peritoneal  reflection,  incision  of 
the  peritoneum  of  the  anterior  cul-de-sac, 
extraction  of  the  fundus  of  the  uterus 
through  this  opening,  suture  of  the  top  of 
the  fundus  to  the  fascia  just  under  the  pu- 
bic rami,  and  closure  of  the  anterior  vaginal 
wall  so  that  the  base  of  the  bladder  rests  on 
the  posterior  surface  of  the  uterus.  Pos- 
terior colporrhaphy  completes  the  opera- 
tion. 


Because  of  the  distorted  relations  of  the 
uterus  and  the  bladder,  childbirth  after  this 
procedure  is  hazardous,  if,  indeed,  it  is  pos- 
sible. The  operation  should,  therefore,  be 
utilized  only  after  the  menopause  or  arti- 
ficial sterilization.  Its  field  of  greatest 
usefulness  is  in  elderly  women  with  cysto- 
cele  and  only  partial  prolapsus.  We  do  not 
use  this  procedure  in  any  case  in  which  the 
cervix  protrudes  more  than  one  inch  beyond 
the  vaginal  orifice.  The  operation  in  our 
hands  is  poorly  adapted  to  the  correction 
of  complete  prolapse  because  the  relaxed 
uterosacral  ligaments  in  these  cases  fail  to 
maintain  posterior  traction  on  the  cervix. 
Unless  the  cervix  is  held  well  back  in  the 
pelvis,  recurrence  of  the  procidentia  not  in- 
frequently occurs.  Care  should  be  exercised 
that  the  fundus  be  sutured  firmly  enough 
under  the  pubic  rami  to  fill  the  hernial 
orifice  through  which  the  cystocele  pushed 
its  way. 

The  interposition  operation  is  not  used 
in  our  clinic  in  young  women  who  are  sex- 
ually active,  because  of  the  high  incidence 
of  postoperative  dyspareunia. 

VAGIXAE  IIYSTERBCTOMY 

Removal  of  the  uterus  is  not  practiced  in 
our  clinic  in  cases  of  partial  prolapsus  un- 
less there  be  some  indication  for  hysterec- 
tomy other  than  malposition  of  the  uterus. 
The  uterus  is  the  keystone  of  the  upper 
pelvic  arch,  and  its  removal  renders  short- 
ening of  the  broad  ligaments  more  difficult. 
Vaginal  hysterectomy  is,  therefore,  rarely 
utilized  electively  except  in  occasional  cases 
of  complete  prolapse  in  elderly  women. 

A brief  outline  of  our  procedure  is  as  fol- 
lows : transverse  incision  of  the  vaginal  wall 
just  anterior  to  the  cervix;  blunt  dissection 
of  the  bladder  from  the  vaginal  wall ; long- 
itudinal incision  of  the  anterior  vaginal  wall 
from  the  cervix  to  a point  near  the  external 
urinary  meatus;  elevation  of  the  bladder 
above  the  point  of  peritoneal  reflection ; 
completion  of  circular  incision  of  vaginal 
mucosa  into  posterior  cul-de-sac;  clamping 
and  ligation  of  both  uterosacral  ligaments 
and  the  lower  half  of  both  broad  ligaments ; 
severing  these  ligaments  from  the  uterus; 
incision  of  the  anterior  cul-de-sac,  with  the 
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finger  in  the  peritoneal  cavity  as  a guide; 
delivery  of  the  fundus  through  the  anterior 
peritoneal  opening;  ligation  of  the  upper 
half  of  both  broad  ligaments;  excision  of 
the  uterus ; purse  string  closure  of  the  peri- 
toneal cavity;  uniting  the  severed  broad 
ligaments  in  the  midline;  anchoring  the 
united  upper  ends  of  the  broad  ligaments 
to  the  fascia  under  the  pubic  rami  (Mayo 
technic),  just  as  the  uterus  is  anchored  in 
the  interposition  operation;  attaching  the 
vaginal  vault  to  the  united  bases  of  the 
broad  ligaments ; anterior  and  posterior 
colporrhaphy. 

Attention  should  be  directed  to  the  pos- 
sibility of  an  associated  enterocele,  and,  if 
present,  the  hernial  sac  must  be  obliterated 
or  removed.  In  performing  the  anterior 
colporrhaphy  on  those  patients  who  are  in- 
continent of  urine,  two  or  three  mattress 
sutures  are  taken  in  the  fascia  underlying 
the  internal  urinary  meatus.  These  sutures 
should  be  firm,  but  should  not  unduly  con- 
strict the  urethra;  tight  constriction  often 
delays  the  return  of  normal  sphincteric  ac- 
tion and  prolongs  the  necessity  of  catheter- 
ization. 

PARTIAL  COLPOCLEISIS 

Partial  closure  of  the  vagina  by  LeFort’s 
operation  is  the  simplest  of  all  the  surgical 
procedures  for  the  correction  of  complete 
prolapse.  Since,  on  completion  of  the  oper- 
ation, the  vagina  is  practically  closed,  it  is 
limited  in  its  applicability  to  those  patients 
whose  sexual  life  is  of  no  importance.  It  is 
easily  performed  under  local  anesthesia; 
little,  if  any  shock  attends  the  procedure, 
postoperative  complications  are  rare,  and 
the  final  results,  in  the  limited  number  of 
patients  to  whom  we  have  found  the  opera- 
tion suited,  have  been  eminently  satisfac- 
tory. 

After  excluding,  by  curettage,  the  pos- 
sible presence  of  fundal  malignancy,  the 
first  step  of  the  operation  is  a rectangular 
denudation  of  the  anterior  vaginal  wall.  The 
denuded  area  should  not  be  more  than  4 
centimeters  wide,  and  should  extend  from 
a point  just  below  the  cervix  almost  to  the 
urethral  orifice.  A similar  denudation  of 
the  posterior  wall  is  followed  by  a suture  of 


the  edges  of  these  identical  rectangles,  be- 
ginning just  below  the  cervix  and  proceed- 
ing toward  the  introitus.  The  sutures  are 
placed  in  pairs,  one  on  each  side,  so  that,  as 
the  operation  proceeds,  the  cervix  disap- 
pears and  the  prolapsed  uterus  gradually 
returns  to  its  normal  level.  Firm  peri- 
neorrhaphy is  essential  for  proper  support. 
On  completion  of  the  operation,  a narrow 
channel  extends  upward  from  each  side  of 
the  vaginal  orifice  and  these  are  continuous 
with  the  transverse  channel  just  below  the 
cervix.  This  channel  must  be  of  sufficient 
caliber  to  provide  adequate  drainage  of  cer- 
vical and  uterine  secretions. 

The  foregoing  constitutes  our  general 
ideas  of  the  indications  for  the  various  oper- 
ative procedures  for  the  treatment  of  pro- 
lapsus. A brief  analysis  of  50  consecutive 
personal  cases  might  be  of  value  in  indicat- 
ing the  relative  frequency  of  utilization  of 
the  various  methods.  These,  rather  than 
service  cases,  were  chosen  because  they  ob- 
viously represent  more  accurately  my  own 
ideas  of  the  subject.  The  group  consists  of 
24  cases  in  which  the  cervix  presented  at 
the  vaginal  orifice  and  26  in  which  a part 
or  all  of  the  uterus  protruded  beyond  the 
introitus.  Lesser  degrees  of  descensus  have 
not  been  considered  in  this  summary. 

The  Manchester  operation  was  done  in 
29  cases  and  the  result  was  entirely  satis- 
factory in  all  but  two  cases  in  which  partial 
incontinence  of  urine  has  persisted. 

Vaginal  hysterectomy  was  done  in  eight 
cases.  In  three  of  these,  functional  uterine 
bleeding  constituted  the  indication  for  re- 
moval of  the  uterus  and  iii  one  an  associated 
carcinoma  of  the  fundus  was  similarly 
treated.  The  other  four  hysterectomies 
were  performed  electively  on  elderly  pa- 
tients with  complete  prolapsus.  The  results 
were  uniformly  satisfactory. 

The  interposition  operation  was  used  in 
six  women  in  whom  the  cervix  did  not  pro- 
trude beyond  the  vaginal  orifice.  The  re- 
sults in  this  small  group  have  been  good. 

Partial  colpocleisis  under  local  anesthesia, 
by  the  LeFort  technic,  was  utilized  in  seven 
elderly  widows,  whose  age  and  general  con- 
dition contraindicated  a longer  and  more 
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anatomic  surgical  procedure.  One  patient 
in  this  group  died  suddenly  while  walking 
in  the  ward  on  the  seventeenth  postopera- 
tive day,  apparently  of  cardiac  dilatation. 
The  other  six  patients  have  been  completely 
relieved. 

In  closing  this  brief  discussion  of  the 
treatment  of  uterine  prolapse,  I should  like 
to  reiterate  that  no  one  method  can  apply  to 
all  cases,  and  that  proper  choice  of  treat- 
ment for  any  patient  can  be  made  only  after 
evaluation  of  many  factors. 
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SIGMOID  SINUS  THROMBOSIS 

REPORT  OF  A CASE* 
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Shreveport 

The  case  presented  is  one  of  sigmoid 
sinus  thrombosis  which  developed  as  a com- 
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plication  of  an  acute  exacerbation  of  long 
standing  chronic  suppurative  otitis  media. 

REPORT  OF  CASE 

A 22  year  old  negro  man  was  admitted  to 
Charity  Hospital  in  New  Orleans  September  1, 
1946,  complaining  of  severe  shaking  chills,  high 
fever  and  pain  in  the  left  ear.  He  gave  a history 
of  chronic,  foul,  purulent  discharge  from  the  left 
ear  for  seventeen  years.  Four  days  prior  to  ad- 
mission to  the  hospital  the  otorrhea  stopped  and 
the  ear  became  painful.  Within  24  hours  the  pa- 
tient had  a severe  shaking  chill  and  high  fever. 
He  had  two  additional  chills  and  exhibited  a sep- 
tic temperature.  The  otorrhea  on  the  left  recurred 
one  day  before  the  patient  was  admitted  to  the 
hospital. 

On  admission  to  the  hospital  the  patient  was 
acutely  ill.  His  temperature  W'as  104.4  F.  (fig.  1). 
The  copious,  purulent  discharge  filled  the  left  ex- 
ternal auditory  canal.  The  ear  drum  was  obscured 
by  granulation  tissue  polyps.  There  was  neither 
postauricular  swelling  nor  obliteration  of  the  post- 
auricular  fold.  How'ever,  exquisite  tenderness  was 
found  over  the  mastoid  antrum  and  this  extended 
posteriorly  over  the  sigmoid  sinus,  suggestive  of  a 
perisinus  abscess.  Palpation  revealed  deep  tender- 
ness in  the  neck  along  the  left  internal  jugular 
vein.  There  was  moderate  nuchal  rigidity  but  no 
other  evidence  of  meningeal  irritation.  Neither 
nystagmus  nor  past  pointing  could  be  found. 
Weber’s  test  showed  lateralization  to  the  left  ear; 
the  result  of  the  Rinne  test  on  the  left  was  nega- 
tive. 

Examination  of  the  blood  revealed  15,000  white 
blood  cells  per  cubic  mm.  of  blood  with  87  per  cent 
polymorphonuclear  leukocytes.  No  malarial  para- 
sites were  found.  Blood  cultures  gave  negative  re- 
sults on  September  5 and  6.  Examination  of  the 
spinal  fluid  on  admission  disclosed  no  increase  in 
pressure,  clear  fluid  and  no  cells.  The  sugar  was 
74  mg.  per  cent  and  chlorides  655.2.  The  Tobey 
Ayer  test  was  not  done.  The  only  other  abnormal 
finding  was  a soft  blowing  systolic  precordial 
murmur.  The  electrocardiogram  was  normal. 

A tentative  diagnosis  of  sigmoid  sinus  throm- 
bosis was  made.  Before  operation  was  performed 
the  infection  was  combatted  by  the  administra- 
tion of  20,000  units  of  penicillin  every  three  hours 
and,  after  a large  initial  dose,  1 gram  of  sulfadia- 
zine every  four  hours.  However,  six  days  of  this 
therapy  did  not  alter  the  course  of  the  disease. 

On  September  6,  endaural  radical  mastoidectomy 
was  performed  (fig.  1).  A large  perisinus  abscess 
and  an  abscess  within  the  sigmoid  sinus  were 
found.  The  distal  and  proximal  ends  of  the  sig- 
moid sinus  were  thrombosed.  Contrary  to  the 
standard  accepted  methods  of  treatment  only  the 
sinus  and  perisinus  abscesses  were  drained  and 
the  thrombus  of  the  distal  and  proximal  ends  was 
4ot  disturbed. 
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Fig.  1 is  the  graphic  temperature  chart  of  this  case  of  sigmoid  sinus  thrombosis  caused  by  a gram- 
negative bacillus.  There  was  no  response  to  five  days  of  intensive  sulfadiazine  and  penicillin  ther- 
apy. Surgical  drainage  on  the  sixth  hospital  day  produced  temporary  remission.  However,  the 
temperature  did  not  subside  until  the  septic  thrombus  was  removed  from  the  sinus. 


Culture  of  the  abscess  revealed  a gram-negative 
rod,  which  was  not  viable  on  sub-culture  and  could 
not  be  identified.  In  all  probability  it  was  Bacillus 
proteus.  In  any  case,  it  was  clinically  resistant  to 
chemotherapy. 

The  temperature  remained  normal  for  nearly  24 
hours  following  evacuation  of  the  abscessed  cavity. 
Within  48  hours  postoperatively  the  patient’s  tem- 
perature was  100.4  F.  and  before  the  patient 
reached  the  operating  room  the  next  morning,  it 
had  risen  to  103  F. 

On  September  9,  1946,  the  mastoid  was  reopened 
through  a classical  postauricular  incision  with  an 
accessory  perpendicular  incision  extending  back- 
ward over  the  transverse  sinus  (fig.  1).  Through 
this  incision  the  perisinus  abscess  was  widely  ex- 
posed until  healthy  dura  was  obtained  on  the 
medial  and  posterior  aspects  of  the  perisinus  ab- 
scess. To  obtain  bleeding  from  the  upper  end  of 
the  sigmoid  sinus  it  was  necessary  to  expose  and 
open  the  anterior  third  of  the  transverse  sinus  and 
evacuate  the  septic  thrombus  with  a catheter 
placed  on  the  end  of  the  suction  tube.  Free  and 


copious  bleeding  was  obtained  from  the  distal  end 
of  the  sinus  and  the  sinus  was  allo^ved  to  bleed 
sufficiently  to  wash  away  all  septic  clots.  No 
bleeding  was  obtained  from  the  proximal  end  of 
the  sinus  although  the  catheter  was  inserted 
through  the  jugular  bulb  into  the  upper  end  of 
the  jugular  vein.  The  wound  was  packed  with 
iodoform  gauze  and  the  postauricular  incisions 
were  closed.  Twenty-four  hours  later,  at  the  end 
of  the  tenth  hospital  day  the  patient’s  temperature 
reached  normal  and  remained  thus  for  the  month 
during  which  the  patient  was  in  the  hospital  for 
dressings  and  postoperative  care. 

The  patient  continued  to  receive  penicillin  and 
sulfadiazine  for  five  days  after  the  temperature 
became  normal — a total  of  sixteen  continuous  days 
of  sulfadiazine  and  penicillin  therapy.  During  this 
period  the  average  daily  fluid  intake  was  charted 
as  4,000  C.C.,  the  average  daily  urine  output  was 
charted  as  3,250  c.c.  In  the  presence  of  the  gram- 
negative rod  it  is  questionable  whether  chemo- 
therapy in  any  way  altered  the  course  of  this 
infection. 
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From  the  time  of  ablation  of  the  sigmoid  sinus, 
the  patient’s  postoperative  course  was  entirely  un- 
eventful. Five  days  after  ablation  the  packs  were 
changed  under  general  anesthesia  and  at  regular 
intervals  thereafter  without  the  use  of  general 
anesthesia.  To  facilitate  healing  of  the  radical 
mastoid  cavity  a split-thickness  skin  graft,  taken 
from  the  left  leg  was  placed  over  the  roof  and 
medial  walls  on  October  3,  1946.  No  graft  was 
placed  over  the  still  infected  region.  Where  it 
was  applied,  the  skin  graft  took  100  per  cent.  At 
the  patient’s  request  he  was  discharged  from  the 
hospital  on  October  10,  1946. 

He  returned  to  his  home  where  his  physician  re- 
ports that  his  convalescence  continued  uneventfully 
and  that  the  radical  mastoid  cavity  is  now  com- 
pletely dry. 

Sigmoid  sinus  thrombosis  has  become  a 
medical  curiosity  since  the  advent  of  the 
sulfonamides  and  penicillin.  When  it  does 
occur,  it  no  longer  presents  the  classical 
symptomatolgy  and  findings  and  is  not  ac- 
companied by  the  previously  high  mortality 
rate.  With  adequate  chemotherapy  the  otol- 
ogist may  in  time  be  taught  to  treat  sig- 
moid sinus  thrombosis  medically  or  with 
more  conservative  surgical  procedures. 

DISCUSSION 

Sulfonamides  and  penicillin  are  effective 
in  two  different  ways.  First,  they  control 
infections  of  the  middle  ear  and  mastoid, 
consequently  greatly  reducing  the  incidence 
of  mastoiditis  and  its  complications.  Sec- 
ondly, these  drugs  have  an  inhibiting  effect 
on  the  surgeon.  Mastoid  infections  are  no 
longer  regarded  as  emergencies.  The  eager 
surgeon  no  longer  operates  immediately  on 
acute  mastoiditis,  thus  spreading  the  infec- 
tion in  all  directions.  These  drugs  have  giv- 
en the  otologist  equanimity. 

Chills,  spiking  temperature,  high  white 
blood  count  and  a positive  blood  culture  in 
the  presence  of  an  acute  or  chronic  infection 
of  the  ear  were  formerly  the  characteristic 
findings  in  sigmoid  sinus  thrombosis.  Rare- 
ly does  one  now  have  the  opportunity  to 
take  a blood  culture  before  the  patient  has 
received  some  drug  which  makes  the  blood 
culture  negative  and  the  white  cell  count 
normal.  These  drugs  often  completely  mask 
the  infection  so  that  classical  findings  of 
sigmoid  sinus  thrombosis  do  not  occur  un- 
til the  therapeutic  measures  have  been  dis- 


continued ; or,  as  in  this  case,  the  infection 
may  be  drug  resistant  and  the  fever  will 
persist  in  spite  of  adequate  therapy.  These 
drugs  have  reduced  the  mortality  rate  of 
sigmoid  sinus  thrombosis  from  30  to  40  per 
cent  to  around  5 per  cent. 

It  may  arouse  debate  to  state  that  early 
sigmoid  sinus  thrombosis  may  in  some  cases 
be  treated  medically.  All  of  you  have  seen 
patients  with  fulminating  acute  suppura- 
tive otitis  media  in  whom  all  the  classical 
signs  of  sigmoid  sinus  thrombosis  developed 
early  in  the  course  of  the  acute  infection. 
Such  patients  probably  present  periphlebi- 
tis with  a mural  thrombus  sending  emboli 
into  the  blood  stream.  In  the  absence  of  de- 
structive or  necrotizing  disease  I am  cer- 
tain that  many  such  infections  have  been 
and  will  continue  to  be  cured  by  drugs 
alone. 

With  the  chemotherapeutic  measures  act- 
ing as  a barrier  to  the  spread  of  infection 
it  may  be  that  in  the  future  we  will  learn 
that  established  surgical  rules  may  be  modi- 
fied and  that  sigmoid  sinus  thrombosis  will 
respond  to  more  conservative  measures.  Re- 
cently, a personal  communication  from  Ver- 
ling  Hart  of  North  Carolina  told  of  a case 
of  sigmoid  sinus  thrombosis  which  he  cured 
by  simply  evacuating  the  abscess  within  the 
sigmoid  sinus,  no  effort  having  been  made 
to  obtain  free  bleeding  from  the  distal  or 
proximal  end  of  the  sinus.  In  the  case  re- 
ported here  this  more  conservative  measure 
was  courageously  tried  at  the  first  opera- 
tion without  avail.  The  infection  did  not  re- 
spond until  the  sigmoid  and  transverse 
sinuses  were  opened  and  free  bleeding  was 
obtained  from  the  transverse  sinus.  It  was, 
however,  unnecessary  to  ligate  the  internal 
jugular  vein.  But,  jugular  ligation  is  of 
proved  value  when  the  infection  has  not 
responded  to  simple  ablation  of  the  sig- 
moid sinus.  Nevertheless,  there  will  always 
be  cases  of  sigmoid  sinus  thrombosis  which 
must  be  treated  surgically  because  of  drug 
resistant  organisms  and  the  necessity  for 
drainage  of  abscess  cavities. 

Gerzog^  and  Dearmin  and  Sims-  have  re- 
ported cases  of  thrombosis  of  a lateral  sinus 
caused  by  the  Bacillus  proteus.  They  make 
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the  following  points  relative  to  the  otogenic 
behavior  of  Bacillus  proteus.  First,  the  site 
of  infection  is  usually  a chronic  discharging 
ear,  the  bacillus  acting  as  a secondary  in- 
vader in  most  instances.  Secondly,  the  vas- 
cularity of  the  field  appears  extremely  in- 
viting to  the  organism  with  the  result  that 
perisinus  abscesses  and  lateral  sinus  throm- 
boses are  frequent.  Finally,  the  progression 
in  these  cases  is  woefully  extensive,  menin- 
gitis and  abscess  of  the  brain  often  result- 
ing. 

CONCLUSIONS 

When  sigmoid  sinus  thrombosis  is  sus- 
pected, we  have  adopted  the  following  arbi- 
trary rules : ( 1 ) An  attempt  is  made  to  ob- 
tain blood  cultures  and  blood  counts  before 
instituting  any  chemotherapeutic  measure. 
(2)  The  infection  is  given  an  adequate  trial 
on  a course  of  combined  sulfonamide  and 
penicillin  therapy  with  all  supportive  meas- 
ures (if  possible  at  least  three  days).  (3) 
If  sigmoid  sinus  operation  is  indicated,  any 
perisinus  abscess  should  be  widely  exposed 
until  normal  dura  has  been  obtained  in  all 
directions.  The  sigmoid  sinus  is  then  opened 
and  an  attempt  is  made  to  obtain  free  bleed- 
ing from  both  extremities  if  necessary,  go- 
ing posteriorly  to  the  torcula  to  obtain  free 
bleeding  from  the  transverse  sinus.  (4)  Li- 
gation of  the  internal  jugular  is  reserved 
for  those  cases  which  do  not  respond  to  ab- 
lation of  the  sigmoid  sinus.  (5)  The  patient 
is  given  adequate  sulfonamide  and  penicil- 
lin therapy  until  the  temperature  is  normal 
for  at  least  five  days. 
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FACIAL  NERVE  PARALYSIS  RESULT- 
ING FROM  FRACTURE  OF  THE 
TEMPORAL  BONE* 

REPORT  OF  A CASE 
J.  BROWN  FARRIOR,  M.  D.f 

AND 

PEARSON  C.  CALDWELL,  M.  D.ft 
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Facial  paralysis,  the  most  grotesque  com- 
plication of  disease  of  the  temporal  bone, 
most  often  results  form  a fracture  of  the 
temporal  bone.  Bell’s  palsy,  acute  or  chronic 
otitis  media  and  mastoiditis  or  operative  in- 
jury. Ballance  and  DueP  have  stated  that 
the  time  to  operate  upon  facial  paralysis 
is  now,  “now”  being  the  earliest  possible 
time  that  the  patient  can  be  prepared  for 
operation.  This  opinion  is  subject  to  debate 
among  otologists.  The  following  case  is  pre- 
sented to  introduce  the  subject  of  facial 
paralysis  and  to  clarify  the  indications  for 
surgical  intervention. 

CASE  REPORT 

R.  B.,  a 22  year  old  negro  man,  was  admitted  to 
Charity  Hospital  in  New  Orleans  on  August  9, 
1946,  complaining  of  a profuse,  purulent  discharge 
from  the  left  ear  and  facial  paralysis  on  the  left 
side. 

On  June  15,  1946,  the  patient  received  a severe 
blow  behind  the  left  ear.  He  was  brought  to  Char- 
ity Hospital  unconscious,  there  was  bleeding  from 
the  left  ear  and  the  left  side  of  his  face  was  com- 
pletely paralyzed.  He  remained  unconscious  for  six 
days.  Lumbar  puncture  revealed  grossly  bloody 
spinal  fluid.  The  Kahn  reaction  was  positive.  To 
prevent  infection  the  patient  was  given  800,000 
units  of  penicillin.  He  recovered  from  the  skull 
fracture  and  when  he  was  permitted  to  leave  the 
hospital,  his  only  complaints  were  a discharging 
left  ear  and  facial  paralysis  on  the  left. 

Otologic  examination  on  readmission  August  9, 
1946  revealed  a copious  purulent  discharge  which 
entered  the  left  external  auditory  canal  from  a 
fistulous  tract  through  the  posterior  superior  bony 
canal  wall.  A probe  could  be  inserted  through  this 
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fistula  to  the  region  of  the  mastoid  antrum.  The 
fistula  was  surrounded  by  spicules  of  dead  bone. 
The  drum  membrane  was  intact  and  relatively 
normal.  The  patient  had  fair  hearing  in  the  left 
ear. 

All  the  muscles  of  the  left  side  of  the  face  were 
completely  paralyzed.  Special  tests  revealed  loss 
of  taste  on  the  anterior  two-thirds  of  the  left  side 
of  the  tongue.  Faradic  stimulation  of  the  trunk 
of  the  facial  nerve  produced  no  response.  There 
was  slight  response  of  the  obicularis  oculi  and 
quadratus  labii  inferioris  to  faradic  stimulation. 
The  response  was  sluggish  to  galvanic  stimulation 
of  all  branches. 

Roentgencgrams  revealed  diffuse  clouding  of  the 
left  mastoid  and  evidence  of  the  old  fracture  into 
the  temporal  bone.  The  blood  Kahn  reaction  re- 
mained positive  in  spite  of  the  previous  adminis- 
tration of  800,000  units  of  penicillin. 

On  August  1.5,  1946,  left  simple  mastoidectomy 
was  performed  and  the  vertical  course  of  the  facial 
nerve  was  decompressed.  All  the  mastoid  air  cells 
were  filled  with  purulent  exudate.  There  was  mod- 
erate bone  destruction  and  excessive  bleeding 
throughout  the  procedure.  The  fracture  of  the  tem- 
poral bone  had  extended  through  the  roof  of  the 
antrum  and  had  involved  the  dura.  As  a result, 
the  temporal  lobe  herniated  into  the  mastoid  an- 
trum and  the  superior  portion  of  the  mastoid  cav- 
ity. The  herniation  measured  1 by  1 by  2 cm.  The 
brain  hernia  was  retracted  to  complete  the  mas- 
toid operation.  Exploration  of  the  infralabyrin- 
thine  area  revealed  a comminuted  fracture  im- 
mediately below  the  posterior  semicircular  canal. 
Decompression  of  the  vertical  course  of  the  facial 
nerve  disclosed  several  small  spicules  of  bone  im- 
pinging upon  the  medial  and  posterior  surfaces 
of  the  facial  nerve  immediately  below  the  horizon- 
tal semicircular  canal.  These  spicules  were  re- 
moved. The  underlying  portion  of  the  facial  nerve 
was  contused  and  edematous. 

The  small  fistulous  tract  into  the  external  audi- 
tory canal  was  debrided  and  the  bony  sequestra 
were  removed.  One  hundred  thousand  units  of  pen- 
icillin was  placed  in  the  mastoid  cavity  and  the 
upper  two-thirds  of  the  postauricular  incision  was 
closed.  A Penrose  drain  was  placed  in  the  wound 
extending  down  to  the  region  of  the  mastoid  an- 
trum. Postoperatively,  meningitis  developed.  This 
responded  to  the  administration  of  3,500,000  units 
of  penicillin  intramuscularly  and  160,000  units  in- 
trathecally. 

At  the  time  of  this  report,  five  months  post- 
operatively, the  patient  has  serviceable  hearing  in 
the  dry  left  ear  and  there  is  partial  return  of 
function  to  all  the  muscles  of  the  left  side  of  the 
face  (fig.  1).  Complete  recovery  of  this  facial 
paralysis  is  anticipated. 


DISCUSSION 

We  believe  that  decompressing  the  facial 
nerve  and  removing  the  impinging  spicules 
of  bone  facilitated  recovery  of  function  of 
the  facial  nerve  in  this  case.  The  indica- 
tions for  the  simple  mastoidectomy  are  def- 
inite ; one  may  debate  the  indication  for 
decompressing  the  facial  nerve.  Possibly, 
the  function  would  have  been  recovered  at 
the  same  speed  without  surgical  interven- 
tion. However,  to  wait  for  spontaneous  re- 
covery would  mean  to  wait  for  six  months 
to  a year  for  return  of  function  without 
knowing  the  condition  of  the  nerve  which 
may  have  been  either  contused  or  partially 
or  completely  lacerated.  Decompression  is 
believed  to  benefit  a contused  nerve.  In  the 
case  of  a cut  nerve  procrastination  is  futile. 
Therefore,  early  exploration  of  any  facial 
paralysis  resulting  from  fracture  of  a tem- 
poral bone  is  the  treatment  of  choice. 

Surgical  treatment  for  Bell’s  palsy  has 
been  subject  to  considerable  debate.  Simple 
Bell’s  palsy  is  believed  to  be  of  two  types,, 
peripheral  and  central.  The  peripheral  type 
is  thought  to  be  caused  by  edema  of  the 
facial  nejrve  at  the  stylomastoid  foramen. 
The  central  or  herpetic  type  (not  to  be  con- 
fused with  central  facial  paralysis)  involves 
the  geniculate  ganglion  and  has  associated 
disturbances  of  lacrimation  and  sweating. 
Surgical  treatment  is  not  advocated  for  the 
central  type  of  Bell’s  palsy.  Some  au- 
thors recommend  early  decompression  of 
the  facial  nerve  at  the  stylomastoid  foramen 
in  the  peripheral  type  of  Bell’s  palsy.  We 
have  seen  few  cases  of  Bell’s  palsy  which 
did  not  progress  to  spontaneous  recovery. 
We,  therefore,  do  not  believe  surgical  treat- 
ment is  advisable  in  these  cases  unless  the 
paralysis  fails  to  recover  or  unless  there  is 
loss  of  response  to  faradic  stimulation  at 
the  end  of  three  months’  observation.  Such 
cases  are  rare. 

Facial  paralysis  developing  in  acute  sup- 
purative otitis  media  is  probably  secondary 
to  localized  neuritis  resulting  from  spread 
of  infection  through  a natural  dehiscence  in 
the  fallopian  canal.  Such  facial  paralyses 
which  develop  in  the  first  two  weeks  of  an 
acute  attack  of  otitis  media  do  not  warrant 
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surgical  intervention  since  they  respond  to 
the  treatment  for  otitis  media. 

Facial  paralysis  'which  develops  during 
the  latter  or  destructive  phase  of  acute  sup- 
purative otitis  media  warrants  immediate 
surgical  intervention.  In  acute  suppurative 
mastoiditis  simple  mastoidectomy  will  usu- 
ally suffice.  In  chronic  suppurative  mas- 
toiditis radical  mastoidectomy  should  be 
performed  with  removal  of  all  the  path- 
ologic process  surrounding  the  exposed 
facial  nerve. 

Postoperative  facial  paralysis  appearing 
immediately  after  the  patient  recovers  from 
the  anesthetic  should  be  explored  prompt- 
ly. Facial  paralysis  which  develops  a few 
days  postoperatively  will  probably  recover 
spontaneously  although  some  surgeons  ad- 
vise decompression. 

Operation  on  the  facial  nerve  may  con- 


sist of  a simple  decompression  of  the  nerve, 
of  decompression  and  end-to-end  anastomo- 
sis of  a cut  nerve  or  of  nerve  grafting.  De- 
compression of  the  facial  nerve  at  the  stylo- 
mastoid foramen  is  advocated  for  the  peri-^ 
pheral  type  of  Bell’s  palsy.  Decompression 
of  the  injured  portion  of  the  facial  nerve 
is  advisable  in  temporal  bone  fractures.  De- 
compression and  end-to-end  anastomosis 
of  a facial  nerve  may  be  performed  if  only 
1 to  2 m'm.  of  the  nerve  substance  has  been 
loit.  Decompression  and  rerouting  of  the 
facial  nerve  in  a new  fallopian  canal  cut 
along  the  anterior  wall  of  the  external  audi- 
tory canal  is  recommended  if  up  to  23  mm. 
of  nerve  substance  has  been  lost.  Most  sur- 
geons, however,  prefer  to  replace  this  lost 
nerve  by  a nerve  graft  into  the  fallopian 
canal. 


Fig.  1.  The  photograph  on  left  (A)  demonstrates  left  complete  paralysis  of  all  branches  of  facial 
nerve.  The  photograph  on  the  right  (B)  demonstrates  the  return  of  function  of  all  branches  of 
facial  nerve  follo'wing  decompression  of  the  vertical  course  of  the  nerve  and  the  removal  of  impinging 
bone  spicules.  ' ■ 
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COMMENT 

Regardless  of  the  method  used  intratem- 
poral restoration  of  the  continuity  of  the 
facial  nerve  is  to  be  preferred  to  anastomo- 
sis with  the  glossopharyngeal  or  the  spinal 
accessory  nerve,  as  the  plastic  surgeon’s 
correction  of  the  deformity,  for  intratem- 
poral operation  is  the  only  hope  of  restor- 
ing bilaterally  coordinated  emotional  ex- 
pression. 
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A SURVEY  OF  GENERAL  AND  OVA- 
RIAN STERILITY  WITH  SPECIAL 
REFERENCE  TO  ANOVULATION* 

STONEWALL  B.  STICKNEY,  M.  D. 

New  Orleans 

Sterility  has  been  a problem  of  grave 
personal  and  social  import,  and  one  of  ab- 
sorbing medical  interest,  throughout  re- 
corded history.  The  plight  of  the  sterile  wife 
was  always  an  unhappy  one,  for,  tortured 
by  her  longing  for  a child,  she  was  also 
doomed  to  be  ostracized,  abandoned,  beat- 
en, even  burned  alive  by  primitive  society. 
Infertility  was  held  to  be  a peculiar  crime 
of  females,  and  the  reasons  behind  the 
harsh  punishment  meted  out  to  the  unpro- 
ductive one  were  of  a magical  and  an  eco- 
nomic nature.  Offspring  represented 
wealth,  for  every  child  meant  an  addition 
to  the  available  labor,  and  a bigger  farm 
or  a greater  herd  thereby  accrued  to  the 
paterfamilias.  Moreover  a sterile  woman 
was  bewitched,  and  the  contagion  of  her 
evil  barrenness  caused  the  crops  to  dry  up, 
the  orchards  not  to  bear,  and  the  cattle 
not  to  multiply,  but  to  sicken  and  die.  Even 
to  recent  years  the  Baganda  of  Africa 
authorized  divorce  of  a childless  wife  for 
the  reason  that  her  sickness  is  contagious 
to  the  fruit  trees  and  crops. 

In  later  times,  when  some  attempts  were 
made  to  find  the  reasons  and  the  treatment 
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for  sterility,  the  wife  had  to  undergo  diag- 
nostic and  therapeutic  ordeals  scarcely  less 
formidable  than  the  alternatives  of  the  sav- 
age days.  The  history  of  the  ideas  on  origin 
and  therapy  of  sterility,  as  outlined  in 
Ricci’s  Genealogy  of  Gynecology,  is  fascin- 
ating to  follow : 

Hippocrates  (460-377  B.  C.)  listed  as 
causes  for  sterility,  malpositions  of  the  cer- 
vix, excessive  smoothness  of  the  lining  of 
the  uterus,  prolapse,  obstruction  of  the  os 
(“the  veins  of  the  uterus  becoming  so  large 
they  do  not  retain  the  semen”)  and  pro- 
fuse menstruation  (“the  blood  vessels  are 
too  weak  to  hold  the  semen”). 

Physicians  of  the  Alexandrian  school 
founded  around  307  B.  C.  were  indebted 
to  Aristotle  for  many  of  the  still  valid  ob- 
servations he  made  on  the  physiology  of 
fertility.  He  states  that  menstruation  usual- 
ly begins  at  13,  ceases  at  40,  but  had  been 
known  to  continue  up  to  age  50 ; he  bounded 
the  reproductive  epoch  by  these  two  events. 
Probably  the  first  recorded  idea  that  male 
sterility  is  worthy  of  consideration  is  em- 
bodied in  his  observation  that  women  who 
are  barren  in  one  marriage  may  be  fertile 
in  another.  The  question  of  incompatibility 
between  sperm  and  ovum,  undecided  to  this 
day,  was  raised  at  that  time. 

Around  2 A.  D.,  in  the  medical  writings 
of  Rome  were  appearing  the  beginnings  of 
the  recognition  of  endocrine  syndromes  as- 
sociated with  barrenness.  If  women  were 
“not  too  long  nor  too  thickset,  not  too  fat 
nor  too  flabby,  not  too  moist  nor  too  dry, 
with  cervices  not  too  open  nor  too  closed, 
those  who  menstruate  regularly” — these 
were  fertile.  Also  “those  who  do  not  possess 
large  and  fleshy  loins,  and  those  who  are 
mannish  in  their  physique  are  sterile.”  One 
of  the  remedies  was  “lion’s  fat  softened 
with  rose  oil”,  on  the  presumable  basis  of 
that  animal’s  vaunted  potency  and  male- 
ness. The  testicles  of  an  ass,  along  similar 
lines  of  reasoning,  were  being  used  to  cure 
impotency.  These  crude  harbingers  of  or- 
ganotherapy were  but  a sample  of  that  vast 
and  inconceivably  ancient  body  of  lore 
known  to  anthropologists  as  homeopathic 
magic — the  procedure  of  attempting  to 
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bring  about  a phenomenon  by  the  imitation 
thereof,  usually  assisted  by  powerful  in- 
cantations. The  same  principles  are  applied 
by  quacks  today,  and  curiously  enough, 
when  intelligently  applied  by  some  of  our 
reputable  hormone  theorists,  are  achieving 
some  success  today  in  the  form  of  cyclic 
endocrine  therapy. 

Next  to  occupy  the  historical  scene  is 
Abn  Ali  Husayn  Ibn  Sina  Avicenna  (980- 
1037),  the  giant  of  Arabian  medicine,  and 
indeed,  of  European  for  five  centuries.  An 
enormous  dissipator  and  equally  prodigious 
writer,  he  turned  out  twenty  major  trea- 
tises. Chief  among  these  is  the  famous 
Canon,  in  which  appear  the  luminous  words 
destined  to  Cassandra’s  fate  for  the  next 
thousand  years : “Sterility  is  due  to  causes 
involving  both  the  male  and  the  female.” 
Psychic  disorders  were  also  invoked  by  this 
most  discerning  of  savants,  and  diseases 
of  the  “sperm”  of  both  partners.  Some 
of  his  less  illuminating  comments  reveal  a 
bizarre  misconception  of  female  anatomy 
probably  rivalled  only  by  that  of  the  aver- 
age modern  businessman,  for  example  the 
procedure  for  the  diagnosis  of  sterility: 
“The  older  method  of  fumigating  the  va- 
gina with  aromatics  and  directing  the 
fumes  into  the  matrix  by  means  of  a funnel 
(traitectario)  is  preferable;  if  the  aromatic 
odor  does  not  exhale  from  the  mouth  or 
nose  there  is  sufficient  indication  that  the 
woman  is  sterile.” 

Passing  lightly  over  a large  and  much 
muddled  and  misguided  era  characterized 
by  mass  malpractice  and  religious  suppres- 
sion of  all  original  publication  differing 
seriously  with  Galen,  we  arrive  at  the  Re- 
naissance. Here  the  pendulum  reached  a 
new  amplitude  of  magical  speculation  and 
fancy,  and  the  original,  often  keenly  ob- 
servant methods  of  the  ancients  were  large- 
ly submerged  in  the  highly  imaginative 
compounding  of  esoteric  prescriptions  to 
awe  the  unlettered  and  confound  the  credu- 
lous. Some  of  the  more  intelligble  nostrums 
included  rabbit  saliva  or  mare’s  milk  drunk 
immediately  befofe  coitus;  Johannes  de 
Ketham  (c.  1460)  considered  tampons 
soaked  in  oil  with  the  powdered  right  testi- 


cle of  a weasel  to  be  remarkably  efficacious. 
Sennert  of  Wittenburg  (1572-1637),  a lead- 
er of  the  psychosomatic  trend  of  that  day, 
observed  that  sterility  was  sometimes  due 
to  “imbecility  of  the  uterus.” 

Around  1709  Carlo  Musitano  prescribed 
obscene  entertainment  for  sterility,  and  as 
late  as  1739  the  view  was  publicized  that  if 
a woman  stood  in  the  right  place,  at  the 
opportune  time  where  animalculae  were 
floating  in  the  air,  and  the  west  wind  was 
blowing,  she  became  pregnant. 

All  was  not  darkness,  however,  in  the 
eighteenth  century’s  concepts  of  sterility. 
Perhaps  the  new  dawn  of  the  logical  ap- 
proach to  this  problem  was  seen  in  a trea- 
tise by  Martin  Naboth,  written  in  1707,  and 
mentioning  as  etiologic  conditions  sclerotic 
ovaries  and  closed  tubes.  This  work  was 
written  around  the  beginnings  of  the  anat- 
omic-histologic approaches  to  all  medical 
questions.  Morgagni  gave  a valuable  resu- 
me of  the  anatomic  factors  in  sterility,  in- 
cluding sclerotic  ovary,  absence  or  diseases 
of  ovarian  follicles,  anomalies  of  vagina  and 
external  genitals,  absence  of  uterus,  ob- 
liquities of  uterus,  and  occlusion  of  the- 
tubes. 

Parallelling  the  halting  advance  in  the 
gynecologic  study  of  infertility,  the  study 
of  sex  hormone  physiology  was  highlighted 
by  the  idea  of  Thomas  Willis  (1622-1675), 
who  suggested  that  puberty  occurred  as  a 
result  of  ferments  which  generated  in  the 
gonads  and  passed  into  the  blood  stream. 
Bichat  furnished  experimental  proof  that 
the  secretions  of  the  endocrine  organs  were 
esssential  to  vital  activities  by  his  observa- 
tions of  the  effects  of  testicular  and  ovari- 
an secretions  on  spayed  animals  and  eu- 
nuchs. The  same  year,  1799,  John  Hunter 
performed  the  first  artificial  insemination 
of  a woman.  DeGraff’s  studies  on  the  ova- 
rian follicle  and  corpus  luteum  and  Cruik- 
shank’s  investigation  of  ovarian  tubal  mi- 
gration placed  reproductive  physiology  on 
a firm  foundation,  upon  which  rests  much 
of  the  experimental  work  that  has  followed. 

Hormonology  progressed  apace,  with  the 
description  by  Berthod  of  the  psychoso- 
matic effects  of  castration,  (1849),  and  the 
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experiments  of  Brown-Sequard  with  testi- 
cular extract  at  the  turn  of  the  century. 

During  the  first  ten  years  or  so  of  this 
century  hormone  studies  consisted  of  ex- 
perimental, largely  histologic,  work  on  ani- 
mals. Following  this  were  several  years  of 
research  with  crude  glandular  extracts, 
after  which  the  biochemists  began  to  de- 
scribe the  chemical  nature  of  these  prod- 
ucts. 

The  first  evidence  of  ovarian  hormone 
action  other  than  luteal  was  discovered  by 

R.  T.  Frank  in  1917,  when  he  observed 
the  effect  of  follicular  fluid  on  the  endome- 
trium. 

Smith  and  Engle,  and  Ascheim  and  Zon- 
dek, working  independently,  published  in 
1927  the  first  description  of  the  gonado- 
tropic function  of  the  anterior  pituitary. 
The  gonadotropic  activity  of  the  serum  of 
pregnant  mares  was  brought  to  light  in 
1930  by  Cole  and  Hart,  and  a year  later  the 
separation  of  anterior  pituitary  hormone 
into  “Follicle  Stimulating  Hormone”  (F. 

S.  H.),  and  “Luteinizing  Hormone”  (L.  H.) 
was  announced  by  Fevold,  Hisaw,  and  co- 
workers. Wassen-Lawrence  published  stud- 
ies on  F.  S.  H.  and  L.  H.  not  long  afterward. 
Moore  and  Price  confirmed  the  findings  of 
Smith  and  Engle  in  1932.  Demonstrating 
their  findings  by  laparotomy,  Davis  and 
Koff  laid  the  foundation  of  gonadotropic 
therapy  in  1937  when  they  showed  that 
ovulation  in  women  could  be  induced  by  the 
intravenous  administration  of  “Pregnant 
Mare’s  Serum”  (P.  M.  S.). 

Turning  again  to  the  subject  of  sterility 
investigation,  the  roster  of  contributors  in 
the  twentieth  century  is  studded  with  fa- 
mous names.  To  Huhner  goes  the  credit  for 
the  post-coital  test  of  seminal  adequacy  that 
turned  the  spotlight  of  diagnostic  inquiry 
full  upon  the  husband  for  the  first  time.  G. 
L.  Moench  taught  us  most  of  what  is  known 
about  abnormal  morphology  and  activity  of 
spermatozoa,  while  Cary  and  Rubin  con- 
tributed tubal  insufflation  for  the  diagno- 
sis of  the  biggest  factor  in  female  sterility. 

Burr,  Rock,  Hill,  Allen,  Rubinstein,  Zuck, 
and  their  co-workers  are  credited  with  sev- 
eral excellent  methods  of  timing  the  day 


of  ovulation.  Hartman’s  experimental  work 
on  ovulation  and  the  clinical  studies  of  Ogi- 
no  and  Knaus  on  fertile  and  sterile  periods 
in  relation  to  ovulation  are  classics.  Novak’s 
description  of  the  anovulatory  cycle,  and 
Hamblen’s  interpretations  of  endometrial 
biopsy  for  its  diagnosis  and  his  cyclic  gona- 
dotropic and  steroid  therapy  for  its  correc- 
tion, have  well  begun  the  solution  of  an  as 
yet  tangled  problem.  Clinical  studies  have 
been  remarkably  facilitated  by  Dickinson’s 
contributions  in  sexual  anatomy  and  Meak- 
er’s  crystallization  of  what  is  known  of  a 
complex  subject  in  his  masterfully  con- 
ceived diagnostic  schedules.  To  mention 
with  praise  all  the  outstanding  workers  in 
the  field  of  sterility  needs  a tome,  and  to 
do  justice  to  what  has  been  accomplished 
in  this  century  alone,  several  volumes — yet 
the  developments  in  the  endocrine  aspects 
of  the  subjects  are  in  embryo,  and  vast  pos- 
sibilities are  still  untapped  for  research  in 
prevention. 

The  barren  marriage  is  still  a personal 
and  social  problem  of  pressing  concern. 
Magnitude  of  the  public  aspects  of  it  would 
appear  to  be  increasing:  There  is  a 200 
year  old  downward  slope  in  birth  rate  in 
this  country,  interrupted  only  by  the  spurts 
of  increase  during  war  times,  and  a steep 
decline  over  the  last  fifty  years.  Decrease 
in  birth  rate  in  itself  constitutes  no  threat 
of  depopulation  in  the  United  States,  but 
there  has  been  found  to  exist  a disadvan- 
tageous scatter  of  fertility  among  the  vari- 
ous population  groups.  It  is  clear  that  those 
least  fitted  by  education,  health,  and  eco- 
nomic advantage  to  have  offspring  have 
many  more  than  those  ideally  prepared  for 
reproduction.  Group  and  racial  differences 
in  fecundity  occur  along  geographical,  so- 
cial, religious,  and  economic  lines,  and  most 
are  explicable  on  the  basis  of  the  ability  to 
obtain,  and  knowledge  of,  the  best  contra- 
ceptive measures.  There  is  no  observed 
hereditary  fertility  differential. 

The  reasons  for  the  relative  infertility 
of  the  upper  bracket  are  ill  health  and  vol- 
untary restriction  in  order  to  meet  real  or 
artificial  social  and  economic  circum- 
stances, the  latter  motive  being  the  greatest 
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single  factor.  The  professional,  business, 
and  skilled  labor  groups  in  particular  marry 
later  and  delay  having  offspring  longer 
than  do  the  other  groups,  who  seem  to  dis- 
regard illness  as  a contraindication  to  preg- 
nancy, and  who  by  reason  of  lack  of  con- 
traception, education,  or  other  diversion, 
tend  to  exploit  their  prolific  propensity. 
Voluntary  sterility,  however,  is  germane  to 
this  discussion  only  in  that  it  not  infre- 
quently becomes  involuntary  when  preven- 
ception  is  practiced  past  the  peak  fertility 
years  of  the  late  marrying  couple. 

All  factors  considered,  around  17  per 
cent  of  marriages  in  the  United  States  were 
childless  over  the  period  1910-1930  and 
around  12  per  cent  of  all  marriages  are  in- 
voluntarily barren. 

The  fact  that  the  terms  “barren  mar- 
riage” and  “sterile  mating”  are  so  fre- 
quently used  instead  of  “male  sterility” 
and  “female  sterility”  is  a credit  to  the  men 
who  initiated  the  bilateral  sterility  studies, 
and  especially  to  Meaker,  who  so  clearly  set 
forth  the  principles  of  the  etiology  of  ste- 
rility: First,  in  the  vast  majority  of  cases 
of  human  infertility  the  cause  is  not  a sin- 
gle one,  but  the  product  of  several  factors. 
Depending  upon  the  relative  importance  as- 
signed by  different  authors  to  the  various 
factors  causing  infertility,  there  are  2.23  to 
4.79  abnormalities  per  couple. 

Next,  the  several  conditions  diminishing 
fertility  in  each  case  are  very  rarely  limited 
to  one  partner : only  10  per  cent  of  the  hus- 
bands and  5 per  cent  of  the  wives  investi- 
gated showed  no  evidence  of  decreased  fer- 
tility. Defects  imposing  absolute  sterility 
were  found  in  only  30  per  cent  of  cases, 
while  70  per  cent  showed  no  single  causa- 
tive condition.  When  present,  defects  such 
as  azoospermia  or  closed  tubes,  imposing 
absolute  sterility  are  divided  about  equally 
between  the  two  partners.  Where  the  in- 
ability to  reproduce  is  relative,  the  male  is 
at  fault  (chiefly)  in  25  to  50  per  cent  of 
barren  matings.  Of  all  demonstrable  abnor- 
malties  detrimental  to  fertility  about  70 
per  cent  are  on  the  distaff  side,  which  is 
not  to  say  that  the  wife  is  responsible  in 
70  per  cent  of  cases. 


Finally,  the  multiple  sterility  factors 
consist  of  genital  disorders  and  those  of  a 
constitutional  nature.  A slight  diminution 
of  fertility  from  constitutional  causes  in  one 
partner  may  so  multiply  a similar  fault  in 
the  other  that  the  union  is  unproductive, 
although  either  party  is  still  fertile  in  the 
sense  that  offspring  might  be  produced  in 
a mating  with  another  partner  of  high  fer- 
tility. 

Much  ink  and  fine  foolscap  have  been 
lavished  upon  the  proper  definition  of  ste- 
rility, but  for  all  practical  purposes  it  is 
the  inability  to  produce  living  chilren  after 
honest  effort  has  been  made  for  several 
years.  Strictly  speaking,  female  sterility  is 
the  inability  to  conceive  after  two  or  more 
years  of  marital  intercourse,  in  the  absence 
of  prevenception,  with  a normal  m.an.  Since 
the  reproductive  function  of  the  ovary  ex- 
tends past  the  moment  of  conception,  ova- 
rian sterility  is  less  simple  to  define ; it 
may  be  designated  as  failure  of  conception, 
or  of  early  nidatory  maintenance  of  the 
fertilized  ovum,  by  reason  of  deficiency  or 
failure  of  the  several  ovarian  functions. 

The  foundation  of  diagnostic  methods 
and  the  rationale  behind  therapies  directed 
against  sterility  consist  of  the  laboriously 
evolved  and  now  widely  accepted  ideas  of 
generative  development  and  reproductive 
physiology.  It  is  assumed  that  the  reader 
has  already  been  exposed  to  all  the  accepted 
as  well  as  the  unaccepted  notions  on  the 
subject — so  we  shall  not  burden  him  further 
therewith.  Suffice  it  to  say  that  the  reader 
should  bear  constantly  in  mind  all  the  steps 
in  the  developmental,  anatomical,  and  func- 
tional history  of  the  male  and  female  re- 
productive systems,  as  well  as  all  the  facts 
he  can  muster  on  hormone  physiology  of 
same — throughout  the  rest  of  this  discur- 
sion. 

Throughout  its  development  and  the  ful- 
fillment of  its  destiny  the  reproductive  sys- 
tem more  than  any  other  is  constantly  in- 
fluenced by  its  own  internal  secretions, 
those  of  the  other  endocrine  glands,  and 
the  fluctuations  in  the  level  of  health  and 
general  metabolism.  Disorders  of  the  en- 
docrine glands  are  partly  or  entirely  at 
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fault  in  20  to  57  per  cent  of  cases  of  ster- 
ility. What  the  incidence  is  of  sterility  from 
constitutional  depression  is  not  known,  but 
there  are  some  figures  available  on  the  in- 
cidences of  flaws  arising  at  the  many  other 
vulnerable  links  in  the  complex  chain  of  re- 
production : 

I.  Male  factors:  It  has  been  stated  that 
90  per  cent  of  husbands  of  sterile  matings 
have  some  impairment  of  fertility,  and  that 
the  male  is  chiefly  at  fault  in  25  to  50  per 
cent  of  such  cases;  there  remains  to  break 
down  these  estimates  into  the  separate  de- 
fects themselves. 

A.  Testicular  function : 80  per  cent  show 
some  seminal  impairment,  severe  enough  in 
20  per  cent  to  impose  absolute  sterility. 

B.  Occlusion  of  ducts:  5 per  cent  of 
males  of  sterile  matings. 

C.  Factors  of  unknown  incidence  are 
those  of  hostile  secretions,  ejaculative,  and 
other  coital  elements.  Constitutional  de- 
pressions; for  example,  prolonged  wasting 
diseases,  seem  to  lower  male  fertility  more 
than  any  other  factor.  H.  W.  Rowe  cites 
the  following  incidences  of  contributing  en- 
docrine causes  in  100  males  chosen  from 


sterile  matings: 

Pituitary  disorder  35 

Thyroid  21 

Unclassified  2 

II.  Female  Factors : 


A.  Tubal  abnormalities : The  largest 

group  of  causes.  Incidences  range  from  43 
to  64  per  cent  among  sterile  women;  there 
may  be  absence,  hypoplasia,  or  obstruction, 
the  latter  being  most  frequent. 

B.  Uterine  abnormalities : Obstructive 
and  infectious  lesions  2 per  cent;  endome- 
trial tuberculosis  5 per  cent;  fibroids  12  per 
cent. 

C.  Cervical  factors:  Cervicitis  22  to  49 
per  cent;  poor  drainage  4 to  6 per  cent; 
malposition  of  cervix  4 per  cent. 

D.  Endocrine  factors  other  than  ovari- 
an : In  100  women  of  barren  matings  H.  W. 
Rowe  found  pituitary  dysfunction  to  be  con- 
tributory in  34,  and  unclassified  endocrine 
disorder  in  2 per  cent.  It  is  certain  that 


the  incidence  of  endocrine  causes  is  great, 
but  most  of  their  effects  are  mediated 
through  the  pituitary  or  ovary. 

E.  Factors  of  unknown  incidence:  Coital 
difficulties — Here  the  presenting  complaint 
is  not  usually  that  of  sterility.  Abdominal 
factors  acting  to  prevent  the  ovum  from  en- 
tering the  tube.  Constitutional,  infectious, 
metabolic,  endocrine,  toxic,  and  psychic  dis- 
orders directly  or  indirectly  depressing 
ovarian  function  in  any  way. 

F.  Ovarian  factors : It  is  possible  for  the 
ovary  to  fail  in  any  or  all  of  four  functions. 
These  constitute  the  estrogenic,  the  game- 
togenic,  the  ovulatory,  and  the  pi'ogesta- 
tional  or  luteal.  From  20  to  25  per  cent  of 
all  female  sterility  is  of  a functional  nature; 
beyond  this  little  is  known  of  the  incidence 
of  ovarian  sterility  with  the  exception  of 
that  type  resulting  from  failure  of  ovula- 
tion. Opinions  differ  widely  on  these  fig- 
ures ; it  is  certain  that  not  all  of  the  authors 
use  the  same  criteria  or  even  the  same  defi- 
nitions of  this  condition ; the  true  incidence 
is  probably  higher  than  reports  from  ster- 
ility studies  would  indicate,  since  many 
women  come  in  with  the  complaint  of  ir- 
regular, prolonged,  or  excessive  bleeding 
when  they  are  afflicted  with  anovulatory 
sterility  as  well. 

The  percentage  incidence  of  the  condi- 
tion varies  from  13  to  54  per  cent,  but  the 
consensus  runs  at  about  15  to  35  per  cent. 

About  30  per  cent  of  sterile  women  pre- 
senting no  other  abnormality  have  cyclic 
anovular  menstruation,  whereas  only  2 per 
cent  of  normal  women  are  thought  to  show 
this  dysfunction.  In  the  presence  of  regu- 
lar menses  up  to  age  40  the  chances  of  any 
one  cycle  being  anovulatory  are  less  than 
one  in  ten.  Even  in  the  ages  40-49,  about 
50  per  cent  of  the  cycles  are  ovulatory.  No 
significant  decrease  in  fertility  should  be 
effected  by  anovulatory  cycles  unless  they 
outnumber  the  ovulatory. 

Sterility  arising  from  ovarian  failure  out- 
ranks all  other  types  in  challenge  and  in- 
trinsic interest,  as  well  as  in  the  high  pro- 
portion of  hypothesis  inherent  in  most  ex- 
planations of  its  etiologies.  It  is  common 
knowledge  that  sterility  is  often  associated 
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with  severe  endocrine  disease,  as  the  pitui- 
tary or  adrenocortical  cachexias,  giantism, 
acromegaly,  adiposogenitalism  and  marked 
hypothyroidism;  and  even  in  these  condi- 
tions the  real  reasons  behind  sterility  are 
mostly  unknown.  Our  concern  is  not  with 
the  endocrine  disasters,  however,  for  few 
such  cases  appear  with  the  primary  com- 
plaint of  sterility,  and  if  they  should  do  so 
many  would  be  judged  unfit  for  parenthood 
and  no  therapy  directed  against  their  bar- 
renness. Most  women  afflicted  with  endo- 
crine sterility  have  one  of  several  disorders 
of  glandular  function,  usually  not  of  an 
obvious  nature,  and  the  underlying  factors 
operating  against  the  ovary  in  these  cases 
are  often  quite  obscure.  With  this  division 
of  the  question,  then,  where  speculation  is 
rife,  lies  our  interest;  in  its  study  the  fol- 
lowing general  principles  have  gained  some 
acceptance : 

1.  Proper  ovarian  function  is  dependent 
upon  gonadotropic  stimulation  by  the  an- 
terior pituitary  and  the  ovary’s  ability  to 
respond. 

2.  When  response  is  absent  or  deficient 
to  the  point  of  sterility  the  condition  is 
called  primary  ovarian  failure,  prefixed 
with  “early”  or  “late”  depending  upon 
whether  mature  response  failed  to  eventu- 
ate or  did  so  and  was  later  lost.  This  con- 
cept of  ovarian  refractiveness  is  based  upon 
the  very  definition  of  a hormone  as  a 
“chemical  substance  produced  by  glandu- 
lar activity,  liberated  into  the  blood  stream, 
and  transported  to  distant  parts  of  the  body 
where  it  is  capable  of  exerting  catalytic  ac- 
tion, the  degree  of  which  is  determined  by 
local  electrochemical  conditions  existing  in 
the  cells  at  that  particular  time.” 

3.  When  stimulation  by  the  anterior 
pituitary  is  absent  or  deficient  to  the  point 
of  sterility,  the  condition  is  known  as  sec- 
ondary ovarian  failure. 

4.  The  chief  direct  cause  of  sterility  in 
both  primary  and  secondary  failure  is  ab- 
sence of  ovulation.  In  view  of  that  fact, 
the  major  portion  of  the  remainder  of  this 
discussion  is  directed  toward  the  causes, 
the  diagnosis,  and  the  treatment  of  anovu- 
lation, as  it  occurs  in  primary  and  second- 


ary sterility.  The  latter  may  be  thought  of 
as  anovulatory  sterility  chiefly  due  to  loss 
of  function  of  the  anterior  pituitary,  then, 
while  primary  ovarian  failure  is  sterility  of 
mostly  anovular  character,  due  to  inability 
of  the  ovary  to  respond  to  the  gonadotro- 
pins. 

In  both  primary  and  secondary  ovarian 
sterility,  the  failure  may  occur  in  any  or 
all  of  the  four  previously  mentioned  activi- 
ties : the  gametogenic,  the  ovulatory,  the 
estrogenic,  and  the  luteal,  or  progestation- 
al. It  is  clear  that  estrogenic  failure  neces- 
sarily implies  failure  in  the  rest  of  ovarian 
activity,  and  that  luteal  deficiency  is  in- 
cluded likewise  in  ovulatory  failure.  Ster- 
ility from  purely  gametopathic  or  luteal 
causes  is  possible  and  does  occur  to  a lesser 
extent,  while  either  type  may  be  caused  by 
most  of  the  disorders  giving  rise  to  general 
ovarian  failure.  Actually,  with  the  excep- 
tion of  some  local  changes  adversely  affect- 
ing the  ovary  or  pituitary  gland,  the  postu- 
lated causes  of  all  types  of  ovarian  sterility 
are  similar  to  or  identical  with  the  causes 
of  anovulation;  so  they  are  best  discussed 
together  to  avoid  undue  repetition.  The 
safety  of  this  assertion  is  almost  guaranteed 
by  the  paucity  of  definite  knowledge  as  to 
the  exact  mechanisms  by  which  these  etio- 
logic  agents  operate,  and  the  true  import- 
ance and  incidence  of  each.  These  etiologies 
fall  into  endocrine  and  extra-endocrine 
categories,  some  affecting  the  ovary,  the 
pituitary,  or  both,  either  by  directly  effect- 
ing local  anatomic  or  functional  damage  or 
by  constitutional  depression,  indirectly. 

A rapid  review  of  the  endocrine  glands 
not  directly  associated  with  the  reproduc- 
tive apparatus  will  perhaps  illuminate  the 
logic  behind  some  of  the  charges  levelled 
against  these  organs  as  contributors  to 
ovarian  failure. 

1.  Thyroid:  The  secretory  activity  of 
the  thyroid  gland  is  largely  governed  by  the 
anterior  pituitary’s  thyrotropic  secretion 
(which,  incidentally,  is  believed  to  be  iden- 
tical with  L.H.),  and  possibly  by  neural 
stimuli  from  the  peripheral  and  special 
sense  organs  and  the  cerebral  cortex,  all 
acting  through  the  hypothalamicopituitary 
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pathway.  Instances  supporting  the  latter 
view  are  the  enlargement  at  defloration, 
and  the  onset  of  exophthalmic  goiter  short- 
ly after  an  emotional  crisis.  Hyperthy- 
roidism is  only  rarely  mentioned  in  ster- 
ility studies ; hypothyroidism,  however,  is 
regarded  as  a large  contributor  to  the  dis- 
order in  several  ways.  The  systemic  de- 
pression can  directly  alter  ovarian  metabo- 
lism or  indirectly  alter  it  through  its  ef- 
fect on  the  pituitary.  The  actions  of  the 
thyroid,  the  deficiencies  of  which  are  most 
often  invoked  to  explain  adolescent  ovarian 
failure,  anovulation,  luteal  deficiency,  and 
gametopathy  are  the  calorigenic  (chiefly), 
then  the  protein  mobilizing  action,  then  the 
glycogenolytic.  Gametopathic  fault  is  as- 
sumed, but  never  proved,  in  cases  of  low- 
grade  hypothyroidism  where  sterility  or  re- 
peated abortions  occur. 

2.  Adrenals:  It  is  thought  that  disor- 
dered adrenal  function  may  bring  about 
ovarian  sterility  in  the  following  ways : 

a.  The  constitutional  impairment  of  wa- 
ter and  electrolyte  metabolism  may  depress 
pituitary  or  ovarian  function,  bringing  on 
menstrual  disorders,  failure  of  estrogenic 
and  luteal  functions,  or  anovulation. 

b.  The  excess  circulating  androgens  from 
adrenal  tumors  are  thought  to  disrupt  the 
ovario  - endometrial  - pituitary  reciprocities, 
either  by  direct  depression  of  the  estrogenic 
metabolism  or  by  damage  of  gonadotropic 
activity.  It  is  also  believed  that  a game- 
topathic defect  is  imposed. 

3.  Pancreas:  Just  what  part  the  pan- 
creas plays  in  reproductive  inter-relations 
is  not  known,  but  the  fact  that  diabetes 
mellitus  often  is  accompanied  by  retarda- 
tion of  adolescence,  menstrual  irregularity 
and  sterility,  makes  probable  the  explana- 
tion that  general  constitutional  depression 
affecting  adversely  the  ovary  and  pituitary 
metabolisms,  is  the  solution.  Almost  cer- 
tainly a gametopathic  factor  is  present,  for 
insulin  therapy  of  diabetic  females  fre- 
quently is  found  to  raise  the  incidence  of 
pregnancy  without  affecting  the  rather 
high  rate  of  abortions  prevalent  in  these 
women.  In  older  cases  of  diabetes  early 


sclerosis  of  ovarian  vessels  may  operate  to 
shorten  the  ovary’s  active  life. 

The  general  governing  action  of  the  pitui- 
tary, the  secretory  functions  of  the  ovary, 
and  the  reciprocal  relation  between  them 
are  too  well  known  to  dwell  upon.  It  is 
probable  that  inadequacy  of  the  anterior 
pituitary  during  the  taxing  period  of  ad- 
olescence is  responsible  for  most  endoc- 
rinopathies  leading  to  sterility.  By  the 
time  the  adult  patient  is  seen,  the  pituitary 
(if  not  diseased)  has  recovered  its  normal 
functional  adequacy,  leaving  as  residuals 
hypoplastic  ovaries  and  damaged  capacities 
in  other  glands. 

Causes  of  anovulation  are  made  up  of 
constitutional  endocrine,  non-endocrine, 
and  some  local  factors  mechanically  pre- 
venting ovulation : 

I.  Non-endocrine  causes,  acting  to  de- 
press the  metabolism  of  the  ovary,  the 
pituitary,  or  both,  by  general  constitutional 
impairment : 

A.  Dietary  errors:  Deficiencies  of  pro- 
tein and  of  vitamins  B and  C;  excess  lead- 
ing to  obesity. 

B.  Cachexia  from  chronic  infectious  or 
other  debilitating  disease. 

C.  Acute  infections. 

D.  Chronic  intoxications. 

E.  Changes  in  altitude  and  climate. 

F.  Anemias  and  blood  dyscrasias. 

G.  Emotional  crises  and  psychic  disor- 
ders. 

II.  Non-endocrine  local  causes: 

A.  Ovarian : Congenital  anomalies  such 
as  aplasia  or  intrinsic  germinal  inadequacy  ^ 
damage  by  radium,  x-ray,  surgery,  or  tor- 
sion; polycystic  condition  caused  by  fibro- 
tic  tunica  albuginea ; fibrosis  and  scarring 
due  to  pelvic  inflammatory  disease,  endome- 
triosis, or  neoplastic  change ; persistent  cor- 
pora lutea  and  uterine  and  adnexal  displace- 
ments compromising  ovarian  blood  supply, 
adnexitis,  and  old  adnexal  pregnancies. 

B.  Pituitary:  Intrinsic  germinal  inade- 
quacy, damage  by  surgery  or  radiations; 
tumors,  abscesses,  and  vascular  accidents 
of  an  embolic,  thrombotic  or  hemorrhagic 
nature. 

III.  Endocrine  causes  of  anovulation : 
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A.  The  causes  of  primary  ovarian  fail- 
ure: 

1.  Non-endocrine  constitutional  causes 
already  described. 

2.  Local  factors  affecting  the  ovary,  al- 
ready listed. 

3.  Germinal  fault  or  fetal  disease  of  the 
ovary. 

4.  Incomplete  puerperal  recovery,  in  late 
type  primary  failure. 

5.  Disordered  thyroid,  pancreatic,  or 
adrenal  function,  (which  have  been  men- 
tioned), occurring  especially  prepubertally. 

6.  Adolescent  pituitary  failure,  with 
later  pituitary  recovery,  leaving  unrespon- 
sive ovaries. 

7.  Adi’enal  cell  rest  (virilizing)  tumors 
of  adrenal  cortex  and  ovary,  arrhenoblas- 
toma  of  ovary ; and  granulosa  and  theca  cell 
ovarian  tumors  leading  to  hyperestro- 
genism,  menstrual  irregularity  and  anovu- 
lation. 

8.  Endometriopathic  factors  may  pri- 
marily affect  the  pituitary,  or  upset  ovario- 
pituitary  reciprocities.  Patients  may  se- 
crete pregnandiol  and  still  bleed  from 
estrogenic  endometrium ; may  give  no  prog- 
estational response  to  cyclic  substitutional 
progesterone  therapy,  and  may  fail  to  re- 
spond to  gonadotropic  therapy  until  uterine 
hyperplasia  and  endometrial  proliferation 
have  markedly  stimulated  by  estrogenic 
therapy. 

9.  Hyperpituitarism  causing  polycystic 
ovary,  with  virilizing  effects  of  androgen 
imbalance. 

10.  The  common  causes  of  early  primary 
ovarian  failure  are : 

a.  Intrinsically  germinal. 

b.  Childhood  pituitary  deficiency. 

c.  Childhood  hypothyroidism. 

d.  Inanition  from  inadequate  diet,  or 
cachexia  from  acute  or  chronic  illness. 

B.  Causes  of  secondary  ovarian  failure; 

1.  The  non-endocrine  local  factors  affect- 
ing the  pituitary. 

2.  Constitutional  causes  affecting  the 
pituitary. 

3.  Intrinsic  germinal  or  developmental 
fault  in  the  pituitary  usually  manifested  by 


its  failure  during  peribds  exerting  great  de- 
mand as  at  puberty  Or  pregnancy. 

4.  Pancreatic,  thyroid,  or  adrenal  disor- 

der depressing  local  metabolism  of  pitui- 
tary. - 

5.  Endometriopathic  factors,  already  de- 
scribed. 

IV.  Gametopathic  failure:  According  to 
Moench  “Defects  in  either  one  of  the  two 
germ  cells  lead  not  only  to  sterility  but  in 
lesser  degrees  to  abortion,  premature  la- 
bors, still-births,  and  fetal  anomalies.”  Be- 
sides the  general  causes  of  anovulation, 
most  of  which  are  capable  of  imposing  a 
gametopathic  failure,  there  are  some  condi- 
tions especially  notable  therefor:  diabetes, 
hypothyroidism,  germinal  defects,  radiation 
injury,  virilizing  tumors,  and  grades  of 
hypopituitary  function  not  producing  an- 
ovulation. 

V.  Luteal  failure : The  secretion  of  pro- 
gesterone may  be  deficient  in  amount  or  in 
duration  (“short  luteal  phase”).  It  is 
caused  by  essentially  the  same  factors 
bringing  on  anovulation,  and  is  part  of  the 
latter  condition  when  it  occurs.  If  there  is 
normal  ovulation  followed  by  luteal  de- 
ficiency, there  occurs  no  nidation  or  poor 
nidation  and  death  of  the  ovum. 

In  the  diagnosis  of  ovarian  failure,  we 
are  here  chiefly  concerned  with  identifying 
the  condition  as  either  primary  or  sec- 
ondary, since  choice  of  therapy  will  be  so 
determined.  Consideration  will  be  given  in 
detail  only  to  those  features  of  a case  that 
lead  to  a diagnosis  of  one  or  the  other  con- 
dition. The  diagnostic  schedule  that  should 
be  used  in  every  sterility  investigation  will 
uncover  these  causes  and  indicate  the  thepr 
apy  therefor. 

Before  launching  into  an  account  of  the 
minimal  requirements  for  an  inquiry  into 
the  etiology  of  sterility,  certain  principles 
of  diagnosis  should  be  borne  in  mind. 

1.  Meaker  states  “There  is  no  worse  fal- 
lacy than  to  accept  the  first  discovered  ab- 
normality as  the  sole  cause  in  the  case  un- 
der consideration,  on  the  unjustifiable  as- 
sumption that  no  other  causative  factor  is 
present.” 

2.  It  is  essential  to  be  assured  of  an  ade- 
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quate  grade  of  male  fertility  before  subject- 
ing a wife  to  any  prolonged  diagnostic  or 
therapeutic  procedure.  This  does  not  imply 
the  omission  of  routine  history,  physical  ex- 
amination, and  laboratory  work  on  the  fe- 
male until  the  male  is  cleared. 

3.  The  complaint  of  sterility  in  itself 
suggests  endocrine  disorder,  but  except  in 
obvious  cases  of  endocrine  disaster  the 
question  of  such  causes  arises  after  a thor- 
ough examination  of  both  partners  has 
failed  to  reveal  a structural  or  major  con- 
stitutional disorder  in  either  partner. 

4.  The  purpose  of  the  diagnostic  study 
is  not  only  to  discover  why  the  marriage  is 
barren,  but  also  whether  a pregnancy  is  de- 
sirable from  considerations  of  the  mother’s 
health  and  the  possibility  of  producing  a 
normal,  viable  child.  If  during  an  investi- 
gation it  should  be  found  that  there  are 
present  inadequately  treated  lues  in  either 
mate,  heritable  and  constitutional  taints, 
advanced  and  severe  hormonal  disorder  not 
likely  to  be  curable,  or  grave  renal,  cardiac, 
or  pulmonary  disease  in  the  wife,  the  wisest 
course  is  to  inform  the  couple  of  your  opin- 
ion and  abandon  the  investigation. 

In  accordance  with  these  principles  it  is 
recommended  that  the  male  be  eliminated 
first  as  a source  of  the  sterility  unless  some 
glaring  reproductive  fault  of  the  female  is 
discovered  on  routine  physical  examination. 
This  is  accomplished  by  establishing  that 
the  husband  is  normal  in  the  following  re- 
spects : 

1.  History  and  physical  establish  pres- 
ence of  potentia  and  libido. 

2.  Blood  count,  serology,  urinalysis,  ba- 
sal metabolic  rate  determination,  all  within 
normal  limits. 

3.  The  examination  of  a fresh  seminal 
specimen  for  volume,  motility,  count,  and 
abnormal  sperm  forms ; this  is  supple- 
mented by  the  Huhner  post-coital  examina- 
tion of  the  wife’s  endocervical  secretions, 
serving  to  establish  delivery  of  sperm  to  the 
cervix,  and  sperm  motility  and  viability  in 
endocervical  mucus.  These  two  tests  con- 
stitute the  most  significant  portion  of  the 
husband’s  examination. 

Having  absolved  the  latter  of  any  major 


defect,  the  investigator  next  undertakes  the 
following  procedures  to  discover  whatever 
abnormalities  are  present  in  the  wife : 

1.  Complete  blood  count,  urinalysis,  se- 
rology, basal  metabolic  rate  determination. 
With  regard  to  the  latter  it  is  pertinent  that 
very  low  grades  of  hypothyroidism  can  de- 
press ovarian  function,  and  that  most  of 
the  errors  in  technic  of  basal  metabolic  rate 
determination  tend  to  raise  the  reading. 

2.  Complete  physical  examination,  in- 
cluding a careful  gynecologic  survey  of : 

A.  Tubal  patency,  by  insufflation  with 
COo,  or  oxidized  oil  and  subsequent  roent- 
genography ; or  many  physicians  merely  use 
air  insufflation. 

B.  Patency  of  cervix  to  sperm  as  judged 
by  Huhner’s  test;  five  to  twenty  normal, 
motile  sperm  in  the  cervix  indicate  good 
delivery  and  reception. 

C.  Endometrial  biopsy,  best  performed 
within  six  to  eighteen  hours  after  onset  of 
menstrual  flow.  If  an  estrogenic  or  imma- 
ture progestational  endometrium  is  found 
under  microscopic  examination,  several 
more  cycles  should  be  studied,  with  the  aid 
of  urinary  pregnandiol  and  basal  rectal 
temperature  methods  to  determine  whether 
the  cycles  are  habitually  anovulatory. 

Despite  all  the  subjective  symptoms 
(mid-cycle  uterine  bleeding  and  or  mittel- 
schmerz)  and  objective  tests  of  the  time  of 
ovulation,  there  is  still  no  way  of  knowing 
definitely  whether  the  release  of  fertilizable 
ova  occurs.  Some  of  the  methods  that  have 
been  shown  to  be  fairly  reliable  are  the  fol- 
lowing : 

a.  Basal  rectal  temperature  records 
(showing  a drop,  then  a rise,  in  daily  de- 
terminations made  throughout  the  cycle, 
occurring  usually  12  to  14  days  before  on- 
set of  next  menstrual  flow). 

b.  Endometrial  biopsy  and  examination 
(showing  secretory,  progestin  stage  en- 
dometrium). 

c.  Potential  changes  between  symphysis 
and  vagina. 

d.  Vaginal  smear  and  pH  of  vaginal  se- 
cretions. 

e.  Double  peak  of  excretion  of  estrogen 
and  F.  S.  H. 
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f.  Increase  in  amount  and  decrease  in 
viscosity  of  endocervical  secretions. 

4.  Further  endocrine  studies,  if  primary 
hypoovarianism  is  suspected: 

a.  X-ray  films  of  the  sella  turcica  to  rule 
out  pituitary  overgrowth  or  local  damage. 

b.  Determination  of  upper  and  lower 
measurements  (crown  to  symphysis  pubis, 
and  symphysis  to  sole,  respectively) . Meas- 
urement of  height  and  span. 

c.  X-ray  films  of  the  epiphyses  of  the 
long  bones  to  determine  the  state  of  epiphy- 
seal closure;  delayed  closure  seen  in  hypo- 
thyroidism and  hypoovarianism,  as  well  as 
in  other  conditions.  This  test  and  visuali- 
zation of  ossification  centers  are  of  little 
value  in  most  sterility  investigations. 

d.  Urinary  levels  of  gonadotropic  and 
ovarian  secretions  are  difficult  to  determine 
and  rarely  practicable  under  ordinary  con- 
ditions. 

The  actual  diagnosis  of  failure  of  ovula- 
tion is  made  by  the  finding  of  proliferative 
or  poorly  secretory  endometrium  on  biopsy 
at  about  six  to  18  hours  after  onset  of  the 
flow,  in  several  cycles.  That  this  method 
is  fallible  and  needs  support  by  the  comple- 
mentary method  of  basal  rectal  tempera- 
ture graphs  is  shown  by  these  considera- 
tions : 

1.  Corpus  luteum  can  form  without  lib- 
eration of  the  ovum. 

2.  It  can  fail  to  form  after  ovulation. 

3.  Secretion  of  progesterone  may  be  too 
brief  or  insufficient  in  amount. 

4.  The  endometrium  may  be  refractory. 

“A  history  of  amenorrhea,  oligomenor- 
rhea and  irregular  catamenia  should  arouse 
suspicion  of  anovular  menstruation,  suffi- 
cient to  be  an  indication  for  repeated  en- 
dometrial biopsies  in  succeeding  cycles.” 

Once  the  diagnosis  of  anovulation  has 
been  made,  the  rest  of  the  management  of 
the  case  depends  upon  the  modifying  diag- 
nosis, primary  or  secondary  ovarian  fail- 
ure. For  diagnostic  purposes  the  anovula- 
tion of  primary  ovarian  failure  differs 
from  that  of  the  secondary  type  in  that  the 
former  is  accompanied  by  most  of  the  stig- 
mata of  either  arrested  puberty  or  prema- 


ture senility  or  menopause.  If  it  be  of  the 
early  or  adolescent  kind  the  findings  will 
be  as  follows: 

I.  Early  primary  ovarian  failure : 

A.  Minimal  or  no  sexual  maturation. 

1.  Internal  and  external  genitalia  re- 
main infantile;  cervix  is  long  and  conical, 
uterine  index  is  less  than  .60  (index  equals 
half  of  body  length  minus  cervix  length, 
average  value  .75). 

2.  Breasts  are  about  neutral  stage,  and 
other  local  fat  pads  and  crines  fail  to  ap- 
pear. 

3.  Menarche  late  or  absent. 

B.  Disorders  of  bone  growth;  span  ex- 
ceeds height,  lower  measurement  greater 
than  upper;  maturation  of  epiphyses  and 
ossification  centers  either  late  or  absent. 

C.  There  is  absolute  sterility. 

D.  Endometrial  biopsy  shows  a hypo- 
estrogenic  condition ; vaginal  smear  and  pH 
determination  reveal  a poorly  cornified 
epithelium  and  a pH  above  normal. 

E.  Urinary  gonadotropins  are  normal  or 
elevated;  urinary  estrogens  depressed.  It 
is  thought  that  when  the  ovary  fails,  the 
checking  mechanism  of  the  anterior  pitui- 
tary is  gone,  so  that  the  output  of  F.  S.  H. 
becomes  excessive.  This  would  seem  espe- 
cially true  of  late  primary  failure. 

II.  Late  primary  failure : This  condition 
is  characterized  by  regression  and  loss 
rather  than  failure  of  maturation  of  sex  or- 
gans. The  other  two  signs  of  primary 
ovarian  failure,  amenorrhea  and  absolute 
sterility,  are  prominent  features  of  these 
cases. 

A.  Onset  is  during  the  reproductive  age, 
and  mimics  the  climacteric. 

B.  Endometrial  biopsy  reveals  a thin, 
atrophic  lining  of  the  uterus. 

C.  There  is  anovulation. 

D.  Ovaries  shrunken  and  sclerotic. 

E.  Vaginal  smear  shows  poor  cornifi- 
cation. 

F.  Regression  of  cervix  and  uterus,  al- 
though not  to  the  extent  of  that  in  early 
primary  ovarian  failure. 

G.  Trial  with  gonadotropic  therapy 
evokes  no  response. 
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H.  Urinary  gonadotropins  are  elevated, 
and  the  estrogens  are  depressed. 

III.  Secondary  ovarian  failure: 

A.  This  condition  may  have  only  sterili- 
ty, or  metro-menorrhagia  as  the  chief  com- 
plaint. 

B.  The  patient  is  well  feminized  and 
normally  developed,  showing  no  outward 
evidence  of  endocrine  disease. 

C.  If  extra-ovarian  endocrine  or  non-en- 
docrine  diseases  exist,  their  symptoms  will 
appear,  for  example,  Addison’s  disease, 
acromegaly. 

D.  Basal  metabolic  rate  is  often  found  to 
be  slightly  depressed.  (This  fact  may  have 
something  to  do  with  the  lamentable  prac- 
tice of  giving  thyroid  for  any  and  every  en- 
docrine complaint  or  menstrual  disorder.) 

E.  Obesity  of  the  girdle  type  is  a fre- 
quent finding. 

F.  Absence  of  estrogens  and  gonado- 
tropins in  the  urine  (in  primary  pituitary 
failure) . 

G.  Or  there  may  be  high  estrogen  titer 
and  no  gonadotropins  found  in  the  urine,  or 
usually,  some  gonadotropic  activity  is 
found,  but  no  pre-ovulatory  peak  of  F.  S.  H. 
excretion.  In  general,  pregnandiol  studies 
are  not  reliable. 

H.  A tendency  to  small  extremities  with 
fragile  bony  structure. 

I.  Late  calcification  of  ossification  cen- 
ters. 

J.  Sometimes  a high  sugar  tolerance. 

K.  The  best  diagnostic  criterion  is  the 
finding  by  biopsy  of  estrogenic  or  poor  pro- 
gestational endometrium  at  the  onset  of  two 
consecutive  episodes  of  bleeding.  In  gen- 
eral, as  previously  indicated,  this  condition 
consists  of  abnormal  uterine  bleeding  and 
sterility  not  associated  with  evidences  of 
estrogenic  failure,  local  gynecologic  path- 
ology, or  general  disease  or  physical  im- 
pairment. 

Before  outlining  specific  therapies  for 
these  several  conditions  it  is  well  to  con- 
sider a few  guiding  principles,  and  to  point 
out  that  excessive  enthusiasm  for  any  en- 
docrine therapy  is  unjustified  at  this  stage 
of  our  knowledge.  Apparent  cures  by  any 
method  are  always  subject  to  the  criticism 


that  they  might  be  spontaneous;  for  ex- 
ample, a woman  may  ovulate  spontaneously 
after  several  anovulatory  cycles.  In  gen- 
eral, the  best  results  are  obtained  by  phys- 
iologic therapy : the  use  of  androgens  would 
seem  to  have  no  logical  place  in  the  treat- 
ment of  sterility  of  females.  So-called  stim- 
ulating doses  of  x-ray  to  the  ovaries  and 
pituitary,  although  well  championed  by 
Kaplan  and  others,  is  generally  considered 
to  lead  ultimately  to  more  profound  ovarian 
failure. 

In  the  use  of  endocrine  therapy  the  dic- 
tum, “No  endocrine  gland  is  stimulated  by 
products  which  it,  itself,  produces,”  is  a 
warning  against  injudicious  deluging  of  the 
reproductive  system  with  hormone  prepara- 
tions. Investigating  the  current  practice 
of  administering  thyroid  preparations  in- 
discriminately in  the  therapy  of  all  sterili- 
ty, Winkelstein  states,  “The  effect  of  thy- 
roid as  an  adjuvant  or  curative  measure 
was  only  demonstrated  where  lack  of  thy- 
roid was  present.”  Before  plunging  into 
substitutional  or  stimulative  endocrine  ther- 
apy, it  is  the  wiser  course  first  to  give  ade- 
quate treatment  to  extra-endocrine  consti- 
tutional and  local  disorders  contributing  to 
sterility.  Again,  if  hypoestrogenism  or 
hypopituitarism  coexists  with  disease  of  the 
thyroid,  adrenal  or  pancreas,  priority  of 
treatment  is  granted  to  the  latter  three  con- 
ditions. With  the  foregoing  reservations  in 
mind,  then,  the  following  suggestions  as  to 
therapy  of  primary  and  secondary  ovarian 
failure  are  presented : 

A.  Treatment  of  primary  ovarian  fail- 
ure : 

With  the  possible  exceptions  of  cases  due 
to  pelvic  inflammatory  disease,  endocrine 
tumors  of  the  ovary,  polycystic  ovary,  and 
occasional  delayed  maturation  or  delayed 
recovery  from  puerperal  depression,  the 
ovary  of  primary  failure  does  not  respond 
to  any  therapy  by  complete  functional  sal- 
vage (resumption  of  cyclic  bleeding,  spon- 
taneous recurrence  of  normal  ovario-en- 
dometrial  relations,  and  occurrence  of  preg- 
nancy after  cessation  of  therapy).  There 
ar-e  two  courses  of  therapy  open,  usually 
employed  sequentially.  The  first  of  these  is 
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a trial  with  the  “one  or  two  cyclic  gonado- 
tropic” treatments  described  by  Hamblen. 
If  there  is  no  response  to  the  trial,  “prim- 
ing” is  attempted,  using  estrogen  and  pro- 
gesterone in  cyclic  fashion,  alternating  with 
courses  of  gonadotropins.  Here  the  ra- 
tionale is  the  possibility  of  an  endometrio- 
pathic  condition,  which  may  allow  the  ovary 
to  regain  its  responsive  power  once  the  dis- 
ordered ovario-endometrial  system  is  right- 
ed. Finally,  if  it  is  evident  that  salvage  will 
not  be  obtained,  substitutional  therapy  is 
undertaken  for  the  cosmetic  and  psychic 
benefits  to  be  derived. 

The  dosages  used  are: 

1.  Gonadotropic  trial : Day  five  through 
day  14  give  daily  intramuscular  injections 
of  400  U of  P.  M.  S.,  having  first  tested 
for  sensitivity  to  serum.  Day  15  through 
day  24  give  daily  intramuscular  injections 
of  500  lU  of  chorionic  gonadotropins  (con- 
taining L.H.).  If  there  is  bleeding  during 
the  treatments  the  injections  are  stopped; 
a biopsy  is  then  performed  within  12-18 
hours;  a progestational  endometrium  indi- 
cates a specific  response. 

2.  Priming  doses:  Estrone  sulfate,  3.75 
mg.  per  day  orally,  day  five  through  day 
25 ; and  progesterone,  10  mg.  intramuscu- 
larly daily  from  day  15  through  day  25. 
This  is  continued  until  the  occurrence  of 
regular  menstruation  and  a significant  de- 
gree of  uterine  hyperplasia  is  obtained ; 
then  the  trial  of  gonadotropic  cyclic  dosage 
is  used  as  in  “1”  above. 

3.  When  these  fail,  as  they  usually  will, 
replacement  therapy  is  instituted.  This 
may  close  the  epiphyses  and  accomplish 
some  secondary  sex  character  maturation, 
to  the  patient’s  considerable  satisfaction.  If 
some  uterine  growth  is  thus  achieved,  the 
response  of  the  ovary  to  gonadotropins  may 
still  change;  the  dosages  are  the  same  as 
those  used  for  priming. 

B.  Treatment  of  secondary  ovarian  fail- 
ure : 

As  far  as  conception  is  concerned  this  is 
the  most  hopeful  type.  Ovulation  is  accom- 
plished, when  successful,  by  the  use  of  the 
“one  or  two  cyclic  gonadotropic”  schedule. 


with  the  same  dosage  as  above.  The  resto- 
ration of  ovulation  and  luteal  function  is 
rarely  more  than  temporary ; the  treatment 
is  onerous  and  expensive.  For  these  rea- 
sons gonadotropic  therapy  is  usually  limited 
to  attempts  at  pregnancy.  It  is  not  given 
for  more  than  two  cycles  consecutively,  al- 
lowing for  two  or  three  months  rest  periods 
between  treatment  series  to  avoid  the  pro- 
duction of  antibodies  to  the  foreign  protein 
in  the  P.  M.  S. ; for  the  latter  reason  also 
the  patient  is  skin-tested  for  sensitivity  be- 
fore each  series. 

If  the  fault  is  endometriopathic,  the  pa- 
tient is  maintained  on  estrogen  and  pro- 
gesterone substitution  dosage,  and  occa- 
sional gonadotropic  trials  at  pregnancy  are 
employed  as  previously  described.  Actual- 
ly, the  use  of  any  such  dosage  figures  as 
have  here  been  recommended  is  a stab  in 
the  dark,  for  every  patient  has  different  re- 
ciuirements.  This  therapy  should  be  discon- 
tinued as  soon  as  it  becomes  apparent  that 
no  response  is  forthcoming,  remembering 
that  glands  can  be  depressed  by  the  admin- 
istration of  their  own  secretions.  It  is 
claimbed  by  Hamblen  that  51  per  cent  of 
young  women  with  this  type  of  anovulatory 
failure  yielded  specific,  although  tempo- 
rary, responses  to  the  gonadotropic  therapy 
described.  If  there  is  no  response  it  is 
recommended  that  a cycle  be  skipped  and 
therapy  started  in  the  next  cycle  using  1000 
I U of  the  gonadotropes  as  a daily  dosage. 
Should  such  strong  measures  “force”  a 
pregnancy,  there  is  found  a marked  ten- 
dency to  early  abortion,  which  must  be  cir- 
cumvented by  adequate  doses  of  progester- 
one (10)  mg.  three  times  a week)  until  past 
the  point  of  viability  of  the  fetus.  Some  au- 
thors prescribe  the  simultaneous  use  of 
10,000  rat  units  per  day  of  estradiol  ben- 
zoate, three  times  weekly. 

In  a review  of  five  years’  results  with  go- 
nadotropic therapy,  Hamblen  and  Davis  re- 
port achievement  of  pregnancies  in  20.3  per 
cent  of  their  patients  suffering  from  ovari- 
an sterility. 

Sterility  resulting  from  early  or  late  pri- 
mary ovarian  failure  has  a very  poor  out- 
look for  salvage,  but  it  is  in  these  condi- 
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tions  that  prophylaxis  can  play  a great  part. 
Much  of  the  early  type  is  preventable  by 
proper  attention  to  the  menstrual  behavior 
and  endocrine  and  constitutional  status  of 
the  girl,  since  a slight  deficiency  later  be- 
coming a major  threat  to  fertility  can  often 
be  easily  managed  during  adolescence.  Oth- 
er measures  helpful  in  avoiding  late  pri- 
mary failure  are  the  teaching  of  intelligent 
sex  hygiene,  control  of  venereal  disease, 
premarital  advice,  including  practical  in- 
struction in  contraceptive  methods,  and  the 
avoidance  of  all  unnecessary  pelvic  opera- 
tions. Although  there  is  a great  deal  of 
Value  in  attention  to  such  factors,  by  far 
the  most  arresting  possibilities  are  in  the 
endocrine  aspects  of  sterility. 

For  several  centuries  this  absorbing 
quest  into  the  nature  and  manner  of  action 
of  the  hormones  involved  in  fertility  has 


made  its  halting  way  by  dint  of  the  thous- 
ands of  small  but  important  contributions 
of  individual  workers  in  the  basic  sciences, 
clinical  medicine,  gynecology  and  endocrine 
chemistry;  laborious  extractions  of  secre- 
tions from  animal  sources  gives  way  little 
by  little  to  laboratory  syntheses  of  potent 
imitations  of  the  original  product.  During 
the  last  25  years  the  progress  has  been  tre- 
mendous, but  the  frontier  for  research  in 
endocrinology  shows  no  signs  of  disappear- 
ing ; it  recedes  and  broadens  with  every  new 
discovery. 

Space  would  not  permit  the  piihlishing  of  over  1.50 
references  to  this  article  ; any  one  interested  in  consulting 
the  l)ihliography  may  ol)tain  it  from  the  office  of  the 
journal. 

I wish  to  express  my  gratitude  to  Dr.  B.  B. 
Weinstein  for  his  invaluable  aid  in  selection  of 
literature  and  suggestions  for  the  plan  of  this 
paper. 
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THE  AMERICAN  MEDICAL  ASSOCIA- 
TION MEETING  IN  ATLANTIC  CITY 

It  is  said  that  the  recent  meeting  of  the 
A.  M.  A.  held  the  first  part  of  June  was  the 
largest  that  has  ever  been  held  by  the 
organization.  The  , final  figures  were  un- 
obtainable when  we  left  this  seashore  city 
but  the  list  of  registrants  was  still  behind 


time  in  the  publication  of  the  Association’s 
daily  bulletin.  The  convention  in  many  ways 
was  comparable  to  a three  ring  circus. 
There  was  the  enormous  crowd,  there  were 
innumerable  activities  and  everybody 
seemed  to  be  thrilled  and  excited  about  the 
whole  thing. 

The  opening  two  days  proved  very  profit- 
able and  were  well  liked  by  the  attendants. 
There  were  hour  or  less  talks  delivered  by 
prominent  doctors  both  from  this  country 
and  from  abroad.  The  list  of  distinguished 
guests  from  other  nations  was  quite  im- 
pressive. 

The  scientific  assembly  as  per  usual  was 
extremely  well  attended  and  always  there 
seemed  to  be  large  crowds  about  the  more 
important  exhibits.  The  scientific  assembly 
is  well  worth  a trip  to  any  meeting  of  the 
A.  M.  A.  Nowhere  that  I know  of  is  there 
such  a concentrated  mass  of  scientific  ma- 
terial made  readily  interpretable  and  with 
the  exhibitors  prepared  to  answer  questions 
or  to  make  clear  any  detail  that  might  not 
be  entirely  lucid. 

A word  must  be  said  about  the  commer- 
cial exhibits.  It  is  the  commercial  exhibits 
that  help  to  meet  the  enormous  expenses 
that  necessarily  occur  with  this  meeting. 
These  exhibits  are  well  worth  while.  The 
physician  can  browse  amongst  the  newest 
books  of  medical  publishers  throughout  the 
country;  he  can  learn  about  the  latest  in 
drug  therapy;  he  can  see  the  remarkable 
scientific  advances  made  by  some  of  the 
pharmaceutical  houses  and  food  manufac- 
turers; and  he  can  view  the  very  latest  in 
the  field  of  surgical  instruments. 

The  regular  section  meetings  held  the 
latter  part  of  the  week  were  also  remark- 
ably well  attended.  The  enormous  lecture 
hall  in  the  largest  auditorium  in  the  United 
States  which  was  occupied  by  the  Section 
on  Medicine  was  filled  with  each  meeting. 
Another  very  popular  feature  was  the  panel 
discussion  of  certain  aspects  of  diseases, 
their  cure  and  their  management  in  gen- 
eral. They  were  just  about  as  popular  as 
any  one  feature  of  the  meeting. 

All  in  all  it  well  repays  a man  to  attend 
the  annual  session  of  the  A.  M.  A.  This  be- 
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ing  the  centennial  year  probably  there  were 
a few  more  attendants  than  there  might 
otherwise  have  been  but  nevertheless  the 
session  undoubtedly  would  have  been  very 
large.  Meetings  are  getting  so.  big  that  there 
are  only  one  or  two  cities  that  can  hold 
them  conveniently.  Next  year  the  annual 
meeting  will  be  held  in  Chicago,  the  follow- 
ing year  the  organization  will  return  to 
Atlantic  City  and  the  succeeding  year  it 
will  be  on  the  Pacific  Coast,  either  San 
Francisco  or  Los  Angeles  whose  citizens  are 
promising  to  build  a large  auditorium. 

o 

A.  M.  A.  HONORS  LOUISIANIANS 
The  far  South  and  the  State  of  Louisiana 
have  reason  to  feel  proud  of  two  of  its  medi- 
cal profession.  Both  of  these  doctors  have 
lived  all  their  lives,  until  they  completed 
their  medical  course,  not  far  from  the 
banks  of  the  Mississippi  and  they  have  both 
of  them  the  traditions  of  the  Creoles.  It 
just  so  happens  that  the  proof  of  the  first 
statement  lies  in  the  fact  that  the  two 
highest  honors  for  scientific  work  exhibited 
at  the  A.  M.  A.  meeting  were  given  to  Dr. 
George  E.  Burch  who  received  the  Gold 
Medal  and  Dr.  Guy  Faget  to  whom  was 
awarded  the  Silver  Medal,  the  second  prize. 
Dr.  Burch  is  the  son  of  a well  known  coun- 
try doctor  who  for  many  years  practiced 
at  Edgard,  Louisiana.  Burch  is  a typical 
local  product,  in  fact  up  until  the  time  he 
graduated  or  shortly  thereafter  he  had 
never  been  out  of  the  State  of  Louisiana. 
The  second  award  was  given  to  Dr.  Faget, 
another  member  of  a family  that  has  been 
well  known  in  medicine  for  many  years.  Dr. 
Faget,  in  collaboration  with  Dr.  Erickson, 
had  a perfectly  beautiful  exhibit  of  the 
effect  of  the  sulfones  in  the  treatment  of 
the  leprous  patient.  Dr.  Faget’s  family  is 
steeped  in  medical  tradition.  One  of  his 
grandfathers  was  a doctor,  as  was  an  uncle. 
He  was  one  of  three  boys  who  entered  Tu- 
lane  Medical  School  many  years  ago  and 
graduated  with  excellent  records.  The  three 
Doctors  Faget  all  entered  the  Public  Health 
Service,  two  of  them  are  still  in  the  serv- 
ice, one  has  resigned  and  is  practicing  in 
New  Orleans. 


We  want  to- congratulate  our  two  local 
representatives  on  obtaining  the  two  high- 
egt'honors  in  the  scientific  exhibit.  Ijt  may 
not  be  inappropriate  to  add  that  of  the  four 
honorable  mentions,  one  of  them  was  given 
to  the  exhibit  of-Dr!- 'Champ  Lyons  and  his 
grotip  at  TdTand".''" 

It  might  give  pride  to  Tulane  Alumni  to 
know  that  both  Burch  and  Faget  are  grad- 
uates of  Tulane  Medical  School. 

o 

NEW  PROFESSOR  OF  SURGERY 
AT  L.  S.  U. 

We  are  extremely  sorry  to  hear  of  the 
retirement  of  Dr.  Urban  Maes  as  Professor 
of  Surgery  and  head  of  the  Department  of 
Surgery  at  L.  S.  U.  Dr.  Maes  has  been 
appointed  Professor  Emeritus.  We  are  de- 
lighted indeed  with  the  selection  of  Dr. 
James  D.  Rives  as  Professor  and  head  of 
the  Department  of  Surgery  to  succeed  Dr. 
Maes.  Dr.  Rives  is  very  well  known 
amongst  our  local  medical  profession  for 
his  surgical  accomplishments.  He  is  a man 
of  charm  and  highest  intelligence  who  has 
always  been  willing  to  help  out  a brother 
practitioner  in  distress.  We  look  forward 
to  a highly  successful  term  of  office  for 
this  outstanding  surgeon  and  surgical  in- 
vestigator. 

o 

MEDICAL  USE  OF  RADIOACTIVE 
ISOTOPES 

In  the  review  section  of  the  American 
Journal  of  Medical  Sciences  there  is  an  ex- 
cellent article^  on  the  medical  use  of  radio- 
active isotopes  in  hematologic  disturbances 
and  neoplasms.  It  is  far  from  the  intention 
of  the  writer  of  this  editorial  to  suggest 
that  he  knows  very  much  about  radioactive 
isotopes.  An  isotope  refers  to  forms  of  the 
same  element  having  different  atomic 
weights.  It  is  almost  unbelievable  and  be- 
yond the  imagination  of  man  that  neutrons 
can  be  forced  into  nuclei  of  some  atoms, 
producing  a new  atomic  weight  for  the  ma- 
terial and  yet  this  particular  element  is 
chemically  identical  with  its  prototype  that 
is  not  radioactive.  The  radioactive  isotope 
decays  with  a varying  degree  of  rapidity 
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and  the  figures  are  astronomical.  In  the 
instance  of  radiophosphorus,  35  of  every 
million  atoms  are  changed  to  stable  sulfur 
spontaneously  each  minute.  Some  of  the 
periods  of  “half  life”  are  in  seconds,  others 
are  in  the  terms  of  innumerable  decades. 
The  atom  is,  needless  to  state,  extremely 
small  but  radioactivity  of  an  isotope  in 
terms  of  millicuries  is  again  in  figures  al- 
most unbelievable.  A millicurie  is  the 
amount  of  radioactivity  that  has  been  pro- 
duced by  disintegration  of  37  million  atoms 
per  second  while  one  microcurie  is  one  one- 
thousandth  of  one  millicurie. 

In  the  treatment  of  disease  of  the  blood 
and  hematopoietic  system  great  hopes  were 
held  that  this  radioactive  material  might  be 
of  tremendous  help  in  curing  all  diseases 
in  which  the  bone  and  bone  marrow  are 
primarily  affected.  Unfortunately  this  has 
not  been  the  case.  The  one  disease  that  has 
yielded  most  favorably  is  polycythemia  vera 
but  after  all  this  is  a disease  which  is  rel- 
atively rare  and  because  of  its  rarity  is  of 
no  particular  significance  or  importance. 
In  leukemia  the  results  have  not  been  par- 
ticularly satisfactory.  The  isotope  is  some- 
what easier  to  take  than  radiation  therapy 
and  in  some  respects  might  prove  a useful 
adjunct  to  the  treatment  with  x-ray,  but  on 
the  whole  the  tremendous  furor  which  was 
created  a few  years  ago  about  this  remark- 
able substance  which  would  cure  leukemia, 
Hodgkin’s  disease  and  lymphoblastoma  has 
not  eventuated,  so  that  once  again  we  are 


placed  in  a position  where  a therapeutic 
agent  was  popularized  to  too  great  an  ex- 
tent by  the  press.  Hope  was  held  out  to  the 
sufferers  of  leukemia  if  they  could  just  get 
hold  of  some  radiophosphorus  the  disease 
would  be  cured.  Such  has  not  been  the  case 
to  the  sorrow  and  disappointment  of  in- 
numerable sufferers. 

The  second  very  short  review  has  to  do 
with  radio-iodine  and  the  thyroid  by  F. 
Raymond  Keating,  Jr.-  Here  the  isotope  has 
proved  of  particular  value  in  studying  the 
normal  and  the  abnormal  thyroid  gland  but 
when  radioactive  iodine  was  first  brought 
out  it  was  felt  that  it  would  be  possible  to 
control  without  difficulty  individuals  who 
have  cancer  of  the  thyroid  gland.  Unfor- 
tunately this  has  not  been  substantiated 
after  careful  clinical  trial.  On  the  other 
hand,  it  is  interesting  to  note  that  in  a very 
few  instances  the  effect  has  been  not  on  the 
thyroid  gland  itself  but  on  the  distant  met- 
astases,  more  particularly  the  bony  met- 
astatic lesions.  This  form  of  treatment  is 
certainly  sufficiently  suggestive  to  warrant 
a continuation  of  the  use  of  radio-iodine 
in  malignant  inoperable  lesions  of  the  thy- 
roid. 

1.  Hall,  B.  E.,  and  Watkins,  C.  H.:  The  medical 
use  of  radioactive  isotopes.  I.  Radioactive  isotopes 
in  hematologic  disturbances  and  neoplasms.  Am. 
J.  Med.  Sci.,  213:621,  1947. 

2.  Keating,  F.  Raymond,  Jr.;  The  medical  use 
of  radioactive  isotopes.  II.  Radio-iodine  and  the 
thyroid.  Am.  J.  Med.  Sci.,  213:628,  1947. 


ORGANIZATION  SECTION 

Thfe  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contri- 
bute to  the  understanding  and  fortification  of  our  Society. 


An  informed  profession  should  be  a 

SENATE  BILL  545 
Immediately  following  the  1947  meeting 
of  the  House  of  Delegates  of  the  State  So- 
ciety the  President,  Dr.  Gilbert  C.  Ander- 
son, appointed  a special  committee  com- 
posed of  Dr.  J.  P.  Sanders,  Chairman,  and 
Drs.  Guy  R.  Jone^  and  W.  P.  D.  Tilly,  to 
prepare  a brief  on  Senate  Bill  545  for  pres- 
entation at  the  hearings  on  this  bill  in 


wise  one. 

Washington.  Such  a brief  was  submitted  to 
the  Executive  Committee  on  May  31  and 
after  discussion  of  the  matter  as  presented, 
the  special  committee  with  the  chairman 
of  the  Congressional  Committee,  the  first 
vice-president,  in  the  absence  of  the  presi- 
dent, and  the  secretary,  revised  the  brief  to 
meet  the  wishes  of  the  executive  Committee. 
This  brief,  in  its  final  form,  is  printed  in 
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this  section  of  the  Journal  so  that  all  mem- 
bers of  the  Society  may  be  familiar  with 
the  stand  the  organization  has  taken  in 
reference  to  this  legislation.  It  is  felt  that 
the  special  committee  presented  the  bill  in 
an  excellent  manner  to  the  Committee  on 
Labor  and  Public  Welfare,  before  whom  the 
hearings  were  held,  and  comment  carried 
in  the  bulletin  from  the  Council  on  Medical 
Service  of  the  American  Medical  Associa- 
tion concerning  this  appearance  will  be 
found  immediately  following  copy  of  the 
brief. 

BRIEF  BY  THE  LOUISIANA  STATE  MEDI- 
CAL SOCIETY  BEFORE  THE  COMMITTEE 
ON  LABOR  AND  PUBLIC  WELFARE 
UNITED  STATES  SENATE 
HEARINGS  ON  S.  545 

NATIONAL  HEALTH  BILL 
Submitted  by 
DR.  GUY  R.  JONES 
DR.  W.  P.  D.  TILLY 
DR.  J.  P.  SANDERS 
June  6,  1947 

OUR  STAND  TOWARD  THE  PRESENT 
LEGISLATION,  S.  545 

Senate  Bill  545  concentrates  all  the  health 
activities  of  the  Federal  Government  under  one 
head.  We  believe  that  this  is  an  important  change 
because  it  co-ordinates  all  the  activities  and  pre- 
vents duplication  of  efforts.  It  will  produce  econ- 
omy in  the  long  run  and  will  be  responsible  for  the 
activities  in  one  department.  We  believe  that  health 
is  so  important  that  the  Administrator  should  be 
on  a cabinet  level.  We  thoroughly  agree  that  the 
.Administrator  should  be  a native  born  citizen  of 
the  United  States,  who  is  a practitioner  of  allo- 
pathic medicine,  with  an  experience  of  at  least 
five  years  practice  in  a rural  community  or  town 
of  five  thousand  or  less.  We  believe  that  a general 
practitioner  gets  closer  to  his  patients  than  the 
specialist  and,  consequently,  would  have  a greater 
understanding  of  the  needs  of  the  people.  We  be- 
lieve that  the  Surgeon  General  of  the  Public 
Health  Service,  the  Directors  of  the  Medical  and 
Hospital  Care  Services,  Maternal  and  Child  Wel- 
fare Services  should  also  be  similarly  qualified. 
We  strongly  recommend  that  the  medical  care  serv- 
ice be  kept  in  the  hands  of  the  local  communities 
to  be  served.  Tbe  communities,  including  their  doc- 
tors, know  the  communities’  needs.  Many  of  them 
are  working  on  these  needs  and  with  a little  help, 
properly  placed,  can  solve  their  own  problems  bet- 
ter than  they  can  be  solved  by  anyone  else  in  the 
world.  In  the  event  of  disagreement  between  the 
local  community  and  state  agency,  appeal  can  be 
made  by  the  community  to  the  Administrator. 


LOUISIANA’S  CONTRIBUTION  TO 
MEDICAL  CARE 

This  brief  on  Senate  Bill  545,  the  National 
Health  Bill,  is  presented  for  the  Louisiana  State 
Medical  Society,  representing  a total  membership 
of  1,659  doctors  out  of  a total  of  2,507  registered 
in  the  State  of  Louisiana.  We  are  responsible  for 
the  medical  care  of  the  people  of  the  State  of  Lou- 
isiana which  has  a population  of  around  two  and 
one-half  m'illion  people. 

Louisiana  has  contributed  to  a large  extent  to 
the  present  status  of  the  high  standard  of  medical 
practice  in  the  United  States.  It  is  the  home  of 
two  great  medical  schools,  Tulane  University  Medi- 
cal School  and  Louisiana  State  University  Medical 
School.  These  two  schools  have  trained  some  of  the 
great  medical  men  of  our  time.  Louisiana  has  a 
total  of  167  hospitals,  both  general  and  special, 
with  a bed  capactiy  of  9,227. 

Our  State  Medical  Society  was  organized  sixty- 
seven  years  ago  and  has  constantly  stood  for  the 
highest  type  of  medical  practice.  Through  its  medi- 
ical  schools,  hospitals,  medical  conventions  and 
societies,  Louisiana  has  tried  to  train  its  doctors 
on  the  highest  plane  possible.  Through  these  same 
organizations  we  have  tried  to  keep  our  skirts 
clear  of  many  of  the  isms  that  have  crept  into 
other  states.  As  time  has  progressed  we  have  tried 
to  improve  accordingly.  We  have  cooperated  with 
the  Government  and  many  other  lay  groups  in 
keeping  the  practice  of  medicine  free.  We  believe 
that  patients  get  better  treatment  under  the  Amer- 
ican plan  of  the  present  doctor-patient  relationship 
than  under  any  other  system  in  the  world.  We  are 
willing  to  vary  that  plan  by  the  trial  and  error 
method  whenever  it  seems  feasible  to  do  so. 

LOUISIANA  IS  ATTEMPTING  TO  GIVE  GOOD 
MEDICAL  CARE  TO  ALL  ITS  PEOPLE 

Economically  people  fall  in  three  general  classes 
so  far  as  medical  care  is  concerned : 

1.  The  well-to-do  or  rich. 

2.  The  marginal  group. 

3.  The  indigent. 

The  first  group  of  people,  the  well-to-do  or  rich, 
are  financially  able  to  take  care  of  themselves 
and,  therefore,  need  no  help  or  guidance. 

The  third  group,  the  indigent,  is  very  well  taken 
care  of  in  Louisiana  through  our  system  of  Charity 
Hospitals,  Charity  Clinics,  Department  of  Public 
Welfare  and  many  other  social  agencies.  Louisi- 
ana has  seven  Charity  Hospitals  with  a bed  capa- 
city of  4,808  for  care  of  indigent  alone.  There  are 
additional  beds  for  indigents  in  private  hospitals 
throughout  the  state.  These  Charity  Hospitals  are 
strategically  situated  in  different  portions  of  the 
state.  They  are  in  close  enough  proximity  that 
most  any  indigent  person  can  be  carried  there  in 
a short  period  of  time.  These  hospitals  are  well 
equipped  with  x-ray,  clinical  and  pathological  lab- 
oratories, physiotherapy  department,  nursing 
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schools,  graduate  nurses  and  technicians  and  a well 
trained  medical  staff  that  can  take  care  of  any  of 
their  medical  needs. 

The  second  group,  the  marginal  group,  is  the 
one  about  which  we  are  greatly  concerned.  We 
must  remember  that  many  of  our  great  leaders 
have  come  and  are  coming  from  this  marginal 
group.  In  our  eagerness  to  help  them  solve  their 
problems  we  should  not  deprive  them  of  the  initia- 
tive that  may  later  make  them  leaders  in  industry, 
the  professions,  or  in  politics.  We  must  give  such 
help  in  such  a way  that  it  will  stimulate  their 
initiatives  but  will  not  hamper  their  progress. 
The  marginal  group  to  a large  extent  covers  four 
classes  of  people; 

1.  Most  all  farmers,  particularly  the  small  oper- 
ators. 

2.  Large  families  who  have  moderate  incomes. 

3.  Small  families  with  moderate  incomes  who 
have  unusual  responsibility  for  some  reason 
or  other. 

4.  Those  with  definite  low  incomes  because  of 
their  own  inefficiency  or  otherwise. 

Most  individuals  in  this  group  are  very  independ- 
ent. They  want  the  better  things  of  life  but  they 
want  to  pay  for  them.  They  detest  charity.  The 
farmers  in  particular  are  the  most  independent 
people  in  the  world  and  that  largely  is  the  reason 
they  are  farmers  even  in  spite  of  their  low  income. 
The  farmers  are  developing  cooperatives,  both  pro- 
ducers and  consumers,  in  order  to  help  themselves. 
These  include  medical  services  in  many  instances. 
Hospitalization  insurance,  particularly  the  Blue 
Cross  plan,  is  well  developed  in  Louisiana.  The  low 
income  groups  are  particularly  interested  in  this 
type  of  insurance  to  take  care  of  those  catastrophic 
illnesses  which  all  too  often  ruin  the  marginal 
family. 

The  Louisiana  State  Medical  Society  has  been 
working  on  a prepayment  medical  service  for  three 
years  and  was  able  to  start  issuing  policies  in 
November,  1946.  The  Louisiana  Physicians  Service 
is  the  insurance  company  organized  and  operated 
by  the  Louisiana  State  Medical  Society.  To  date 
(seven  months)  over  15,000  policies  have  been 
sold  in  groups  alone.  The  policy  is  planned  to  take 
care  of  catastrophic  illnesses  such  as  surgery,  ob- 
stetrics and  certain  types  of  laboratory  and  x-ray 
examinations.  Later  we  hope  to  take  care  of  all  the 
medical  care  of  policy  holders.  Over  seventy-five 
per  cent  of  all  the  doctors  in  Louisiana  have  al- 
ready agreed  to  take  care  of  the  marginal  group 
for  the  nominal  fee  provded  in  this  policy.  The 
people  are  cooperating  in  this  prepayment  medical 
plan.  It  is  the  American  way  of  solving  an  Ameri- 
can problem. 

The  Louisiana  State  Medical  Society  has  a very 
active  Committee  on  Rural  Medical  Service.  It  is 
composed  of  five  physicians  located  in  different 
portions  of  the  state.  At  our  state  convention  held 


in  New  Orleans  four  weeks  ago  this  committee  was 
given  broad  powers  to  cooperate  with  the  Farm 
Bureau,  Rural  Hospital  Service  and  other  interr 
ested  groups  to  improve  rural  medical  care  in  the 
State  of  Louisiana.  We  are  encouraging  general 
practitioners  to  settle  in  rural  areas.  We  are 
working  with  the  State  Hospital  Council  in  locating 
rural  hospitals  at  strategic  areas  in  the  rural  com- 
munities as  provided  for  under  the  Hill-Burton 
Bill.  The  Rural  Health  Committee  of  Louisiana 
is  anxious  to  see  rural  people  obtain  just  as  ade- 
quate medical  care  as  the  people  of  urban  areas. 

MEDICAL  CARE  IS  EXPENSIVE 

The  cost  of  good  medical  care  has  become  ex- 
pensive not  because  the  doctors  want  it  but  because 
the  patient  demands  it.  The  patient  is  not  satisfied 
to  go  into  a doctor’s  office  for  him  to  take  his  blood 
pressure,  temperature,  look  at  his  throat,  listen  to 
his  heart  and  write  one  or  two  prescriptions  and 
let  him  go.  The  average  patient  would  say  that 
this  is  poor  medical  care.  The  average  patient  who 
now  goes  to  a doctor  for  a complete  checkup  re- 
quires : 

1.  A complete  medical  history. 

2.  A complete  physical  examination. 

3.  Laboratory  examinations  whenever  necessary 
of  the  blood,  urine,  stool,  secretions  of  the 
body,  blood  chemistry  and  many  special  ex- 
aminations that  may  be  required. 

4.  An  x-ray  examination  of  any  or  all  parts 
of  the  body  that  might  be  involved. 

5.  Heart  tracings  are  frequently  demanded  by 
patients  who  have  high  blood  pressure  or 
heart  disease. 

6.  Special  eye,  ear,  nose,  throat,  kidney,  stom- 
ach, rectal  and  other  examinations  may  be 
required. 

All  of  this  means  that  the  patient  has  increased 
the  expense  of  his  examination  enormously  from 
that  which  was  required  fifty  years  ago.  First  of 
all,  the  physician  has  to  have  a well  equipped 
x-ray  and  clinical  laboratory  with  trained  tech- 
nicians and  nurses  to  operate  them.  More  space  is 
required  and  more  clerical  help  is  necessary.  The 
treatment  of  the  patient’s  condition  may  not  be 
so  expensive  after  he  has  been  diagnosed.  How- 
ever, many  cases  may  require  infusions,  transfu- 
sions, plasma  and  other  expensive  drugs  not  for- 
merly known  such  as  penicillin,  streptomycin,  et 
cetera.  We  might  as  well  try  to  get  our  patients 
to  go  back  to  the  horse  and  buggy  days  for  their 
transportation  as  to  take  them  back  for  cheap 
medical  care.  The  horse  and  buggy  cost  approx- 
imately $200,000,  the  old  Model  T could  be  bought 
for  around  $600.00  while  the  present  automobile 
will  cost  around  $1,500.00.  People  in  the  marginal 
group,  however,  require  an  automobile  in  which  to 
ride  in  spite  of  the  cost  and  also  they  want  modern 
medical  care  regardless  of  the  increased  cost.  None 
are  willing  to  go  back  to  the  horse  and  buggy  days. 
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Medical  practice  in  this  Country  has  progressed 
to  the  present  high  standard  under  the  American 
plan.  Whenever  any  attempt  is  made  to  regiment 
medical  practice  it  deteriorates. 

RECOMMENDATIONS 

1.  That  the  Administrator  should  be  a native 
born  citizen  of  the  United  States,  who  is  a 
practitioner  of  allopathic  medicine  with  an 
experience  of  at  least  five  years  practice  in 
a rural  community  or  town  of  five  thousand 
or  less. 

2.  That  the  qualifications  for  the  Surgeon  Gen- 
eral of  the  Public  Health  Service,  the  Direc- 
tors of  the  Medical  and  Hospital  Care  Serv- 
ices, Maternal  and  Child  Welfare  should  be 
the  same  as  those  of  the  Administrator. 

3.  That  any  appropriation  under  this  bill  be  a 
grant-in-aid  on  a community  level. 

CONCLUSION 

We  recognize  Senate  Bill  545,  with  alterations 
as  suggested  in  this  brief,  to  be  the  most  favorable 
bill  presently  offered  for  the  American  people  and 
the  medical  profession. 


Excerpt  from  Bulletin  No.  8 of  the  Council  on 


Medical  Service  on  the  American  Medical 
Association 

“There  came  from  the  Louisiana  State  Medical 
Society  Doctors  Guy  R.  Jones,  W.  P.  D.  Tilly  and 
J.  P.  Sanders,  who  stated  that  in  their  opinion 
this  bill  was  the  best  bill  presented  in  recent  years, 
both  to  the  public  and  to  the  medical  profession. 

“They  offered  several  suggestions  for  changes 
in  the  Bill  particularly  in  its  administration.  They 
suggested  that  the  administrator  of  the  Act  and 
the  Directors  of  the  different  departments  should 
be  practicing  physicians  and  experienced  in  gen- 
eral practice.  They  stated  that  the  general  practi- 
tioner was  closer  to  the  people  and  knew  their 
needs  better  than  men  in  the  specialties.  They  said 
that  any  grants  should  be  on  a community  basis 
and  that  the  Administration,  both  community  and 
state,  should  be  in  the  hands  of  laymen  and  doc- 
tors. 

“They  observed  that  this  Bill  was  intended  to 
take  care  of  that  large  group  of  people  of  marginal 
income.  It  was  pointed  out  that  many  leaders  in  all 
walks  of  life  came  from  this  group  and  that  any 
assistance  given  them  should  be  done  in  such  a 
way  that  it  would  not  hamper  their  initiative  or 
retard  their  progress.” 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


July  14, 


July  17, 

July  18, 
July  23, 
July  24, 


July  25, 
Aug.  4, 
Aug.  7, 


Joint  Scientific  and  Second  Quarterly 
Executive  Meeting,  Orleans  Parish 
Medical  Society,  8 p.  m. 

Medical  Toastmasters,  Hutchinson 
Memorial  Auditorium,  8 p.  m. 

Lakeshore  Hospital  Staff,  8 p.  m. 

Catholic  Physicians’  Guild,  8 p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  12  noon. 

DePaul  Sanitarium  Staff,  8 p.  m. 

Medical  Toastmasters,  Hutchinson 
Memorial  Auditorium,  8 p.  m. 

New  Orleans  Hospital  Dispensary  for 
Women  and  Children  Staff,  8 p.  m. 

Board  of  Directors,  Orleans  Parish 
Medical  Society,  8 p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  12  noon. 

Executive  Committee,  Baptist  Hospital, 
8 p.  m. 

Medical  Toastmasters,  Hutchinson 
Memorial  Auditorium,  8 p.  m. 


NEWS  ITEMS 

Dr.  Howard  Mahorner  addressed  the  Birming- 
ham Surgical  Society  in  Birmingham  on  May  26. 
He  spoke  on  the  surgical  significance  of  duodenal 
diverticula. 


Dr.  John  H.  Musser  was  recently  re-elected  (for 


the  twelfth  time)  president  of  the  Child  Welfare- 
and  Community  Health  Association. 


Dr.  Rudolph  Matas  was  the  principal  speaker  at 
the  Paul  Tulane  Day  Ceremonies  at  McAlister 
Auditorium,  May  10. 

Highlight  of  the  program  was  the  presentation 
of  a plaque  commemorating  the  occasion  to  Dr.. 
Matas,  one  of  the  oldest  living  graduates  of  Tulane 
University. 


Dr.  Lucy  Scott  Hill  and  Dr.  Sam  Nelken  were 
elected  to  membership  in  the  American  Psychiatric 
Association  at  its  103rd  annual  meeting  in  New 
York  City  recently. 

■ o 

LOUISIANA  HOSPITAL  ASSOCIATION 
Dr.  Lewis  E.  Jarrett  was  elected  president  of 
the  Louisiana  Hospital  Association  at  a meeting  of 
the  Association  in  Lafayette,  May  24. 

o 

CHANGES  IN  MEMBERSHIP  ROLLS 
During  the  month — 

Two  physicians  were  separated  from  military 
service — Dr.  Philip  B.  Johnson  and  Dr.  Albert  P, 
Spaar,  Jr.  Dr.  Johnson  was  removed  and  Dr. 
Spaar  was  transferred  to  intern  membership. 

Four  physicians  were  dropped  because  of  non- 
payment of  dues,  (three  active — Drs.  John  M.  Car- 
ter, J.  W.  Rosenthal,  and  Marvin  C.  Smith;  one 
associate — Dr.  Robert  P.  Vincent). 
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Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Ouachita 

Rapides 

Sabine 

Second  District 

Shreveport 

Vernon 


CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


LOUISIANA  STATE  UNIVERSITY 

The  School  of  Medicine,  Louisiana  State  Univer- 
sity, announces  the  following  appointments : 

James  D.  Rives,  formerly  clinical  professor  of 
surgery,  as  professor  and  head  of  the  Department 
of  Surgery.  Rives  succeeds  Urban  Maes,  who  has 
retired  and  has  been  appointed  professor  emeritus. 

Robert  L.  Simmons,  formerly  director  of  the 
Lauderdale,  Mississippi  Health  Unit,  as  associate 
professor  of  Public  Health  and  Preventive  Medicine 
on  a full-time  basis.  Simmons  succeeds  George  W. 
McCoy,  who  has  reached  the  age  of  retirement  and 
has  been  appointed  professor  emeritus. 

Joseph  A.  Danna  and  Narcisse  F.  Thiberge  have 
also  reached  the  age  of  retirement  and  have  been 
appointed  clinical  professors  emeritus  of  surgery 
and  medicine,  respectively. 

Sidney  S.  Chipman,  formerly  in  the  practice  of 
pediatrics  at  Norwalk,  Connecticut,  and  during  the 
past  year  a student  in  the  School  of  Public  Health, 
Yale  University,  as  associate  professor  of  pedi- 
atrics on  a full-time  basis.  Chipman  will  be  di- 
rector of  the  post  graduate  extension  program  in 
pediatrics  in  the  State  of  Louisiana  on  a joint  ap- 
pointment of  the  State  University  and  the  State 
Board  of  Health. 

Nelson  K.  Ordway,  formerly  instructor  in  pedi- 
artics,  Yale  University,  as  assistant  professor  of 
pediatrics  on  a full-time  basis. 

Edwin  S.  Kagy,  formerly  associate  in  Tropical 
Medicine  at  the  School  of  Medicine,  Tulane  Univer- 
sity, as  clinical  assistant  professor  of  medicine. 

Anthony  Failla,  formerly  resident  in  otolaryn- 
gology at  Charity  Hospital,  New  Orleans,  as  in- 
structor in  otolaryngology  on  a full-time  basis. 

Henry  C.  McGill,  formerly  intern  in  pathology 
at  Vanderbilt  University  Hospital,  as  assistant  in 
pathology. 


CHARITY  HOSPITAL 

A meeting  of  the  Medical  Division  of  Charity 
Hospital  Visiting  Staff  was  held  on  Tuesday,  June 
17  at  8 p.  m.  in  the  Auditorium  of  the  Hospital. 
The  program  was  as  follows:  Miliary  Tuberculo- 
sis: Response  to  Streptomycin  Therapy  by  Dr. 


Philip  B.  Johnson;  Bacterial  Endocarditis:  Two 
Cases  Requiring  Massive  Antibiotic  Therapy  by 
Drs.  Norman  S.  Gilbert  and  Carl  Gulotta. 


OFFICERS  OF  LAKESHORE  HOSPITAL 
At  a recent  meeting  of  the  staff  of  Lakeshore 
Hospital  Dr.  Earl  Conway  Smith  was  re-elected 
president.  Other  officers  who  were  also  re-elected 
include  Dr.  Robert  M.  Willoughby,  vice-president; 
Dr.  Alan  Leslie,  secretary-treasurer. 

The  members  of  the  Executive  Committee  in- 
clude Drs.  Robert  M.  Willoughby,  E.  D.  Matthews, 
L.  J.  O’Neal,  W.  P.  Bradburn,  Jr.,  Irvin  Cahen,  E. 
S.  Nelson,  J.  S.  Herring,  W.  C.  Rivenbark  and 
Harold  Kearney. 


AMERICAN  MEDICAL  ASSOCIATION 
MEETING 

The  following  is  a list  of  names  of  doctors  from 
Louisiana  who  attended  the  centennial  meeting  of 
the  American  Medical  Association  in  Atlantic 
City,  June  9-13,  1947. 

Alexandria:  Dr.  George  Vryonis. 

Caif^ille:  Dr.  P.  T.  Erickson. 

Franklin:  Dr.  D.  C.  Nelson. 

Lockport:  Dr.  Guy  R.  Jones. 

New  Iberia:  Dr.  W.  P.  D.  Tilly. 

New  Orleans:  Drs.  John  Adrian!,  Ruth  Aleman, 
J.  W.  Atkinson,  C.  A.  Bahn,  Elizabeth  Bass,  W. 

D.  Beacham,  O.  W.  Bethea,  C.  C.  Blakeney,  C.  L. 
Blumstein,  D.  C.  Browne,  G.  E.  Burch,  Edgar 
Burns,  A.  N.  Caine,  W.  B.  Clark,  E.  H.  Countiss, 

O.  P.  Daly,  J.  S.  D’Antoni,  M.  E.  DeBakey,  B.  J. 
De  Laureal,  J.  P.  Farrior,  V.  H.  Fuchs,  Manuel 
Garcia,  Grace  A.  Goldsmith,  G.  M.  Haik,  Kath- 
erine Havard,  Lucy  S.  Hill,  J.  K.  Howies,  Edgar 
Hull,  G.  G.  Johnson,  R.  A.  Katz,  A.  S.  Kiblinger, 

E.  L.  King,  M.  Lescale,  F.  L.  Loria,  M.  G.  Lynch, 
Champ  Lyons,  Rudolph  Matas,  Urban  Maes,  G.  G. 
McHardy,  J.  H.  Musser,  Evelyn  B.  Nix,  Alton 
Ochsner,  W.  J.  Otis,  William  Parson,  R.  V.  Platou, 

P.  Pizzolato,  C.  T.  Ray,  I.  L.  Robbins,  D.  A. 
Roman-Vega,  Dennis  Rosenberg,  P.  J.  Saleeby, 
D.  N.  Silverman,  W.  A.  Sodeman,  A.  J.  Sullivan, 


46 


Louisiana  State  Medical  Society  News 


W.  G.  Tabb,  P.  T.  Talbot,  G.  J.  Taquino,  B.  B. 
Weinstein,  and  G.  N.  Weiss. 

Ponchatmda  : Dr.  Glenn  T.  Scott,  Jr. 

Rayne:  Dr.  E.  C.  Faulk. 

Shreveport:  Drs.  Bodenheimer,  W.  H.  Brown- 
ing, M.  D.  Hargrove,  D.  B.  Snelling,  J.  D.  Talbot, 
and  H.  M.  Trifon. 

Sferlington : Dr.  B.  E.  Spencer. 


WEBSTER  PARISH 

The  Webster  Parish  Medical  Society  met  Tues- 
day, May  27,  at  7:30  p.  m.  at  Minden  Sanitarium 
at  Minden,  Louisiana.  Dr.  M.  W.  Hunter  of  Mon- 
roe, Louisiana,  talked  on  The  Diagnosis  and  Treat- 
ment of  Coronary  Occlusion. 


NEWS  ITEM 

Dr.  Roy  Carl  Young  of  Covington,  La.,  ad- 
dressed The  National  Association  of  Private  Psy- 
chiatric Hospitals  on  The  Role  of  the  Private 
Psychiatric  Hospitals  in  the  Treatment  of  Alco- 
holic Addiction,  at  its  Annual  Meeting  at  the 
Pennsylvania  Hotel,  New  York,  on  May  18,  1947. 

Dr.  Young  together  with  several  other  of  our 
local  psychiatrists,  attended  the  meeting  of  the 
American  Psychiatric  Association  from  May  19 
to  May  23,  1947. 


Dr.  George  M.  Haik,  Head  of  the  department  of 
Ophthalmology  at  Louisiana  State  University  pre- 
sented a paper  on  Intra-Ocular  Foreign  Bodies 
before  the  American  Medical  Association  at  its 
recent  meeting  in  Atlantic  City,  N.  J. 


Dr.  Rufus  Alldredge,  Assistant  Professor  of 
Clinical  Orthopedics  at  Tulane,  was  on  the  pro- 
gram of  the  American  Orthopetic  Association  at 
Hot  Springs,  Virginia. 


THE  AMERICAN  CONGRESS  OF 
PHYSICAL  MEDICINE 
This  organization  will  hold  its  twenty-fifth  an- 
nual scientific  and  clinical  session  September  2-6 
inclusive,  at  the  Hotel  Radisson,  Minneapolis. 
Scientific  and  clinical  sessions  will  be  given  the 
days  of  September  3,  4,  5 and  6.  All  sessions  will 
be  open  to  members  of  the  medical  profession  in 
good  standing  with  the  American  Medical  Associa- 
tion. For  information  concerning  the  convention, 
address  the  American  Congress  of  Physical  Medi- 
cine, 30  North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 


LOUISIANA  - MISSISSIPPI  OPHTHALMOLOGI- 
CAL  AND  OTOLARYNGOLOGICAL  SOCIETY 
The  Louisiana-Mississippi  Ophthalmological  and 
Otolaryngological  Society  held  its  annual  meeting 
at  The  Buena  Vista  Hotel,  Biloxi,  Mississippi,  on 
May  5,  1947. 

Dr.  George  Adkins  of  Jackson,  Mississippi,  Pres- 


ident of  the  Society,  presided  over  the  meetings. 
The  following  program  was  presented: 

The  Rhinoplastic'  Operation  and  the  Restoration 
of  Nasal  Function:  Dr.  Samuel  Fomon,  New  York 
City. 

Newer  Trends  in  the  Treatment  of  Ocular  Dis- 
eases: Dr.  Peter  C.  Kronfeld,  Chicago. 

The  J.  Raymond  Hume  Memorial  Address: 
Meniere’s  Disease:  Dr.  Henry  L.  Williams,  Ro- 
chester, Minn. 

Allergic  Problems  Seen  by  the  Ophthalmologist 
and  Otolaryngologist:  Dr.  Ralph  Bowen,  Houston, 
Texas. 

Dr.  Noel  Simmons  of  Alexandria,  Louisiana  was 
elected  President,  and  Dr.  Edley  H.  Jones,  of 
Vicksburg,  Mississippi  was  re-elected  Secretary. 
The  1948  Convention  will  be  held  in  New  Orleans, 
Louisiana. 


THIRD  AMERICAN  CONGRESS  ON 
OBSTETRICS  AND  GYNECOLOGY 
It  has  already  been  pointed  out  that  a magnifi- 
cent program  is  being  prepared  for  this  important 
meeting,  of  which  Dr.  Fred  L.  Adair  of  Chicago 
is  general  chairman  and  which  will  be  held  in  St. 
Louis  September  8-12.  Not  only  is  the  medical 
profession  to  be  represented  but  a recent  release 
has  come  to  the  journal  office  saying  that  an 
extensive  nursing  program  has  been  planned  for 
this  Third  American  Congress.  Women  in  the  nurs- 
ing field  from  all  over  the  country  are  scheduled 
to  appear  on  the  program. 


NEW  HOSPITAL  IN  METAIRIE 

Dr.  William  Kohlman  Gauthier,  Director  of  the 
New  Orleans-Metairie  Hospital  Foundation  an- 
nounced that  a 30  bed  general  hospital  will 
be  opened  in  the  latter  part  of  July  at  310  Codifer 
Boulevard,  Metairie.  Modern  colonial  architecture 
in  design,  the  building  incorporates  the  latest  facil- 
ities and  development  in  hospital  equipment,  in- 
cluding an  inter-communication  system  that  enables 
the  nursing  staff  to  be  in  constant  reach  of  indi- 
vidual patients.  The  hospital  is  so  constructed  that 
expansion  can  readily  be  made. 

The  building  is  the  only  one  in  the  New  Orleans 
Area  constructed  specifically  as  a private  hospital 
during  the  past  17  years,  although  the  population 
during  the  same  period  has  increased  from  390,000 
to  650,00  people. 

The  staff  of  the  hospital  will  be  organized  ac- 
cording to  the  rules  and  regulations  of  the  Amer- 
ican Medical  Society  and  the  American  Hospital 
Association.  The  organization  will  be  that  of  an 
open  staff  hospital  and  all  doctors  who  are  mem- 
bers of  local,  parish  or  state  medical  societies  are 
invited  to  utilize  its  facilities. 

Certification  as  an  accredited  hospital  by  the 
American  Hospital  Association  has  been  applied 
for.  Also  application  has  been  made  to  handle  in- 
digent cases  in  certain  circumstances. 
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INTERNATIONAL  COLLEGE  OF  SURGEONS 
A convocation  and  assembly  of  the  International 
College  of  Surgeons,  United  States  Chapter,  will 
be  held  in  Chicago  September  28-30-October  1-4. 
The  General  Chairman  of  the  meeting  is  Dr.  Ray- 
mond W.  McNealy.  An  excellent  program  will  be 
provided  for  those  who  plan  to  attend  this  meet- 
ing. 


MAJOR  GENERAL  BLISS  NEW 
SURGEON  GENERAL 

It  is  with  pleasure  that  we  read  of  the  an- 
nouncement of  Major  General  Bliss  being  appoint- 
ed the  new  Surgeon  General  of  the  U.  S.  Army 
Medical  Corps.  General  Bliss  is  a graduate  of 
Tufts  Medical  College,  he  entered  the  service  in 
1911  and  has  since  that  time  been  continuously 
with  the  Medical  Corps  of  the  Army.  General 
Bliss  has  had  many  important  assignments.  He  has 
been  Chief  of  Surgery  at  the  Sternberg  General 
Hospital,  Manila,  at  Fort  Sam  Houston  and  at 
William  Beaumont  General  Hospital,  El  Paso, 
Texas.  In  1943  he  was  made  Chief  of  Operations; 
a few  months  later  Assistant  Surgeon  General, 
in  which  capacity  he  served  until  June  1946,  when 
he  was  made  Deputy  Sui’geon  General. 

At  the  same  time  it  was  announced  that  Briga- 
dier General  George  E.  Armstrong  assumes  the 
duties  of  Deputy  Surgeon  General. 

Former  Surgeon  General  Kirk  retired  from 
active  duty  and  it  is  understood  will  practice  in 
New  York  City.  To  General  Kirk  should  go  very 
much  more  credit  than  apparently  has  been  given 
to  him  for  the  able  way  in  which  he  conducted 
the  Surgeon  General’s  Office  and  the  various  med- 
ical services  during  the  period  of  active  fighting. 
Every  student  of  the  Army  Medical  Corps  will 
appreciate  that  Kirk  did  a magnificent  job.  The 
tremendous  reduction  in  morbidity  and  mortality 
figures  show  that  Kirk  was  willing  to  assume  re- 
sponsibilities that  would  permit  of  the  medical 
profession  in  this  country  to  go  ahead  and  do  an 
unsurpassably  good  job  in  taking  care  of  the  sick 
and  wounded  soldier. 


DR.  LUCIEN  AMARON  LeDOUX 
A reprint  of  an  editorial  written  about  Dr. 
Lucien  A.  LeDoux  and  which  appeared  in  the 
Southern  Medical  Journal  a few  months  ago  has 
come  to  the  office  of  the  journal.  Dr.  LeDoux, 
as  the  reprint  points  out,  has  been  active  and  busy 
in  the  affairs  of  organized  medicine.  Furthermore, 
he  has  been  particularly  interested  in  the  South- 
ern Medical  Association,  of  which  he  is  now  pres- 
ident-elect. We  extend  to  Dr.  LeDoux  all  best 
wishes  for  a successful  tenure  of  office. 


CARE  OF  THE  HUNGRY 
CARE  is  a non-profit,  government-approved 
food  package  service  to  Austria,  Belgium,  Czecho- 
slovakia, France,  Finland,  Greece,  Hungary,  Italy, 


Norway,  the  Netherlands,  Poland,  Rumania,  the 
American,  British  and  French  zones  of  Germany 
plus  all  of  Berlin.  It  is  composed  of  twenty-seven 
major  welfare  agencies  concerned  with  sending 
aid  to  Europe.  It  has  been  termed  by  General 
Eisenhower,  a “personal  expression  of  internation- 
al goodwill.’’ 

The  CARE  food  package  contains  more  than 
twenty-one  pounds  of  meat,  fats,  sugar,  milk, 
flour,  chocolate,  coffee  and  other  essential  foods 
which  are  practically  unobtainable  in  Europe  to- 
day. Operating  through  agreements  with  the  Euro- 
pean governments,  CARE  guarantees  delivery  of 
its  parcels  ration-free,  duty-free,  tax-free. 

Total  cost  of  a CARE  food  package  is  $10. 
Orders  are  airmailed  to  the  designated  countries 
in  Europe  and  delivery  is  made  from  local  Euro- 
pean warehouses.  Individuals  and  organizations 
can  send  CARE  food  packages  to  friends  and 
relatives  in  Europe.  Orders  may  be  sent  to  CARE 
headquartes,  50  Broad  Street,  New  York  4,  N.  Y. 


NATIONAL  FOUNDATION  FOR  INFANTILE 
PARALYSIS,  INC. 

“Again  during  these  summer  months  outbreaks 
of  poliomyelitis  are  making  their  appearance  in 
many  sections  of  the  country.  Last  year  25,191 
cases  occurred  in  the  nation,  382  of  them  within 
this  state.  No  one  can  forecast  how  many  cases 
will  occur  this  year  or  how  badly  the  communities 
in  this  area  will  be  affected.  Medical  science,  un- 
fortunately, cannot  as  yet  prevent  an  epidemic  or 
even  one  case. 

“Physicians  in  this  area,  as  well  as  elsewhere, 
are  aware  of  the  multitude  of  problems  polio- 
myelitis presents.  Treatment  of  the  disease  is  apt 
to  be  prolonged  and  extremely  costly,  requiring 
the  services  of  many  specialists.  Too  often  the 
patient’s  family  looks  to  the  physician  for  advice 
and  guidance  far  beyond  the  immediate  problem 
of  medical  care. 

“In  times  such  as  these  it  is  helpful  to  physi- 
cians to  know  that  there  are  others  prepared  to 
share  these  troublesome  burdens.  In  addition  to 
making  possible  epidemic  aid,  education,  and 
scientific  research,  the  National  Foundation  for 
Infantile  Paralysis  is  pledged  to  assist  financially 
those  patients  who  require  such  help.  Through 
their  generous  contributions  to  the  March  of 
Dimes,  the  American  people  have  made  this  pos- 
sible. Hospital  bills,  salaries  for  physical  ther- 
apists and  nurses,  purchase  of  special  equipment, 
and  the  many  other  changes  which  may  comprise 
the  essentials  of  good  medical  care  may  be  paid 
for  by  the  Chapters  of  the  National  Foundation 
when  necessary.  Local  Chapters  of  the  National 
Foundation  are  scattered  throughout  the  United 
States.  There  is  one  in  or  near  your  own  com- 
munity. Your  local  health  department  can  furnish 
you  with  the  address  of  the  Chapter  nearest  you.” 
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THE  NUMBER  OF  BIRTHS  DURING  THE 
FIRST  QUARTER  OF  1947 
There  were  approximately  973,000  biiths  reg- 
istered in  the  United  States  in  the  first  three 
months  of  1947.  This  is  almost  50  per  cent  more 
than  the  number  of  births  registered  in  the  first 
three  months  of  1946,  and  it  is  29  per  cent  more 
than  the  number  recorded  the  first  quarter  of 
1943,  the  record  year  until  1946. 

The  death  rate  in  the  country,  according  to  the 
figures  of  the  National  Office  of  Vital  Statistics 
was  388,000,  comparable  with  the  first  quarter 
of  1946. 


PHYSICIANS  WANTED 
The  office  of  the  Journal  has  been  informed 
that  a physician  is  needed  for  general  practice  in 
Livingston,  Louisiana.  For  detailed  information 
communicate  with  Mr.  Sartwell  in  that  locality. 

A physician  is  wanted  by  the  Elizabeth  Sullivan 
Memorial  Hospital  in  Bogalusa.  For  detailed  infor- 
mation contact  Dr.  E.  E.  Lafferty  at  that  insti- 
tution. 


A physician  is  needed  in  Vacherie,  Louisiana. 
For  further  information  contact  Mr.  J.  Richard 
Haydel,  Adjutant,  The  American  Legion,  Wallace 
Post  No.  268,  Vacherie,  Louisiana. 


HEALTH  IN  NEW  ORLEANS 

The  Bureau  of  the  Census,  Department  of  Com- 
merce, reported  that  for  the  week  ending  May  17 
there  occurred  in  the  City  of  New  Orleans  145 
deaths.  Figures  are  not  available  as  to  racial  distri- 
bution of  these  deaths.  It  might  be  pointed  out,  how- 
ever that  there  were  25  more  people  dying  in  the 
city  than  the  previous  week  and  that  the  number  of 
infant  deaths  from  both  races  was  20.  The  follow- 
ing week,  which  terminated  May  24,  showed  a 
better  death  record  than  the  previous  week.  In 
this  week  there  were  134  deaths;  the  number  of 
infant  deaths  was  seven.  There  are  no  figures 
available  for  the  racial  distribution  of  these 
deaths  but  in  the  previous  week  the  figures  have 
become  available  and  show  that  96  of  the  deaths 
were  in  the  white  portion  of  the  population  and 
49  in  negroes.  There  was  a very  sharp  reduction 
in  the  number  of  deaths  amongst  the  citizenry 
of  New  Orleans  for  the  week  which  closed  May 
31,  only  93  deaths  being  reported,  61  of  which 
were  white,  32  negro  and  five  deaths  occurred  in 
children  under  one  year  of  age. 

There  was  a very  sharp  increase  in  the  death 
late  in  the  city  for  the  week  which  closed  June 
7.  The  increase  was  almost  50  per  cent  above 
that  of  the  previous  week.  Of  the  154  people 
who  expired  in  New  Orleans  100  were  white  and 
54  were  non-white.  Nine  of  the  deaths  occurred 
in  infants. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  which  ended  May  19,  the 
following  diseases  were  reported  in  numbers 
greater  than  10:  Tuberculosis  for  the  first  time  in 
a long  while  led  all  deaths  with  69  instances  re- 
ported, followed  by  hookworm  infestation  with 
59,  cancer  with  33,  measles  with  23,  influenza 
22,  unclassified  pneumonia  18,  malaria  17,  whoop- 
ing cough  16,  pneumococcic  pneumonia  14,  septic 
sore  throat  12,  other  forms  of  tuberculosis  and 
chickenpox  11  each.  During  this  period  of  time 
there  was  one  case  of  poliomyelitis  reported  which 
originated  in  this  state  and  one  case  which  was 
contracted  outside  the  state.  The  following  week, 
which  closed  May  17,  found  cancer  leading  the 
list  of  reportable  diseases  with  53  cases.  This  in 
turn  was  followed  by  34  cases  each  of  measles 
and  pulmonary  tuberculosis.  There  were  31  cases 
of  unclassified  pneumonia,  17  of  chickenpox,  13 
of  whooping  cough  and  11  of  pneumococcic  pneu- 
monia. There  were  no  cases  of  poliomyelitis  re- 
ported this  week  nor  were  there  any  unusual  or 
rare  diseases.  For  the  week  which  came  to  a 
close  on  May  24,  pulmonary  tuberculosis  again 
led  all  other  reportable  diseases  with  62  cases 
listed  at  the  Louisiana  State  Department  of 
Health.  Next  in  order  of  frequency  was  unclas- 
sified neumonia  with  29  cases,  cancer  and  whoop- 
ing cough  with  21  each  and  measles  with  19.  The 
only  unusual  disease,  at  least  for  these  days  and 
times,  was  a case  of  smallpox  discovered  in  Sa- 
bine Parish.  The  last  week  in  the  month  was  a re- 
markably healthy  week;  there  were  only  three  dis- 
eases reported  in  numbers  greater  than  10,  namely 
measles  with  27,  pulmonary  tuberculosis  with  19 
and  cancer  with  18. 


MONTHLY  MORBIDITY  FOR 
VENEREAL  DISEASES 
STATE  OF  LOUISIANA 
Month  Ending  April  30,  1947 


Total 

Total 

Total 

This 

Previous 

To  Date 

Month 

Months 

1947 

Chancroid 

43 

178 

221 

Gonorrhea 

1269 

3800 

5069 

Granuloma  inguinale 

19 

38 

57 

Lymphopathia  venereum 

7 

26 

33 

Syphilis 

949 

3040 

3989 
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BOND-A-MONTH 

The  following  article  is  published  at  the  request 
of  the  Treasury  Department,  U.  S.  Savings  Bonds 
Division. 

"CWLL  ON  SOME  DOCTORS,  SOX  . . .” 

The  apple-cheeked  investment  salesman,  freshly 
weaned  from  college,  sets  forth  in  the  world  with 
two  pieces  of  equipment — a brief  case  for  that 
dignified  look,  and  some  sound  advice  from  his 
elders. 
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“The  old-timers  in  stocks  and  bonds  slap  him  on 
the  back  and  give  him  the  advice  they  had  when 
they  were  young: 

“Go  call  on  some  doctors,  son.” 

It  is  sound  advice.  Doctors,  too  often,  are  good 
prospects  for  bluesky  investments.  When  it  comes 
to  slick  trading  in  securities,  they  haven’t  the 
time  to  investigate.  They’re  scientists,  analysts  of 
human  ailments,  artists  of  the  operating  room, 
travellers  in  the  night,  worriers,  dreamers,  think- 
ers and  curers.  But  not  financiers. 

Diagnose  an  illness?  Sure.  But  when  a thousand 
dollars  could  be  made  or  lost  on  a one-point 
change  in  Giltedge  Preferred,  they’re  busy;  a 
child's  appendix  has  ruptured. 

Buy  the  best  X-ray  machine  at  the  right  price? 
Probably.  But  skillfully  manipulate  industrial  in- 
vestments to  put  their  children  through  college? 
Or  to  take  care  of  the  family  when  the  old  ears 
are  not  so  sharply  attuned  to  the  stethoscope, 
hands  not  so  sure  on  the  scalpel?  Not  very  often. 

A doctor  is  a busy  man  and  a hopeful  one — 
hopeful  that  the  fees  will  take  care  of  the  future. 
True,  some  doctors  are  wealthy,  or  near  it.  To 
most,  wealth  is  just  something  someone  else  en- 
joys. But  many  doctors,  lulled  by  the  crowded 
waiting  rooms  which  went  hand-in-hand  with  the 
war-born  doctor  shortage,  figure  they’ll  be  pretty 
well  set  for  retirement,  the  way  fees  are  piling 
up. 

Yes,  the  doctor  needs  a “bullet-proof”  invest- 
ment, and  the  United  States  has  provided  it  in 
Savings  Bonds.  We  all  know  that,  but  just  to  make 
it  available  isn’t  enough. 

Most  doctors  need  something  more.  In  business 
matters  they  need  a string  tied  around  a finger. 
The  Government  is  offering  this  to  them  in  the 
new  Bond-a-M6nth  Plan.  Your  bank  ties  the 
string,  gives  it  a yank  every  month.  And  all  the 
doctor  has  to  do  is  leave  it  there.  Wilson  Mizner 
said:  “The  gent  who  wakes  up  and  finds  himself 
a success  hasn’t  been  asleep.”  As  to  planning  his 
future,  once  the  doctor  has  invested  in  Bond-a- 
Month,  he  can  give  all  his  attention  to  his  import- 
ant work. 

Before  getting  down  to  what  the  Bond-a-Month 
Plan  can  do  for  the  non-salaried  doctor,  let’s  take 
a look  at  some  of  the  facts  in  the  case  of  the 
average  practitioner.  He’s  busy,  more  of  late  than 
ever  before.  His  routine  is  hospital  calls,  perhaps 
an  operation  or  two,  office  hours,  house  calls, 
office  records,  telephoning,  more  calls  after  din- 
ner. Every  so  often  a baby  fails  to  realize  the 
doctor  has  a schedule,  or  someone  breaks  a leg, 
or  gets  measles.  Even  the  specialists  work  no  9- 
to-5  day. 

The  U.  S.  Department  of  Commerce  has  made 
studies  of  doctors’  incomes,  based  on  reports  of  a 
sample  of  tbe  129,000  men  and  women  in  private 
practice  in  1940.  The  studies  show  that  the  in- 


come rises  slowly  to  a maximum  in  the  early 
50’s  and  then  starts  dropping.  From  35  to  54  is 
the  real  money-making  period. 

At  35,  most  doctors  have  begun  to  pay  off  their 
starting-in-business  debts,  have  built  up  a small 
neighborhood  practice  and  are  becoming  known. 
Their  practice  grows  with  ability.  By  the  time  they 
are  54,  other  doctors,  young  and  vigorous,  have 
come  in  with  new  methods,  machines,  theories. 
They  make  inroads  into  the  established  practice 
of  the  veteran.  The  older  man  no  longer  so  will- 
ingly drives  out  into  the  country  on  sick  calls. 
Office  hours  are  shaved  a little  at  the  start  and 
the  end  of  the  day.  There  are  fewer  operations. 

And  somehow,  without  the  doctor’s  really  know- 
ing why,  the  bank  balance  doesn’t  hold  up  the 
way  it  used  to. 

To  come  as  close  as  we  can  to  keeping  the  horse 
in  front  of  the  cart,  let’s  see  what  Bond-a-Month 
will  do  and  then  explain  why  this  is  the  solution 
to  the  doctor’s  problem  of  saving  for  future  secu- 
I'ity. 

Bond-a-Month  opens  systematic  saving  through 
Government  bonds  to  anyone  with  income  and  a 
checking  account  in  a bank.  Until  now  this  was 
available  only  through  Payroll  Savings.  It  oper- 
ates this  way: 

The  depositor  who  wishes  to  buy  a bond  each 
month  signs  a card  authorizing  the  bank  to  deduct 
the  purchase  price  from  his  checking  account.  The 
bank  issues  the  bonds  and  delivers  them  to  the 
customer  monthly.  The  periodic  bank  statement 
shows  payment  for  the  bonds. 

And  from  the  first  and  the  only  time  the  doctor 
signs  his  authorization  card,  he  has  nothing  else 
to  do  except  open  the  envelopes  the  bank  sends 
him  with  the  bonds  inside. 

What  does  the  doctor  need? 

1.  He  needs  some  sort  of  arrangement  for  his 
financial  future  because,  according  to  studies  of 
his  profession,  incomes  of  physicians  are  much 
more  responsive  to  change  in  the  national  income 
than  are  the  incomes  in  other  professions.  If  the 
national  income  drops  and  patients  no  longer  can 
afford  to  call  on  the  doctor  so  often  or  to  pay 
him  as  quickly,  a doctor’s  bankbook  will  feel  the 
change. 

2.  In  most  cases,  the  doctor  has  no  social  secu- 
rity or  pension  to  fall  back  on.  Thus,  he  needs 
something  to  serve  as  an  old-age  reserve. 

3.  He  needs  simplicity — an  arrangement  which 
does  not  call  for  continual  checking,  manipulating, 
buying  and  selling. 

4.  He  needs  safety.  He  cannot  afford  to  take 
the  risks  which  must  be  protected  by  constant 
market  vigilance,  by  buying  and  selling  strategi- 
cally. 

A savings  bond  plan  should  be  the  foundation 
upon  which  the  doctor  builds  his  security.  There 
is  no  safer  investment  in  the  world  than  Savings 
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Bonds.  There  is  no  riskless  investment  which  pays 
such  a guaranteed  return. 

Consider : 


If  you  invest 
monthly  under  t 
Bond-a-Month 
Plan 

$ 37.50 
75.00 
100.00 
300.00 


In  five  years 
You  will  have 

$ 2,319.00 

4.638.00 

9.276.00 
18,552.00 


In  ten  years 
You  will  have 

$ 4,998.00 
9,996.00 

19.992.00 

39.984.00 


Here,  for  the  doctor  himself,  are  vitamins  E, 
F and  G,  thoroughly  tested  and  always  compound- 
ed with  interest.  These  “vitamins”  ease  common 


symptoms  of  post-middle  age  such  as  chronic 
worry  and  doubt.  They  are  available  at  a bank 
near  you.  And  with  millions  of  current  users,  we 
can  make  this  unusual  guarantee:  one  and  a 
third  times  your  money  back  if  you  are  satisfied. 


THEOBALD  ROBERT  RUDOLPH 
1877  - 1947 

Dr.  T.  R.  Rudolph  died  June  11,  1947,  at  the 
age  of  70.  Dr.  Rudolph  was  a graduate  of  Tulane 
in  1902.  For  many  years  he  was  connected  with 
the  State  Department  of  Health.  He  was  a very 
well  liked  physician  and  will  be  missed  by  his  many 
friends. 


WILLIAM  WORTHING  CALHOUN 
1868-  1947 

Dr.  W.  W.  Calhoun  died  on  June  11,  1947,  at 
the  age  of  79.  Dr.  Calhoun  practiced  medicine 
in  New  Orleans  for  many  years.  He  was  a member 
of  the  parish  and  state  medical  societies  until  the 
time  of  his  death. 


EPHRAIM  D.  FRIEDRICHS 
1877-  1947 

Dr.  E.  D.  Friedrichs,  who  died  on  June  10,  1947, 
had  been  in  ill  health  for  the  past  several  years 
and  was  retired  from  the  active  practice  of  med- 
icine. Dr.  Friedrichs  graduated  from  the  Tulane 
University  School  of  Medicine  and  was  at  one  time 
head  surgeon  of  the  old  New  Orleans  Sanitarium 
which  later  became  the  Presbyterian  Hospital. 


JOHN  ADEN  LEWIS,  SR.,  M.  D. 

1885-1947 

Dr.  J.  A.  Lewis,  Sr.,  died  on  June  17,  1947  at 
the  age  of  62,  after  a protracted  illness.  Dr.  Lewis 
was  for  many  years  on  the  staff  of  the  Department 
of  Medicine  of  Tulane  University  School  of  Medi- 
cine, and  on  the  staffs  of  Baptist  and  Charity  Hos- 
pitals. He  practiced  in  New  Orleans  for  36  years 
and  will  be  missed  by  his  many  patients.  Dr.  Lewis 
was  a member  of  the  Knights  Templar,  the  Shrin- 
ers,  the  Parish  and  State  Medical  Societies. 


WOMAN’S  AUXILIARY 
OFFICERS  1947-48 


President,  Mrs.  James  W.  Warren,  New  Orleans. 

President-Elect,  Mrs.  0.  B.  Owens,  1026  Bolton 
Ave.,  Alexandria. 

1st  Vice  President,  Mrs.  Marquis  C.  Wiginton, 
Hammond. 

2nd  Vice  President,  Mrs.  W.  S.  Kerlin,  Shreve- 
port. 

3rd  Vice  President,  Mrs.  J.  E.  Toups,  Baton 
Rouge. 

4th  Vice  President,  Mrs.  J.  Boring  Montgomery, 
Lafayette. 

Treasurer,  Mrs.  Jules  Myron  Davidson,  New 
Orleans. 

Recording  Secretary,  Mrs.  A.  D.  Tisdale,  Mon- 
roe. 

Corresponding  Secretary,  Mrs.  Tracy  T.  Gately, 
New  Orleans. 

Parliamentarian,  Mrs.  H.  B.  Gessner,  New  Or- 
leans. 

— o 

A GREETING  FROM  THE  PRESIDENT 


Through  the  medium  of  the  Auxiliary  page  in 
the  Journal  I desire  to  extend  a greeting  to  the 
members  of  the  Woman’s  Auxiliary  to  the  Lou- 
isiana State  Medical  Society.  First,  let  me  express 
my  deep  appreciation  for  the  honor  you  have  given 
me  in  making  me  your  president  for  the  next  year. 
I accept  the  office  in  all  humility,  for  I realize 
the  responsibilities  it  carries  with  it  and  the  inade- 
quacy of  my  own  capabilities.  However,  I think 
that  willingness  and  determination  to  work  can 
make  up  for  many  shortcomings,  and  these  attri- 
butes I modestly  claim.  These,  coupled  with  your 
cooperation  which  I earnestly  solicit,  can  carry  us 
a long  way  on  the  road  to  success. 

To  my  immediate  predecessor,  Mrs.  Arthur  D. 
Long,  I wish  to  express  my  deep  gratitude  for  the 
assistance  she  has  given  me  in  preparing  for  the 
office  and  for  the  excellent  condition  in  which  she 
left  the  affairs  of  the  organization.  If  our  accom- 
plishments even  remotely  approach  hers,  we  shall 
feel  that  we  have  done  well. 

The  members  of  the  board  chosen  to  work  with 
us  are  all  women  of  high  caliber  and  I know  I can 
depend  upon  their  support.  We  pledge  you  to  do 
our  best  to  follow  the  fine  example  set  us  by 
former  presidents  and  their  boards. 

Mrs.  James  W.  Warren, 
President. 
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The  Lung:  By  William  Snow  Miller,  M.  D.,  Sc.  D. 

2d  ed.  1947.  Pp.  222.  Springfield,  Illinois,  Charles 

C.  Thomas.  Price  $7.50. 

The  second  edition  of  this  invaluable  monograph 
on  the  anatomy  of  the  lung,  presents  few  changes 
from  the  first  edition  of  1937.  However,  this  work 
was  so  complete  and  so  valuable  for  reference,  that 
few  changes  were  necessary  in  this  monument  to 
the  life  work  of  William  Snow  Miller.  A few  illus- 
trations have  been  improved  and  additional  illus- 
trations have  been  inserted  in  the  chapters  on  the 
air  spaces,  lymphatics  and  the  pleura.  Some  new 
studies  have  been  added  regarding  the  nerves  of 
the  visceral  pleura.  This  book  remains  the  classic 
study  in  English  which  should  be  in  the  library 
of  everyone  interested  in  the  subject. 

Julius  Lane  Wilson,  M.  D. 


An  Integrated  Practice  of  Medicine:  A Complete 
General  Practice  of  Medicine  from  Differential 
Diagnosis  by  Presenting  Symptoms  to  Specific 
Management  of  the  Patient:  By  Harold  Thomas 
Hyman,  M.  D.  Philadelphia,  W.  B.  Saunders  Co. 
1946  1184  illus,  305  in  color,  319  differential 
diagnostic  tables.  5v.  Price  $50.00. 

The  one  stop  shop,  familiar  to  all  Americans  has 
finally  come  home  to  medicos.  We  will  no  longer 
need  to  search  out  many  sources  to  obtain  the 
medical  “vittels”  so  essential  to  our  medical  inges- 
tion, digestion  and  absorption.  And  what  is  even 
more  important,  it  is  all  there  in  the  form  of  ex- 
tracts, concentrates  and  little-finger  sketches,  all 
obtainable  with  an  economy  of  effort  and  time. 
Each  generation  has  its  system  of  medicine  and 
ours  is  no  exception,  but  with  this  revolutionary 
difference.  It  is  “integrated”.  In  the  world  of 
books,  this  one  stands  unique.  The  power  of  the 
atomic  bomb  to  destroy  may  be  compared  with 
older  instruments  of  destruction  in  magnitude.  The 
striking  superiority  of  the  antibiotics  and  sulfona- 
mides over  the  older  bacteriostatic  and  -cidal 
agents  lends  itself  to  comparison.  But  of  Hyman’s 
work  we  read  in  a letter  from  the  publisher  and 
I quote.  His  “work  cannot  be  compared  with  any 
other  existing  work  because  nothing  like  it  has 
ever  been  published.”  The  many  important  symp- 
toms and  complaints  are  presented  in  tabular  form 
with  a list  of  the  diseases  in  which  they  are  found. 
The  several  diseases  with  distinguished  features, 
clinical  and  laboratory,  of  each,  are  numerated  and 
by  an  adjoining  page  reference  one  may  frisk 
through  the  four  volumes  with  their  4131  pages, 
diagnostically  and  therapeutically  refreshed.  The 
mastery  of  the  opus  operand!  may  prove  time- 
consuming,  but  the  editor  assures  us  that  eventual- 
ly you  will  be  able  to  handle  this  system  so  skill- 
fully and  systematically  that  in  no  time  at  all  you 


will  know  all  that  ordinarily  takes  so  long  to  learn. 
You  will  no  longer  need  to  shop  in  many  books 
and  seek  out  the  secrets  of  the  specialists,  for  here, 
in  close  harmony  and  fully  integrated  you  will 
find  the  most  diverse  subjects  skillfully  and  sym- 
phonically  arranged  by  the  conductor-editor.  Dr. 
Harold  T.  Hyman  and  his  associates.  To  mention  a 
few  subjects  is  to  call  attention  to  the  fact  that 
this  work  has  been  conceived  on  a grand  scale. 
Whether  its  execution  has  fulfilled  the  vision  of 
the  editor  is  something  that  remains  to  be  proven. 
Only  the  reception  by  the  profession  will  show 
whether  this  is  to  be  a better  mouse-trap  or  another 
case  in  which  the  mountain  brought  forth  a mouse. 
Here  you  will  read  of  physical  diagnosis,  physical 
medicine,  psychosomatic  medicine,  prognosis,  phy- 
sician-patient relationship,  endocrinology,  minor 
surgery,  gynecology,  obstetrics,  eye,  ear,  nose  and 
throat,  pharmacology,  neuropsychiatry,  office  or- 
ganization, the  technics  of  specialist  employ- 
ment, pharmacology,  dematology  with  many  good 
Kodachrome  illustrations.  Illustrations  are  profuse 
but  all  have  been  copied  from  other  sources.  In 
keeping  with  the  desire  to  make  the  work  all- 
embiacing  the  author  has  prefaced  the  diseases  of 
the  various  body  systems  with  a brief  description 
of  the  anatomy  and  physiology  of  the  organ- 
systems. 

The  reviewer  feels  that  the  sample  readings 
were  for  the  most  part  written  simply,  clearly  and 
concisely.  Most  of  the  theories  concerning  unsolved 
problems  have  been  omitted  and  the  authors  have 
been  refreshingly  frank  and  honest  in  debunking 
some  of  the  solemn  and  opinionated  utterances  of 
the  medical  authorities.  Yet,  one  cannot  escape 
the  conclusion  that  much  of  this  terse  and  facile 
writing  is  the  crystallization  of  years  devoted  to 
the  theory  and  practice  of  medicine,  surgery  and 
their  allied  specialties  and  if  is  the  reviewer’s  be- 
lief that  such  bald  treatment  of  many  important 
subjects  will  go  for  naught  in  enlightening  the 
practitioner,  especially  in  instrumental  technics 
and  electrocardiography. 

The  most  serious  criticism  of  the  books  is  that 
they  are  bound  volumes  and  this  one  fact  would 
seem  to  lead  to  the  disintegration  of  the  integrated 
system.  At  one  point,  the  author  states  in  dis- 
cussing certain  therapeutic  measures,  that  they  are 
the  result  of  his  personal  experience  and  he 
requests  his  reading  public  to  write  to  him  con- 
cerning their  disagreement.  What  he  expects  to 
accomplish  with  such  data  is  certainly  not  obvious 
as  far  as  this  system  is  concerned.  It  is  to  be  hoped 
that  the  author  does  not  contemplate  an  annual 
supplementary  volume. 

The  index  volume  is  an  integral  part  of  the 
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whole  and  one  that  must  prove  invaluable  in  the 
proper  use  of  the  system.  In  this  day,  with  the 
tremendous  advances  in  the  science  of  medicine, 
one  marvels  over  the  necessity  for  the  general 
practitioner  who  may  be  expected  to  be  familiar 
with  medicine,  surgery  and  the  specialties  and  to 
be  fairly  familiar  with  all  procedures,  diagnostic 
and  therapeutic.  He  is  a most  courageous  individual 
and  most  deserving  of  our  praise  and  admiration. 
Beset  by  many  tasks  and  with  little  leisure,  such 
a system  as  this,  encyclopedic  in  content,  despite 
its  shortcomings,  may  yet  prove  a worthy  addition 
to  his  armamentarium. 

I.  L.  Robbins,  M.  D. 


Treatment  of  Arthritis  and  Rheumatism  in  Gen- 
eral Practice:  By  Bernard  Aschner,  M.  D.  New 
York  City,  Froben  Press,  1946.  Pp.  340.  Price 
$5.00. 

This  book  is  a review  of  the  history  of  rheuma- 
tism and  arthritis  and  obviously  should  be  of  great 
interest  to  the  physician  who  is  especially  inter- 
ested in  historical  medicine.  The  author  takes  the 
opportunity  to  criticize  the  present-day  conception 
of  arthritis,  especially  in  regard  to  therapy.  In 
Chapter  III  he  gives,  at  great  length,  description 
of  some  of  the  older  remedies  which  have  been 
discarded  by  the  modern  physician  in  dealing  with 
arthritis.  It  is  his  opinion  that  most  of  these  old 
therapeutic  measures  are  fare  superior  to  those 
presently  in  vogue. 

In  Chapter  IV  there  is  a very  interesting  com- 
pilation of  various  arthritic  cases  which  the  author 
has  had  the  occasion  to  treat  during  his  profes- 
sional career.  Unfortunately  this  compilation  is 
not  arranged  in  any  chronologic  order  or  in  ref- 
erence to  the  etiology  or  treatment  of  the  disease. 
These  cases  are  interesting  only  from  the  stand- 
point of  therapy  which  he  has  relied  upon  with- 
out the  use  of  modern  therapeutic  agents. 

One  would  presume  from  the  expressions  con- 
tained in  the  book  that  the  treatment  of  arthritis 
has  not  been  progressive  and  that  we  should  re- 
vert to  the  use  of  drugs  and  the  conception  of 
etiology  based  on  early  historical  clinical  facts  and 
data. 

P.  T.  Talbot,  M.  D. 


A Primer  for  Diabetic  Patients:  By  Russel  M. 
Wilder,  M.  D.,  Ph.D.,  F.  A.  C.  P.  8th  ed.  reset. 
Philadelphia,  W.  B.  Saunders  Company,  1946. 
Pp.  192.  Price  $1.75. 

This  very  valuable  little  book  should  be  a big 
help  to  all  diabetics  who  are  willing  to  study  it. 


That  Dr.  Wilder  expects  his  patients  to  adhere  to 
a prescribed  regimen  studiously  is  indicated  by 
the  questions  at  the  end  of  each  chapter  to  be 
answered  by  the  patient. 

The  conventional  arrangement  is  followed.  Vari- 
ous chapters  describe  the  clinical  features  of  the 
disease,  examinations  of  the  urine  for  sugar  and 
for  diacetic  acid,  insulins  and  their  administra- 
tion, the  complications  of  diabetes,  and  the  method 
of  planning  a diet  and  actually  preparing  menus 
for  daily  use.  These  chapters  are  sound  and  offer 
a wealth  of  practical  advice. 

One  objection  may  be  raised.  In  discussing  mix- 
tures of  unmodified  and  protamine  zinc  insulin, 
the  author  gives  detailed  instructions  for  varying 
the  proportions  of  these  two  insulins  on  the  basis 
of  the  daily  fractional  urinalyses.  It  is  doubtful 
that  the  average  patient  should  be  encouraged  to 
make  such  changes  which  require  the  skill  of  the 
physician. 

The  book  is  clearly  printed  and  well  illustrated 
by  a number  of  photographs  and  sketches.  It  is 
highly  recommended.  ' 

Sydney  Jacobs,  M.  D. 
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MEDICAL  ASPECT  OF 
6-PROPYLTHIOURACIL* 

LAMAR  BAIN,  M.  D.f 

AND 

EDGAR  HULL,  M.  D.t 
New  Orleans 

Propylthiouracil  is  the  most  recent  and 
by  far  the  least  toxic  of  the  goitrogenic 
anti-thyroid  compounds  that  have  been  used 
clinically  for  the  control  of  hyperthyroid- 
ism. A discussion  of  propylthiouracil,  how- 
ever, should  best  be  centered  around  the 
thiouracils  in  general  as  they  all  have  the 
same  physiologic  action,  the  essential  dif- 
ference between  the  individual  compounds 
being  the  degree  of  potency  and  toxicity. 

The  era  of  anti-thyroid  drugs  began  in 
1943  when  Astwood’^  and  simultaneously 
the  MacKenzies"  directed  attention  to  the 
thyroid  depressing  effect  of  thiourea  and 
certain  sulfonamides ; these  drugs  had  been 
known  to  cause  goiter  and  also  depress  thy- 
roid function  when  fed  to  experimental  ani- 
mals. An  exhaustive  study  of  more  than 
two  hundred  compounds  by  Astwood  et  al.^ 
revealed  that  two  types  of  chemical  struc- 
tures had  anti-thyroidal  activities ; the 
more  active  were  the  thiourea  derivatives — 
having  a carbonamide  grouping ; the  less 
active  were  substances  having  an  amino- 
benzine  group,  such  as  the  sulfonamides. 
Sulfadiazine  was  the  most  active  of  the 
latter,  but  as  a whole  they  were  only  one- 


*Read  before  the  Orleans  Parish  Medical  So- 
ciety, April  14,  1947. 
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fourth  as  active  as  the  thioureas.  Of  the 
thioureas,  thiouracil,  thiourea  and  thiobar- 
bital  possessed  the  best  activity-toxicity 
ratio  and  were  investigated  first.^ 

Thiobarbital  has  been  found  to  be  more 
toxic  than  thiouracil  r-outinely  but  is  tol- 
erated by  some  who  show  toxicity  to  thio- 
uracil. 

When  taken  orally,  thiouracil  is  rapidly 
absorbed  from  the  stomach  and  upper 
gastrointestinal  tract,  about  15  per  cent 
being  destroyed  there.  It  is  distributed 
throughout  the  body  fluids  and  tissues,  the 
largest  concentrations  being  found  in  the 
bone  marrow,  thyroid,  ovaries  and  pituita- 
ry. Excretion  in  the  urine  begins  immedi- 
ately and  after  48-72  hours  none  of  the  drug 
is  present  in  the  blood  or  urine.® 

Practically  no  tissue  changes  occur  in 
any  of  the  organs  except  the  thyroid.  Here, 
within  48  hours  an  increased  vasculariza- 
tion and  hyperplasia  begins,  with  cellular 
proliferation  and  infoldings  into  the  acini. 
The  production  of  thyroid  hormone  is 
stopped  and  associated  with  this  is  a rapid 
decrease  in  the  thyroid’s  ability  to  hold 
iodine,  resulting  in  its  gradual  disappear- 
ance. The  colloid  also  disappears  in  one  to 
two  weeks.  Concomitant  with  the  disap- 
pearance of  the  colloid  the  basal  metabolic 
rate  begins  to  fall.  In  the  experimental  ani- 
mal evidence  of  enlargement  of  the  gland 
occurs  in  a few  days  with  a three-fold 
increase  in  size  in  two  weeks. ‘ 

The  mode  of  action  of  thiouracil  is  to 
prevent  the  iodine  to  diiodotyrosine  to  thy- 
roxine synthesis  within  the  thyroid  cell  ;«• » 
this  may  be  due  to  a depression  of  the  peri- 
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oxidase  or  cytochrome  oxidase  enzyme  sys- 
temsd*'-  However,  the  actual  mechanism 
is  not  clear.-^  It  does  not  prevent  the  secre- 
tion of  pre-formed  thyroxine,  thus  explain- 
ing the  lag  before  the  basal  metabolic  rate 
falls. 

After  six  months  of  therapy  a tendency 
towards  involution  occurs  with  the  gland  be- 
coming smaller.’ 

When  thiouracil  is  discontinued  a rever- 
sal of  the  histologic  picture  takes  place  with 
involution  and  re-formation  of  colloid  and 
thyroid  hormone.  The  enlargement,  how- 
ever, is  noted  long  after  the  histologic  pic- 
ture is  normal. 

No  evidence  of  neoplasia  has  been  seen, 
but  the  simultaneous  administration  of  thi- 
ouracil with  acetaminoflourine,  a potent 
carcinogen,  has  been  found  to  produce  in- 
vasive tumors  of  the  thyroid  when  either 
drug  alone  would  not  do  so.’- 

The  administration  of  iodine  with  thio- 
uracil does  not  abolish  the  effect  of  the  lat- 
ter but  it  does  cause  a certain  amount  of 
involution  and  decreased  vascularity  to 
take  place.  Previous  iodine  administration 
was  earlier  thought  to  delay  the  action  of 
thiouracil ; however,  later  investigators 
have  found  no  significant  delay  in  response 
if  iodine  had  been  given  earlier.’-’ 

The  hyperplasia  induced  by  thiouracil  is 
due  to  increased  production  of  thyroid  stim- 
ulating hormone  by  the  anterior  pituitary — 
which  is  a result  of  the  diminished  thyroid 
hormone  production.  This  is  substantiated 
by  the  fact  that  hypophysectomy  or  admini- 
stration of  thyroxine  completely  inhibits 
the  action  of  thiouracil  to  cause  thyroid 
hyperplasia.’  That  administered  thyroxine 
inhibits  thyroid  stimulating  hormone  pro- 
duction is  well  known. 

In  Graves’  disease  the  action  of  thioura- 
cil is  the  same.  The  over-producing  thyroid 
makes  no  more  hormone  and  in  two  to  three 
weeks  the  basal  metabolic  rate  begins  to  fall, 
requiring  approximately  one  day  of  treat- 
ment for  each  per  cent  the  basal  metabolic 
rate  is  elevated  for  it  to  revert  to  normal.’-’ 
The  pulse  rate  falls,  there  is  a gain  in 
weight,  and  the  symptoms  of  thyrotoxicosis 
disappear.  Evidently  the  already  over-pro- 


ducing anterior  pituitary — the  cause  of 
which  is  unknown — is  not  greatly  stimu- 
lated. This  is  borne  out  by  the  fact  that  in 
except  a very  few  instances  there  is  little  or 
no  enlargement  of  the  thyroid  gland  nor 
increase  in  exophthalmos.  Indeed,  some  ob- 
servers report  a decrease  in  both  in  the  ma- 
jority of  the  cases.’'’ 

In  toxic  adenoma  the  results  are  the  same, 
only  the  rate  of  response  may  be  slower. 

The  remarkable  certainty  and  smooth- 
ness with  which  thiouracil  abolishes  all 
symptoms  of  thyrotoxicosis  plus  the  ab- 
sence of  “thiouracil  escape”  has  caused  its 
acceptance  by  many  authorities  and,  al- 
most generally,  as  the  best  preoperative 
drug  available.  Its  use  substantially  elim- 
inated the  postoperative  crisis,  the  neces- 
sity of  multiple  stage  surgery,  and  has 
greatly  lowered  the  overall  mortality.”  The 
increased  vascularity  and  friability  of  the 
gland  which  earlier  caused  technical  diffi- 
culty in  its  removal  has  been  controlled  by 
the  addition  of  iodine  during  the  last  three 
weeks  of  treatment. 

As  W'ith  most  other  drugs,  thiouracil  has 
several  disadvantages,  the  main  one  being 
its  toxicity.  It  has  been  found  to  produce 
fever,  lymphadenopathy,  urticaria,  head- 
aches, purpura,  jaundice,  salivary  gland  en- 
largement, hematuria,  edema  of  the  legs, 
joint  pains,  leukopenia  and  agranulocytosis. 
The  majority  of  these  are  uncommon  and 
seldom  necessitate  discontinuance  of  the 
drug;  either  reducing  the  dosage  or  stop- 
ping it  for  tw’o  or  three  days  causes  their 
disappearance.  Fever  or  agranulocytosis 
constitute  its  only  serious  toxic  effects  and 
usually  requires  its  withdrawal. 

The  results  obtained  in  over  5000  patients 
treated  with  thioui'acil’'’  show  that  in  ap- 
proximately 13  per  cent  there  is  some  un- 
toward reaction,  in  8 to  10  per  cent  the 
reactions  forcing  a permanent  withdrawal. 
The  incidence  of  agranulocytosis  is  about 
2.5  per  cent  (with  a 15  to  26  per  cent  mor- 
tality). The  overall  mortality  has  been 
about  0.5  per  cent.  It  should  be  pointed  out 
that  this  figure  includes  those  persons 
treated  before  the  toxic  effects  were  well 


Bain  and  Hull — 6-Propylthiouracil 


55 


known,  and  also  before  penicillin  was  gen- 
‘^rally  available. 

Other  disadvantages  are  an  approximate- 
ly 10  per  cent  failure  rate  and  its  low  per- 
centage of  permanently  induced  remissions. 
The  figures  available  of  people  followed  up 
to  36  months  show  that  about  50  per  cent 
have  had  no  recurrence  after  the  drug’s 
withdrawal.  As  thiouracil  has  only  been  used 
three  years  it  is  too  early  accurately  to 
determine  the  percentage  of  permanent  re- 
missions. It  appears  that  thiouracil  pro- 
duces a permanent  remission  only  in  milder 
cases  of  shorter  duration  and  with  smaller 
thyroid  glands — those  that  are  prone  to  re- 
mission ; the  more  severe  cases  with  larger 
glands  usually  require  maintenance  doses. 

It  has  also  been  shown  that  thiouracil 
crosses  the  placenta  and  will  cause  thyroid 
hypertrophy  in  the  fetus. Rats  born  from 
thiouracil  treated  mothers  had  hyperplastic 
thyroids  at  birth  but  were  normal  in  size 
and  weight. Although  the  hypertrophy 
disappeared  and  no  ill  effects  were  noted, 
thiouracil  should  probably  be  used  with 
caution  in  pregnancy. 

In  an  attempt  to  find  less  toxic  anti- 
thyroid drugs,  other  compounds  related  to 
thiouracil  are  being  investigated.  Astwood 
found  twenty-five  of  two  hundred  and 
twenty  compounds  “as  active  or  more  ac- 
tive than  thiouracil.’’®  Of  these,  propylthio- 
uracil was  the  most  powerful  and  eleven 
times  as  strong  as  thiouracil  in  the  experi- 
mental animal.  It  has  had  rather  extensive 
clinical  investigation  so  far  and  has  proved 
to  be  two  to  three  times  as  strong  as  thio- 
uracil in  man.  Initial  doses  of  150-200 
mgm.  daily  and  25-75  mgm.  daily  as  a 
maintenance  after  the  basal  metabolic  rate 
has  returned  to  normal  is  as  effective  as 
600  mgm.  daily  of  thiourcil  initially  and 
200  mgm.  daily  for  maintenance.  It  has 
also  proved  to  be  far  less  toxic  than  thio- 
uracil. In  Astwood’s  first  100  cases  there 
were  no  toxic  reactions.-’^  Lahey  reported 
the  use  of  propylthiouracil  in  160  patients 
— 60  of  whom  had  had  surgery  and  100 
who  were  “in  preparation  for  surgery.’’  He 
stated  that  “two  have  already  shown 
marked  depression  of  the  white  cell 


count. Another  group  discontinued  the 
drug  in  one  of  110  cases  because  “mild  sore 
throat  and  a fall  in  leucocyte  count  followed 
repeated  trials.’’-®  McGavack  et  al.  found 
only  one  case  of  toxicity,  a severe  febrile 
reaction,  in  75  patients.®'^  A summary  of 
284  other  individual  cases  reveals  a toxicity 
rate  of  5.9  per  cent  leucopenia  occurred 
in  eight  cases  (2.8  per  cent).  Propylthio- 
uracil was  discontinued  in  three  of  these 
and  was  also  discontinued  in  another  case 
of  nausea  and  gastro-intestinal  upset — a 
total  of  four  cases  in  which  the  drug  could 
not  be  used.®®  Although  no  cases  of  agran- 
ulocytosis were  reported,  Bartels  has  re- 
ported one  non-fatal  case  of  agranulocyto- 
sis.®® Propylthiouracil  has  been  used  suc- 
cessfully in  patients  who  developed  severe 
reactions  to  other  thiourea  compounds.®^’  ®® 
The  failure  rate  has  been  reported  as  about 
10  per  cent,  although  this  may  prove  to  be 
high. 

A comparison  of  these  figures  with  those 
of  thiouracil  clearly  establishes  the  superi- 
ority of  propylthiouracil  as  an  anti-thyroid 
drug. 

In  discussing  the  place  of  anti-thyroid 
drugs  in  the  treatment  of  thyrotoxicosis, 
Williams’  statement®  is  aptly  made;  “The 
obscurity  of  the  primary  cause  makes  it 
difficult  to  know  what  the  ultimate  goal 
in  treatment  should  be — other  than  to 
abolish  the  obvious  manifestations  of  the 
disease.’’®  Certainly  the  ultimate  cure  of 
thyrotoxicosis  lies  in  a different  realm  from 
either  thyroid  surgery  or  anti-thyroid 
drugs.  However,  abolishing  the  obvious 
manifestations  of  the  disease  is  the  only 
choice  we  have  now  and  in  that  propylthio- 
uracil has  an  important  place. 

Of  the  several  effective  methods  of  treat- 
ment available  today,  the  use  of  an  anti- 
thyroid drug  (propylthiouracil  being  the 
one  of  choice)  until  the  basal  metabolic 
rate  is  normal  followed  by  subtotal  thy- 
roidectomy seems  to  offer  the  lowest  mor- 
tality and  at  the  same  time  the  largest  per- 
centage of  permanent  remissions.  Although 
a lasting  remission  is  desirable,  the  most 
important  objections  to  continued  thioura- 
cil treatment  alone  were  the  never  ending 
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(though  reduced)  danger  of  agranulocyto- 
sis with  its  accompanying  mortality,  and 
its  resultant  necessity  of  having  to  follow 
a patient  so  closely  for  such  a long  period 
of  time,  possibly  a lifetime.  A drug  such  as 
propylthiouracil  or  a future  one  even  less 
toxic  or  not  toxic  at  all  may  eliminate  these 
objections  and  perhaps  may  make  thyroid 
removal  unnecessary  in  the  majority  of 
cases.  More  definite  conclusions  can  be 
reached  only  after  propylthiouracil  (or  its 
successor)  has  been  more  completely  eval- 
uated. Radio-active  iodine  will  also  have  to 
be  evaluated ; it  may  prove  to  be  superior 
to  any  of  the  thiourea  derivatives. 

It  must  be  borne  in  mind  that  drug  treat- 
ment alone  will  not  be  entirely  satisfactory 
as  long  as  thyroid  enlargement  persists. 
The  possibility  that  anti-thyroid  drugs  may 
predispose  to  malignancy,  although  unlike- 
ly, must  be  ruled  out ; and  the  tendency  for 
malignancy  to  develop  in  adenomatous 
goiter  probably  indicates  surgical  removal 
in  all  cases.  Also,  some  people  will  always 
prefer  surgery  for  cosmetic  reasons. 

CONCLUSION 

These  facts  indicates  that  although 
the  development  of  non-toxic  anti-thyroid 
drugs  may  place  the  treatment  of  thyro- 
toxicosis largely  in  medical  hands,  as 
a whole  the  treatment  will  have  to  be  in- 
dividualized, a certain  percentage  always 
requiring  surgery.  Obviously,  the  anti- 
thyroid drugs  are  a boon  to  those  with  com- 
plications that  contraindicate  an  operation 
but  in  the  past  have  had  to  submit  to  one. 
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aration  for  operation  of  approximately  20 
patients  with  severe  hyperthyroidism.  For 
this  purpose  it  has  proved  extremely  sat- 
isfactory, though  there  has  been  the  usual, 
apparently  inevitable,  percentage  of  un- 
desirable reactions.  For  such  a meeting  as 
this,  however,  it  has  seemed  to  us  that  the 
presentation  of  the  experience  of  a single 
surgeon  with  a group  of  patients  who  were 
selected  for  the  administration  of  the  drug 
on  rather  strict  indications  would  be  less 
useful  than  the  presentation  of  a combined 
experience  from  a large  public  institution 
such  as  Charity  Hospital  of  Louisiana  at 
New  Orleans. 

Thiouracil  was  first  used  at  Charity 
Hospital  February  28,  1944,  and  between 
that  date  and  March  1,  1947,  58  patients 
with  toxic  thyroid  disease  were  prepared 
for  operation  with  it,  alone  or  in  combina- 
tion with  iodine.  During  the  same  period 
52  patients  with  the  same  disease  were  op- 
erated on  after  preparation  for  surgery 
with  iodine  alone.  There  was  one  death 
after  operation  in  each  group. 

The  iodine-treated  group  in  no  sense 
serves  as  a control  for  the  thiouracil-treated 
group.  The  distribution  was  substantially 
the  same  as  to  age  and  race,  but  there  were 
12  men  in  the  thiouracil  group  as  compared 
to  only  three  in  the  iodine  group ; the  pos- 
sible significance  of  that  discrepancy  will 
be  pointed  out  later.  Generally  speaking, 
the  degree  of  toxicity  was  perhaps  some- 
what lower  in  the  iodine-treated  group  than 
in  the  thiouracil-treated  group,  though  in 
numerous  individual  cases  it  seemed  equally 
high.  There  was  no  attempt,  however,  to 
treat  patients  alternately  with  one  drug  or 
the  other.  Furthermore,  it  was  often  not 
clear  why  tiouracil  was  withheld  in  the  cases 
in  which  it  was  not  used.  For  that  matter, 
some  of  the  patients  in  whom  it  was  used 
would  probably  have  progressed  quite  as 
well  without  it,  while  some  would  perhaps 
have  done  better  on  iodine.  In  view  of  the 
fact  that  the  58  thiouracil-treated  patients 
were  managed  by,  30  surgeons,  13  of  whom 
were  residents,  one  would  scarcely  expect 
to  find  any  considerable  degree  of  uniform- 
ity of  usage. 


No  attempt  will  be  made,  therefore,  to 
present  this  material  from  a statistical 
standpoint,  quite  aside  from  the  fact  that 
the  number  of  cases  as  a whole  and  in  the 
separate  disease  categories  is  too  small  to 
make  a statistical  presentation  valid.  On 
the  other  hand,  previous  studies  of  thyroid 
disease’^'  - have  engendered  a familiarity 
with  the  disease  as  it  is  managed  in  this 
institution  which  warrants  the  reporting 
of  impressions  and  even  the  drawing  of 
certain  conclusions  from  the  material  pre- 
sented herewith. 

ANALYSIS  OF  DATA 

Summary  of  Deaths : The  single  death 
in  the  thiouracil-treated  group  of  patients 
occurred  in  a 44  year  old  colored  woman 
with  a diffuse  toxic  goiter  complicated  by  a 
cardiac  factor  who  had  had  toxic  symptoms 
for  six  months  when  she  was  first  seen. 
She  had  lost  40  pounds.  The  blood  pressure 
was  270/100  and  the  pulse  rate  142  per 
minute.  She  was  jaundiced  and  presented 
pitting  edema  of  the  abdomen  and  extrem- 
ities. The  initial  basal  metabolic  rate  was 
plus  46.  The  icterus  index  was  29.4  and 
later  rose  to  71.2  before  the  jaundice  disap- 
peared. The  hippuric  acid  test  of  liver  func- 
tion showed  an  excretion  of  0.7  gm.  of  sodi- 
um benzoate  in  one  hour. 

Under  treatment  with  diuretics,  digitalis, 
diet,  sedation,  thiouracil  for  44  days  and 
Lugol’s  solution  for  nine  days,  the  patient 
improved  materially  and  the  basal  meta- 
bolic rate  reading  fell  to  plus  21.  At  the 
end  of  a two  month  period  of  hospitaliza- 
tion she  was  permitted  to  spend  Christmas 
at  home.  When  she  returned,  her  pulse  rate 
was  86  per  minute  but  the  basal  metabolic 
rate  had  risen  to  plus  33  and  the  blood  pres- 
sure was  198/99.  After  additional  prepara- 
tion with  thiouracil  and  iodine  for  13  days, 
subtotal  thyroidectomy  was  performed  un- 
der ethylene  ether  (endotracheal)  anesthe- 
sia. The  operation,  which  occupied  70  min- 
utes, was  carried  out  without  any  difficul- 
ty. The  patient’s  pulse  on  the  table  varied 
from  80  to  132  per  minute  and  was  always 
of  good  volume.  Breathing  had  been  noisy, 
however,  and  10  minutes  after  she  was  re- 
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turned  to  her  bed  it  stopped  altogether. 
There  was  no  response  to  artificial  respira- 
tion, and  tracheotomy  was  ineffective.  Ne- 
cropsy was  not  permitted,  and  death  was 
attributed  to  cardiac  causes.  The  basal 
metabolic  rate  reading  the  day  before  oper- 
ation had  been  plus  32. 

The  single  death  in  the  iodine-treated 
group  of  patients  occurred  in  a 41  year  old 
colored  woman  with  toxic  diffuse  disease 
and  was  also  attributed  to  cardiac  causes. 
The  pulse  rate  was  decreasing  and  there 
had  been  a minimal  gain  in  weight,  but,  as 
in  the  previous  case,  operation  was  done  in 
the  face  of  a rising  basal  metabolic  rate. 

For  a fair  presentation  of  the  status  of 
toxic  thyroid  disease  at  the  New  Orleans 
Charity  Hospital,  it  is  necessary  to  point 
out  that  during  the  period  in  which  these 
two  surgical  deaths  occurred,  seven  other 
deaths  occurred  from  this  disease,  as  fol- 
lows : 

A 51  year  old  negro  woman  with  toxic 
nodular  goiter  died  on  the  table,  pre- 
sumably of  cardiac  causes,  during  the  in- 
duction of  ethylene-ether  anesthesia,  before 
any  surgery  was  undertaken.  She  had  been 
prepared  with  iodine  and  had  had  no  thio- 
uracil. The  pulse  rate  was  decreasing  but 
the  basal  metabolic  rate  was  rising  when 
operation  was  done. 

A 48  year  old  colored  woman  with  toxic 
diffuse  goiter  complicated  with  cardiac  dis- 
ease also  died  on  the  table  under  the  same 
circumstances.  She  had  received  Lugol’s 
solution  for  24  hours  and  thiouracil  for  33 
days,  and  also  had  been  treated  with  digi- 
talis. At  the  time  of  operation  the  pulse 
rate  had  fallen  from  110  to  90  and  the  basal 
metabolic  rate  was  plus  15. 

The  five  other  patients,  who  died  without 
reaching  the  operating  room,  included : 

A 28  year  old  colored  woman  with  toxic 
nodular  goiter  who  died  in  thyroid  crisis, 
possibly  with  a cardiac  element,  17  days 
after  admission.  Her  basal  metabolic  rate 
was  plus  77  and  she  had  received  thiouracil 
for  two  days. 

A 52  year  old  woman  with  nodular  toxic 
goiter  who  died  a cardiac  death  five  days 


after  admission.  She  had  received  thiouracil 
for  five  days. 

A 70  year  old  white  female  with  toxic 
nodular  goiter  who  had  received  thiouracil 
on  two  previous  admissions,  with  good  con- 
trol of  toxic  symptoms.  She  died  a cardiac 
death  48  hours  after  she  had  been  admitted 
for  the  third  time. 

A 62  year  old  colored  male  with  toxic  dif- 
fuse goiter  who  had  received  thiouracil  for 
eight  days  on  a previous  admission.  His 
basal  metabolic  rate  was  plus  8.  He  was 
readmitted  four  months  later  and  died  in 
crisis  within  48  hours. 

A 39  year  old  colored  male  with  toxic 
diffuse  goiter  who  died  of  coronary  occlu- 
sion, possibly  with  an  element  of  crisis,  70 
days  after  admission  to  a medical  ward.  He 
had  received  thiouracil  for  32  days,  dur- 
ing which  time  his  basal  metabolic  rate 
had  fallen  from  plus  43  to  plus  21. 

Another  death  in  a patient  with  possible 
toxic  thyroid  disease  is  not  regarded  as  due 
to  thyroid  causes  but  to  cardiac  disease 
complicated  by  embolic  peripheral  vascular 
disease.  The  history  was  somewhat  sugges- 
tive of  thyrotoxicosis,  but  it  was  regarded 
merely  as  an  unproved  possibility. 

Clinical  Picture  : When  the  toxicity  of  the 
58  thiouracil-treated  patients  is  graded  on 
an  ascending  scale  from  plus  1 to  plus  4, 
it  is  found  that  27  of  the  47  patients  with 
diffuse  toxic  goiter  and  five  of  the  11  pa- 
tients with  toxic  nodular  goiter  had  a tox- 
icity of  plus  3 or  plus  4.  Seventeen  pre- 
sented 3 plus  toxicity  and  15,  4 plus.  It 
should  be  emphasized  that  the  degree  of 
toxicity  is  based  on  the  clinical  impression 
and  on  repeated  observations  of  the  pulse 
rate.  In  the  absence  of  definite  manifesta- 
tions of  thyrotoxicosis  no  reliance  was 
placed  on  the  initial  basal  metabolic  rate 
determination. 

The  duration  of  toxic  symptoms,  accord- 
ing to  the  patients’  histories,  ranged  from 
less  than  a month  in  eight  cases  to  five 
years  in  three  cases.  In  31  cases,  26  of 
which  were  instances  of  diffuse  toxic  goiter, 
the  duration  was  less  than  six  months.  In 
24  of  the  remaining  cases,  19  of  which  were 
also  instances  of  diffuse  toxic  goiter,  symp- 
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toms  had  been  present  less  than  two  years ; 
the  single  fatal  case  is  included  in  the  latter 
group.  Four  of  the  five  negro  males  in  this 
group,  three  of  whom  were  extremely  toxic, 
had  had  symptoms  less  than  a year.  Both 
negro  males  with  toxic  nodular  goiter  also 
were  extremely  toxic.  One  had  had  symp- 
toms for  three  months  and  the  other  for 
18  months. 

Procedure : Sixty-eight  operations  were 
performed  in  the  58  thiouracil-treated 
cases,  including : Two  total  thyroidectomies, 
both  on  white  female  patients  with  nodular 
goiter ; 22  stage  procedures,  18  for  diffuse 
and  four  for  nodular  goiter;  44  subtotal 
operations. 

One  operation  was  done  under  local  anal- 
gesia and  the  remainder  under  ethylene  or 
cyclopropane  anesthesia  combined  with 
ether  vapor.  Intubation  was  employed  in  38 
cases,  usually  for  the  deliberate  purpose 
of  training  residents  specializing  in  anes- 
thesia; the  great  majority  of  the  patients 
did  not  need  it. 

.\X.\LYSIS  OF  n.VTA  IN  RESPECT  TO'  THIOUR.VCIL 

Administration:  The  usual  routine  of 
dosage  was  to  administer  thiouracil  in  0.2 
gm.  doses  three  times  daily.  In  some  in- 
stances the  dosage  was  later  reduced  to 
0.1  gm.  Duration  of  treatment  varied  from 
one  to  54  days  in  49  patients.  The  other 
nine  patients  were  treated  respectively  for 
60,  69,  85,  89,  90  (2  patients),  121,  123  and 
222  days.  Most  of  the  patients  treated  for 
periods  of  time  such  as  this  represented  in- 
effective attempts  by  the  medical  service 
to  control  the  disease  by  thiouracil.  Eleven 
patients  received  thiouracil  for  14  days  or 
less.  In  three  of  these  cases  the  drug  had 
to  be  discontinued  because  of  untoward  re- 
actions while  in  three  others  the  response 
was  so  prompt  that  iodine  could  be  substi- 
tuted and  operation  performed  without 
further  delay.  The  breakdown  in  methods 
of  administration  was  as  follows : 

In  11  cases  (10  toxic  diffuse  disease,  one 
toxic  nodular)  thiouracil  alone  was  used. 

In  20  cases  (19  toxic  diffuse  disease,  one 
toxic  nodular)  thiouracil  and  iodine  were 
used  simultaneously.  The  single  fatal  case 
is  included  in  this  group. 


In  27  cases  (18  toxic  diffuse  disease,  nine 
toxic  nodular)  thiouracil  was  discontinued 
before  iodine  was  begun. 

It  should  be  added  here  that  13  of  the  58 
patients  had  previously  been  treated  with 
iodine,  with  good  results  from  the  stand- 
point of  control  of  toxicity  in  two  cases, 
fair  results  in  six  and  poor  results  in  five. 

Reactions : In  14  of  the  58  thiouracil- 
treated  patients  there  were  27  reactions, 
distributed  as  follows; 

Agranulocytosis  and  leukopenia  of  vary- 
ing degrees  in  10  patients,’  combined  in  one 
case  with  edema  and  arthralgia. 

Edema  and  arthralgia  in  one  patient. 

Leukopenia  in  one  patient. 

Dermatitis  in  two  patients. 

The  reactions  occurred  in  five  of  the  11 
patients  with  toxic  nodular  goiter  and  in 
nine  of  the  47  patients  with  diffuse  toxic 
goiter.  Eight  of  the  affected  patients  were 
negroes  (three  males,  five  females)  and 
six  were  white  (two  males,  four  females). 

In  five  of  the  14  patients  who  developed 
reactions  it  was  possible,  after  an  interval 
of  withdrawal,  to  resume  the  drug  and  to 
continue  it  as  long  as  was  desired.  In  a 
sixth  case  the  patient  developed  agranu- 
locytosis and  leukopenia  a second  time  and 
thiouracil  was  permanently  withdrawn,  as 
it  was  in  the  remaining  eight  cases. 

The  most  serious  reaction  observed  oc- 
curred in  a 49  year  old  colored  male  with 
toxic  diffuse  goiter.  On  admission  his  white 
blood  cell  count  was  6,750  per  cu.  mm.  It 
fell  to  3,200  per  cu.  mm.  after  he  had  re- 
ceived 1.4  gm.  of  thiouracil  over  a four  day 
period.  The  drug  was  withdrawn  at  once, 
but  the  white  blood  cell  count  continued  to 
fall ; on  the  day  after  withdrawal  it  was 
2,600  per  cu.  mm.,  and  24  hours  later  there 
were  no  white  cells  at  all  in  the  blood  speci- 
men. The  count  returned  to  normal  levels 
after  several  transfusions  and  four  doses  of 
pentnucleotide  (10  c.c.  each).  The  patient 
was  then  prepared  for  operation  with  Lu- 
gol’s  solution,  and  subtotal  thyroidectomy 
was  performed  without  further  untoward 
incident.  In  another  case,  in  which  the  fall 
in  the  white  blood  cell  count  was  similar 
though  less  extreme,  the  drug  could  be  re- 
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sumed  after  a period  of  withdrawal  during 
which  the  patient  was  treated  with  peni- 
cillin. 

Vascular  Changes  in  the  Gla)id:  This 
series  bears  out  the  general  observation 
that  bleeding  at  operation  is  likely  to  be 
more  annoying  in  diffuse  than  in  nodular 
goiters  and  that  patients  prepared  with 
thioLiracil  alone  may  present  very  trouble- 
some hemorrhage.  Vascularity  was  annoy- 
ing at  operation  in  only  one  of  the  13  oper- 
ations performed  in  the  11  patients  with 
nodular  toxic  goiter;  in  this  case  the  drug 
had  been  given  for  only  four  days  when  it 
had  to  be  withdrawn  because  of  the  reac- 
tion. As  this  was  20  days  before  operation, 
thiouracil  probably  played  no  part  in  the 
vascular  difficulty. 

In  the  toxic  diffuse  group,  of  the  12  pa- 
tients prepared  with  thiouracil  alone,  one 
patient  presented  1 plus  bleeding,  two  pre- 
sented 2 plus,  four  presented  3 plus,  and 
one  presented  4 plus  vascularity.  Thirteen 
other  patients  prepared  with  thiouracil  and 
iodine  by  various  regimens  presented  ab- 
normal bleeding  ranging  from  1 plus  in 
three  cases  to  4 plus  in  four  cases. 

These  figures  are  presumed  to  be  cor- 
rect. A surgeon  who  has  been  troubled  by 
excessive  bleeding  during  a thyroid  opera- 
tion is  unlikely  to  omit  mention  of  it  in  his 
operative  notes. 

Response  to  Therapy:  Generally  speak- 
ing, all  58  patients  in  this  series  showed  a 
definite  response  to  thiouracil.  In  all  in- 
stances the  pulse  rate  decreased,  and  in 
51  instances  the  basal  metabolic  rate  read- 
ing also  decreased.  The  response  in  both 
these  respects  was  quite  as  striking  in  thy- 
rocardiac  as  in  uncomplicated  toxic  thyroid 
disease.  Sixteen  patients  with  clearcut  car- 
diac disease  associated  with  thyrotoxicosis, 
which  in  two  instances  masked  the  thyroid 
disease,  had  been  treated  initially  by  digi- 
talis, with  fair  but  by  no  means  striking 
or  entirely  satisfactory  results.  In  every  in- 
stance the  response,  when  thiouracil  was 
added,  was  prompt  and  striking.  All  of 
these  cases  proved,  in  fact,  that  thiouracil 
in  thyrocardiac  disease  frequently  serves 


as  a “medical”  or  “physiologic”  thyroidec- 
tomy. 

Thiouracil  does  not  act  as  promptly  as 
iodine  and  the  evidence  of  a favorable  ac- 
tion is  therefore  somewhat  slower  in  ap- 
pearing. In  some  instances  in  this  series 
no  results  were  noted  until  21  days  had 
elapsed,  but  in  others  improvement  began 
when  the  drug  had  been  given  for  only 
seven  days.  The  first  effect  which  the  pa- 
tient experiences  is  a sense  of  well-being, 
followed  by  a gain  in  weight,  decrease  in 
pulse  rate  and  decrease  in  basal  metabolic 
rate.  From  the  standpoint  of  the  physician 
the  most  notable  response  is  the  improved 
stability  of  the  patient,  who  is  translated 
from  a tremulous,  tearful,  unstable  state  to 
what  Means®  has  called  a euthyroid  state. 
In  most  stage  operations  little  or  no  prep- 
aration was  needed  for  the  second  stage. 

In  this  series  the  response  was  some- 
what more  rapid  in  nodular  toxic  goiter 
than  in  the  diffuse  variety.  In  the  litera- 
ture which  we  have  reviewed  only  Reveno^ 
reports  a similar  experience. 

The  response  of  negroes,  which  does  not 
seem  to  have  been  commented  on  previously 
in  the  literature,  impressed  us  as  being 
somewhat  more  rapid  than  that  of  the 
white  patients.  This  is  perhaps  to  be  ex- 
plained by  the  fact  that  most  negroes  find 
themselves  in  the  hospital  in  circumstances 
far  superior  to  those  in  which  they  live 
ordinarily.  Their  environment  is  comfort- 
able, their  food  is  good,  it  contains  from 
4,000  to  6,000  calories  per  day,  and  it  is 
provided  with  no  effort  on  their  part.  The 
negro  response  to  iodine  is  no  more  notable 
than  that  of  the  white  subject,  and  the  im- 
pression that  the  response  to  thiouracil  is 
more  rapid  than  that  of  the  white  patient 
is  advanced  merely  as  an  impression. 

KOLi.ow-rr 

No  information  is  available  after  their 
departure  from  the  hospital  on  four  of  the 
57  patients  who  survived  operation.  One  of 
the  four,  a 27  year  old  negro  woman  with 
diffuse  toxic  goiter,  refused  to  submit  to 
second-stage  lobectomy  and  deserted  with 
a basal  metabolic  rate  of  plus  98.  Another 
of  the  patients  in  this  group,  who  also  had 
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been  submitted  to  lobectomy,  returned  to 
the  clinic  once  or  twice  after  she  left  the 
hospital,  then  disappeared. 

The  current  status  of  the  remaining  53 
is  as  follows: 

The  period  of  observation  after  dis- 
charge from  the  hospital  ranges  from  16 
to  849  days.  Twenty-two  patients  have  been 
followed  for  periods  ranging  from  one  to 
three  months,  11  for  periods  between  three 
and  six  months,  four  up  to  nine  months, 
five  up  to  12  months,  six  up  to  18  months, 
four  up  to  two  years,  and  one  for  almost 
two  and  a half  years. 

Two  patients  are  awaiting  second  stage 
lobectomy.  Both  are  in  good  condition. 

Forty-one  patients  have  been  free  from 
symptoms  for  periods  varying  from  16  to 
756  days.  Of  these,  19  have  been  followed- 
up  for  less  than  three  months  and  17  have 
been  followed-up  for  six  months  or  more. 

Five  patients  (one  colored  woman  with 
nodular  goiter,  two  colored  women  with 
diffuse  goiter,  two  colored  men  with  dif- 
fuse goiter)  have  presented  varying  de- 
gress of  clinical  hypothyroidism,  in  one  in- 
stance with  myxedema.  Manifestations  in 
all  instances,  including  one  patient  in  whom 
complete  thyroidectomy  was  done,  have 
been  readily  controlled  with  thyroid  ex- 
tract. 

Two  patients  (one  colored  female  with 
diffuse  goiter,  one  white  female  with  nodu- 
lar goiter)  have  presented  symptoms  sug- 
gestive of  parathyroid  tetany.  Both  have 
responded  satisfactorily  to  treatment  with 
calcium,  parathormone  and  vitamins. 

Three  patients  are  still  toxic.  The  first 
is  a 44  year  old  woman  with  toxic  diffuse 
goiter,  followed-up  for  160  days  after 
lobectomy;  the  second  stage  of  operation 
was  refused.  Her  present  basal  metabolic 
rate  reading  is  plus  43.  She  received  thio- 
uracil for  222  days  before  operation  and 
had  an  apparent  medical  cure.  The  second 
patient  is  a 47  year  old  colored  male  with 
diffuse  toxic  disease  complicated  by  a car- 
diac factor,  who  has  been  followed  for  675 
days  after  stage  thyroidectomy.  When  he 
was  last  seen  his  basal  metabolic  rate  read- 
ing was  plus  46  and  he  was  clinically  toxic. 


He  received  thiouracil  for  60  days  and  de- 
veloped agranulocytosis  and  leukopenia  in 
the  course  of  treatment,  The  third  patient 
is  a 24  year  old  white  female  with  nodular 
toxic  goiter.  Her  history  of  toxicity  extends 
over  four  and  a half  years.  She  was  sub- 
mitted to  stage  thyroidectomy  in  England, 
and  was  also  treated  by  stage  surgery  in 
Charity  Hospital.  She  developed  agranu- 
locytosis and  leukopenia  after  four  days  of 
treatment  with  thiouracil  and  was  prepared 
for  both  stages  of  surgery  with  Lugol’s 
solution.  She  bled  profusely  during  the  first 
stage  but  presented  no  undue  vascularity 
during  the  second.  At  this  time,  197  days 
after  operation,  her  basal  metabolic  rate 
is  plus  29  and  she  is  clinically  toxic. 

COM.MEXT 

In  previous  studies  of  thyroid  disease^-  “ 
from  the  New  Orleans  Charity  Hospital  we 
have  made  the  point  that  this  particular 
condition  fully  bears  out  the  axiom  that  any 
disease  is  most  a problem  where  it  is  least 
a problem.  Over  the  twelve  and  a half  year 
period  ending  July  1,  1938,  only  952  pa- 
tients with  thyroid  disease  of  all  types  were 
operated  on  in  this  institution,  of  whom 
50  died ; during  the  same  period  53  patients 
died  without  surgery.  Four  hundred  twenty 
of  the  952  patients  had  toxic  disease,  of 
whom  38  died  after  operation.  Toxic  disease 
was  the  cause  of  49  of  the  53  non-surgical 
deaths.  The  most  disconcerting  aspect  of 
these  statistics  was  that  non-surgical  deaths 
in  toxic  subjects  greatly  exceeded  surgical 
deaths  during  the  last  five  years  of  the 
analysis.  The  excess  of  non-surgical  over 
surgical  deaths  in  the  last  three  and  a half 
years  at  Charity  Hospital  is  similarly  dis- 
concerting. 

In  former  studies,  which  were  chiefly  con- 
cerned with  cases  treated  at  the  old  hospi- 
tal, attention  was  called  to  the  difficulties 
of  preparing  toxic  thyroid  patients  for  sur- 
gery in  completely  unpropitious  and  actual- 
ly antagonistic  surroundings,  and  indeed  of 
treating  them  at  all  under  the  circum- 
stances which  prevailed.  Overcrowded, 
noisy  wards,  often  with  two  patients  to  a 
bed,  made  isolation  impossible  and  in- 
creased the  patient’s  emotional  instability. 
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By  adequate  criteria,  even  the  best  pre- 
pared patients  were  poorly  prepared  and 
their  risk  was  increased,  it  was  emphasized, 
by  the  fact  that  surgeons,  their  assistants, 
anesthetists  and  nurses  all  had  very  little 
experience  with  the  disease  because  of  the 
small  number  of  cases  which  occur  in  this 
non-endemic  community. 

Although  conditions  are  naturally  much 
better  in  the  new  and  modern  Charity  Hos- 
pital, they  are  still  not  ideal  for  the  treat- 
ment of  toxic  thyroid  patients.  Isolation 
and  bed  rest  are  still  impossible  of  complete 
attainment.  It  is  perhaps  a compromise 
with  reality,  but  it  is  nonetheless  a real  im- 
provement that  with  thiouracil  this  strict 
regimen  is  no  longer  carried  out.  The  pa- 
tient is  permitted  to  be  ambulatory,  to  asso- 
ciate with  other  patients,  and  to  have  as 
many  visitors  as  the  hospital  rules  permit. 
The  shortening  of  hospital  stay  days 
achieved  in  private  patients  treated  by  thio- 
uracil is  not  as  apparent  in  Charity  Hospi- 
tal, where,  for  obvious  reasons,  out-of-town 
patients  and  frequently  city  patients  as  well 
must  be  prepared  for  operation  in  the  hos- 
pital. The  reduction  of  nursing  care,  how- 
ever, is  a distinct  advantage  in  this  period 
of  extreme  personnel  shortages. 

The  number  of  patients  who  had  reac- 
tions from  thiouracil  in  this  series,  14  of 
58,  is  somewhat  higher  than  in  some  re- 
ported series,  though  the  numbers  are  too 
small  to  be  of  statistical  value.  Fowler  and 
Cole,^  in  an  analysis  of  1,543  reported  cases, 
found  the  incidence  of  reactions  to  be  13.8 
per  cent.  Their  occurrence,  as  well  as  the 
impossibility  of  preventing  them,  is  grant- 
ed by  all  observers  to  be  the  greatest  dis- 
advantage of  thiouracil  therapy.  They  can 
readily  be  picked  up,  however,  if  observa- 
tion is  adequate,  and  treatment  with  peni- 
cillin, though  the  rationale  is  not  entirely 
clear,  seems  to  have  eliminated  their  chief 
risk. 

Moore'’  suggested  that  the  most  danger- 
ous period,  from  the  standpoint  of  possible 
reactions,  is  between  the  fourth  and  eighth 
weeks  of  therapy.  Four  of  the  14  patients 
who  developed  reactions  in  this  series  de- 
veloped them  during  this  time,  but  two  pa- 


tients manifested  them  after  four  days  of 
treatment  and  one  after  five  days,  while  at 
the  other  extreme  two  patients  developed 
them  on  the  eighty-ninth  and  ninety-first 
days  respectively.  The  point  made  by  sev- 
eral observers  is  well  taken,  that  the  risk 
of  agranulocytosis  is  so  great  that  thioura- 
cil should  be  discontinued  several  days  be- 
fore operation,  lest  this  serious  complica- 
tion occur  without  detection  in  the  post- 
operative period.  This  precaution  was  not 
observed  in  a number  of  cases  in  this  series 
and  it  is  fortunate  that  no  harm  resulted 
from  the  omission. 

The  question  arises  as  to  whether  the  22 
lobectomies  performed  in  13  of  the  patients 
in  this  small  series  were  really  necessary. 
According  to  Bartels  and  Bell,'  at  the  La- 
hey  Clinic,  where  the  average  of  stage  oper- 
ations has  been  16  a year,  lobectomy  was 
not  employed  at  all  in  the  last  year  of  the 
period  covered  by  their  analysis  of  400  thio- 
Liracil-treated  surgical  cases.  It  may  have 
been  that  the  lobectomies  performed  at 
Charity  Hospital  represented  unnecessary 
caution.  On  the  other  hand,  the  single  pa- 
tient who  died  was  not  submitted  to  stage 
surgery.  Furthermore,  thi’ee  of  the  five 
postoperative  crises,  one  of  which  was  very 
severe,  occurred  in  patients  submitted  to 
lobectomy;  all  three  patients  survived,  but 
the  thought  naturally  suggests  itself  that 
the  outcome  might  have  been  less  happy  had 
more  extensive  surgery  been  done.  The 
speculation  is  not  the  less  significant  be- 
cause one  of  the  three  patients  was  frankly 
not  well  prepared  and  in  another  case  prep- 
aration could  have  been  better. 

Generally  speaking,  this  series  bears  out 
the  experiences  of  most  surgeons  that  thio- 
uracil is  a useful  agent  in  the  preparation 
of  toxic  thyroid  patients  for  operation.  We 
consider  it  striking,  as  has  already  been 
intimated,  that  the  case  fatality  rate  in 
males,  particularly  negro  males,  which  has 
been  prohibitively  high  in  previous  studies, 
is  zero  in  this  series,  in  spite  of  the  extreme 
toxicity  which  these  patients  presented. 
That  the  drug  was  necessary  in  every  in- 
stance in  which  it  was  used  is  very  doubt- 
ful. That  it  was  not  used  rationally  in 


Hopkins  and  Menville — Pneumonias 


63 


every  case  is  evident;  some  interns  and 
residents  merely  translated  the  old  habit 
of  administering  Lugol’s  solution  to  a toxic 
thyroid  patient  as  soon  as  he  came  on  the 
ward  to  this  new  agent.  Toxic  reactions 
occurred,  which  were  potentially  serious, 
but  because  they  were  being  looked  for, 
they  did  not  progress  to  serious  stages.  The 
gravest  criticism  of  thiouracil  at  Charity 
Hospital,  and  one  which  needs  no  comment, 
is  the  fact  that,  in  addition  to  the  patient 
W'ho  died  after  operation,  six  patients  who 
were  or  had  been  treated  with  it  died  under 
treatment,  one  on  the  operating  table  dur- 
ing induction  of  anesthesia,  the  others  with- 
out surgery.  It  is  only  fair  to  add  that  this 
is  perhaps  not  so  much  a criticism  of  the 
agent  as  of  the  method  by  which  it  was 
used.  Certainly  these  deaths  bear  out  again 
the  unwisdom  and  actual  folly  of  submitting 
to  operation  patients  with  rising  or  station- 
ary basal  metabolic  rates,  regardless  of 
what  improvement  they  may  show  in  other 
directions. 

SUMMARY  AND  CONCLUSIONS 

An  analysis  of  58  cases  of  toxic  thyroid 
disease  treated  with  thiouracil  in  prepara- 
tion for  operation  at  the  New  Orleans 
Charity  Hospital  over  the  past  three  years 
indicates  that  this  drug  is  a useful  adjuvant 
to  the  armamentarium  in  this  disease. 

The  majority  of  the  patients  in  the  series 
received  the  drug  as  a specific  part  of  their 
preparation  for  operation.  Several  cases  are 
included,  however,  in  which  it  was  begun 
with  the  idea  that  operation  would  not  be 
necessary,  a belief  that  proved  fallacious 
because  remission  of  toxicity  was  only  tem- 
porary. 

Toxic  reactions  occurred  in  14  of  the  58 
patients  but  were  not  serious  because  they 
were  promptly  detected. 

Lobectomies  may  have  been  performed  in 
an  unnecessary  number  of  cases,  but  for 
several  reasons  the  caution  which  dictated 
them  does  not  seem  unwise. 

It  is  regarded  as  of  particular  signifi- 
2ance  that  there  were  no  deaths  among  the 
12  males  in  this  series,  although  previous 
studies  of  toxic  thyroid  disease  from  the 
New  Orleans  Charity  Hospital  have  shown 


a high  case  fatality  rate  in  males,  particu- 
larly negro  males.  It  is  suggested,  however, 
that  the  non-surgical  fatalities,  in  several 
of  which  thiouracil  had  been  used,  must  be 
taken  into  consideration  in  estimating  the 
worth  of  this  drug  in  the  treatment  of  toxic 
thyroid  disease. 

Much  in  this  analysis  supports  the  warn- 
ing of  Fowler  and  Cole^  that  the  lessons 
which  have  been  learned  about  surgery  for 
toxic  thyroid  disease  in  the  last  three  or 
four  decades  should  not  be  lightly  forgotten 
in  the  enthusiasm  for  a new  and  still  not 
fully  tested  agent. 
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Not  many  years  ago,  in  certain  sections  of 
this  country,  it  was  customary  to  give  pa- 
tients with  fever  10  grains  of  quinine  every 
four  hours  for  two  or  three  days,  without 
any  laboratory  blood  examination.  This 
was  considered  a therapeutic  test  for  ma- 
laria. If  the  fever  persisted  in  spite  of  this 
therapy,  the  conclusion  was  that  the  pa- 
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tient  did  not  have  malaria,  but  what  caused 
the  fever  often  remained  a mystery.  Today, 
it  would  seem  that  very  much  the  same 
procedure  in  suspected  cases  of  pneumonia 
is  being  employed  by  some  physicians.  They 
administer  chemical  and  antibiotic  thera- 
py as  a diagnostic  measure  upon  the  slight- 
est suspicion  of  pneumonia.  If  there  is  no 
improvement  in  the  condition,  pneumonia 
is  ruled  out.  In  many  instances,  this  is 
an  erroneous  interpretation.  While  it  may 
be  true  that  a certain  response  may  be  ob- 
tained in  some  bacterial  forms  of  pneu- 
monia, it  does  not  eliminate  other  types  of 
pneumonia.  We  wonder  whether  any  one  is 
justified  in  pursuing  such  a practice,  par- 
ticularly if  a roentgen-ray  examination  of 
the  chest  is  available.  However,  it  may  be 
that  in  certain  unavoidable  circumstances 
such  a practice  has  been  followed  by  neces- 
sity and  not  by  preference. 

The  purpose  of  this  discussion  is  to  call 
attention  to  many  conditions  of  the  lungs 
which  produce  a pneumonitis  with  physical 
findings  and  clinical  signs  which  may,  at 
times,  be  confused  with  lobar  or  broncho- 
pneumonia, and  which  may  or  may  not  re- 
spond to  chemical  and  antibiotic  therapy. 
Then,  too,  in  some  of  these  conditions  phy- 
sical examination  may  give  but  little,  if  any. 
early  evidence  of  their  presence.  The  roent- 
gen ray,  however,  often  clearly  demon- 
strates the  pathologic  process;  in  some  in- 
stances, such  as  bacterial  lobar  pneumonia, 
as  early  as  from  18  to  24  hours  after  its  in- 
ception, and  hours  before  any  diagnostic 
physical  signs  are  obtainable.  In  atypical 
pneumonias,  the  lesion  is  usually  demon- 
strated by  the  roentgen  ray  within  40  hours 
after  the  onset  of  the  disease.  It,  therefore, 
becomes  possible  to  detect  roentgenograph- 
ically  an  early  pneumonic  process,  and  also 
to  observe  its  progress  by  frequent  roent- 
gen-ray  studies. 

When  using  the  term  “pneumonia”  in 
this  discussion,  it  is  understood  to  apply  not 
alone  to  the  two  common  types  of  pneu- 
monia, namely,  bronchopneumonia  and  lo- 
bar pneumonia,  but  also  to  other  conditions 
of  the  lungs  which  produce  pneumonitis 
and  are  visualized  roentgenographically  as 


patchy,  lobular  or  lobar  consolidation.  Some 
of  these  so-called  pneumonias  are  uncom- 
mon, while  others  are  of  common  occur- 
rence. Some  are  caused  by  a virus  or  fungi, 
etc.,  however,  all  of  them  present  interest- 
ing medical  problems  which  may  confront 
us  at  any  time. 

The  conditions  which  produce  pneumo- 
nitis with  patchy,  lobular,  or  lobar  consoli- 
dation may  be  acute  or  chronic  in  character 
and  may  be  due  to  different  causes.  In  some 
instances,  the  clinical  findings  and  physi- 
cal signs  may  simulate  certain  bacterial 
pneumonias.  They  are  enumerated  accord- 
ing to  their  etiologic  factor : 

Virus 

1.  Primary  atypical  pneumonia 

2.  Influenza  (epidemic) 

Rickettsia 

1.  “Q”  fever 

2.  Psittacosis 
Bacteria 

1.  Lobar  pneumonia 

2.  Bronchopneumonia 

3.  Tuberculous  pneumonia 

4.  Friedlander’s  bacillus  pneumonia 

5.  Chronic  interstitial  pneumonia 

6.  Streptococcic  pneumonia 

7.  Tularemia 

8.  Bubonic  plague  pneumonia 

9.  Glanders  pneumonia 
Fungi 

1.  Actinomycosis 

2.  Blastomycosis 

3.  Aspergillosis 

4.  Moniliasis 

5.  Histoplasmosis 

6.  Torulosis 

7.  Coccidiomycosis 
Protozoan  Parasite 

1.  Toxoplasmosis 
Chemical 

1.  Lipoid  pneumonia 

2.  Irritating  gas 
Circulatory  Disturbances 

1.  Rheumatoid  pneumonia 

2.  Hypostatic  pneumonia 
Foreign  Bodies 

1.  Silicosis 

2.  Bagassosis 
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Allergy  (?) 

1.  Loffler’s  syndrome 

Pneumonia  is  an  inflammation  of  the 
lungs  and  varies  roentgenographically  ac- 
cording to  the  kind  of  lung  tissue  affected. 
In  this  regard,  two  general  types  of  pneu- 
monia are  observed  with  the  roentgen  ray, 
the  alveolar  and  the  interstital.  The  alveo- 
lar pneumonias  give  a much  more  dense 
roentgen  shadow  than  the  interstitial  form. 
This  results  from  the  air  sacs  becoming 
filled  with  an  accumulation  of  inflamma- 
tory exudate,  fibrin,  fluid  and  blood,  re- 
placing their  air  content,  without  collapse 
of  the  air  sacs,  producing  an  area  of  con- 
solidation. Since  the  air  sacs  now  contain 
substances  which  absorb  roentgen  rays  in 
greater  quantity  than  the  previously  con- 
tained air,  the  resulting  roentgen  shadow 
is  very  dense,  and  a condition  exists  which 
also  accounts  for  the  fact  that  this  area  be- 
comes dull  to  percussion,  accompanied  with 
altered  breath  sounds.  Then,  too,  in  alveo- 
lar pneumonia  the  bronchi  and  peribron- 
chial tissues  are  but  slightly  affected,  which 
is  in  marked  contrast  with  the  interstitial 
type  of  pneumonia.  Bacterial  lobar  pneu- 
monia is  a representative  type  of  alveolar 
pneumonia. 

In  the  interstitial  type  of  pneumonia,  the 
bronchial  wall  and  peribronchial  tissues 
are  mainly  involved  with  an  inflammatory 
process,  and,  in  contrast  to  the  alveolar 
type,  relatively  little  exudate  is  present  in 
the  air  sacs.  This  occasions  the  patch-like, 
lobular  shadows  on  the  roentgenogram. 
Then,  too,  in  the  interstitial  type  of  pneu- 
monia almost  invariably  there  is  some  in- 
volvement of  the  regional  lymphatic  sys- 
tem as  evidenced  roentgenologically.  Bron- 
chopneumonia and  some  atypical  forms  of 
pneumonia  may  serve  as  representative 
types  of  interstitial  pneumonia. 

Certain  important  information  may  be 
obtained  from  the  roentgen  ray  in  the  study 
of  all  forms  of  pneumonias.  For  example : 

1.  To  determine  whether  a suspected  le- 
sion is  in  the  parenchyma  of  the  lung,  which 
information  is  important  for  rSi  early  diag- 
nosis of  pneumonia.  It  is  to  be  recalled  that 
bacterial  lobar  pneumonia  may  be  diag- 


nosed within  a very  short  time  after  the 
onset  of  symptoms,  while  in  other  types  of 
pneumonia  roentgen  evidence  of  the  dis- 
ease appears  less  rapidly.  On  the  whole,  it 
may  be  said  that  in  the  earlier  stages  of 
pneumonia,  the  roentgen  ray  is  more  diag- 
nostic than  physical  signs. 

2.  The  roentgen  ray  is  of  great  help  in 
differentiating  certain  conditions  which,  at 
times,  may  be  confused  clinically  with  pneu- 
monia. 

3.  To  localize  and  visualize  the  distribu- 
tion of  a pneumonic  process. 

4.  To  determine  whether  the  lesions  show 
roentgen  evidence  of  progression  or  regres- 
sion. 

5.  The  roentgen  ray  is  of  value  in  study- 
ing the  process  of  resolution,  and  in  deter- 
mining whether  there  remain  residual  proc- 
esses such  as  unresolved  pneumonia,  pleural 
changes  and  abscess  formation. 

6.  Whether  the  pneumonic  process  is  com- 
plicated with  abscess  formation,  atelectasis 
and  pleurisy  with  effusion. 

7.  Pneumonic  processes  situated  behind 
the  heart,  or  below  the  dome  of  the  dia- 
phragm usually  give  but  slight  physical 
signs.  The  roentgen  ray  may  be  most  use- 
ful in  locating  such  lesions. 

It  is  to  be  appreciated  that  there  are  but 
few,  if  any,  characteristic  physical  signs 
which  will  give  a definite  diagnosis  of  the 
different  types  of  pneumonia.  The  labora- 
tory and  roentgenographic  findings  are  the 
most  conclusive  evidence  of  the  diagnosis. 
However,  it  is  to  be  stated  that  while  the 
roentgen-ray  findings  are  not  always  char- 
acteristic for  each  pneumonic  process,  yet 
in  many  instances  a correct  inference  as  to 
the  disease  may  result  from  a study  of  the 
pathologic  process  or  processes  of  these  va- 
rious conditions  when  affecting  the  lungs. 
It  is  to  be  recalled  that  these  processes 
are  not  always  alike,  nor  do  they  always 
affect  the  same  lung  structures. 

It  should  be  appreciated  that  the  diag- 
nosis of  pneumonia  is  not  to  be  made  by  a 
single  type  of  examination,  such  as  the 
roentgen  ray,  physical  signs,  blood  and 
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sputum  examinations,  but  by  the  combina- 
tion of  all  known  factors. 

The  roentgenologist  serves  best  as  a med- 
ical consultant  when  he  is  given  all  the  clin- 
ical data  appertaining  to  the  case.  In  this 
manner,  the  referring  physician  may  re- 
ceive important  diagnostic  information  con- 
cerning his  patient,  particularly  when  the 
roentgenologist  has  examined  a patient  sus- 
pected of  having  pneumonia. 

o 

CONGENITAL  HEMOLYTIC  JAUNDICE 

A CASE  REPORT  WITH  SPLENECTOMY 
IN  FATHER  AND  SON 

ROBERT  KAPSINOW,  M.  D. 

Lafayette 

Congenital  hemolytic  jaundice  is  a chron- 
ic disease  with  familial  tendency  that  ap- 
pears to  follow  a mendelian  pattern.  It  is 
a disorder  of  the  red  blood  cell  physiology 
characterized  by  chronic  anemia,  increased 
fragility  of  certain  of  the  red  cells,  jaun- 
dice of  the  acholuric  type,  urobilinuria,  hy- 
perplasia of  the  erythroid  elements  in  the 
bone  marrow,  hereditary  trait  and  splen- 
omegaly. In  its  cycle  there  may  be  acute 
crises  due  to  extensive  destruction  of  the 
red  blood  cells,  and  in  its  course,  may  be 
complicated  most  frequently  by  cholecysti- 
tis and  cholelithiasis.’’  ’’ 

Of  all  the  blood  dyscrasias  associated 
with  splenomegaly,  congenital  hemolytic 
jaundice  is  the  most  completely  identified. 
It  was  first  recognized  by  Murchison  in 
1885  and  fully  discussed  in  detail  by  Hayem 
in  1898.  The  familial  characteristics  of  the 
disease  were  described  by  Minkowski  and 
the  increased  fragility  of  the  red  blood  cells 
and  the  large  number  of  microcytes  and 
reticulocytes  were  observed  by  Chauffard. 
Haden  has  shown  quite  conclusively  that 
the  increased  hemolysis  is  due  to  the  pres- 
ence of  a large  number  of  spheroidal  shaped 
red  cells  which  are  pathognomonic  of  the 
disease,  and  which  are  more  easily  hemo- 
lyzed  than  the  normal  bi-concaved  discs.  He 
explains  this  feature  on  the  basis  of  less- 
ened ability  of  the  spheroidal  cell  to  stretch 
more  than  the  normal  bi-concaved  disc. 
Krumbhaar  has  sugg^.sted  that  the  disease 


be  called  spherocytic  jaundice  since  the  in- 
herent defect  is  due  to  a spherocytosis.  Un- 
til the  cause  for  the  presence  of  the  sphero- 
cytosis be  determined,  it  is  wdser  not  to  con- 
fuse the  picture  by  still  another  name  as 
this  disease  already  has  innumerable  labels. 

A similar  condition  which  has  been  de- 
scribed as  an  acquired  type,  is  now  believed 
to  be  the  congenital  form  but  which  has 
been  dormant  and  has  been  activated  by 
superimposed  diseases.  Upon  investigation, 
other  members  in  the  family  group  have 
been  found  to  have  the  disease. 

The  splenomegaly  which  is  constantly 
present  is  not  a primary  factor  and  is  con- 
sidered due  entirely  to  the  increased  func- 
tion of  destroying  the  incapacitated  cells 
and  removing  the  debris  from  the  circula- 
tion. Theoretically  it  would  appear  that 
splenectomy  would  permit  a longer  life  to 
the  spherocytes,  permitting  the  bone  mar- 
row to  resume  a more  normal  function. 
However,  it  has  not  been  demonstrated  that 
the  spleen  is  the  cause  for  the  increased 
hemolysis.  It  is  more  likely  that  the  in- 
crease in  hemolysis  is  an  in  vivo  duplication 
of  an  in  vitro  experiment,  namely  that  the 
variations  in  the  ingestion  of  water  and 
salt  may  play  a determining  role.  These 
splenectomized  patients  continue  to  show 
periodic  jaundice  and  variations  in  the  red 
blood  cell  counts.  These  recurrences  are 
postulated  as  being  due  to  accessory  splenic 
tissue  or  to  the  assumption  by  the  hemo- 
lymph  nodes  of  the  phagocytic  function  of 
the  spleen.” 

Under  certain  circumstances,  the  de- 
mand for  more  red  blood  cells  is  so  great 
that  the  function  of  the  bone  marrow  to 
keep  up  becomes  disrupted  and  immature 
red  blood  cells  and  white  blood  cells  appear 
in  the  circulation.  During  these  episodes, 
the  patient  appears  in  crisis  with  severe 
anemia,  fever,  abdominal  pain  and  accentu- 
ation of  the  jaundice.  No  cause  for  the  on- 
set of  these  crises  has  been  found.  It  is  dif- 
ficult to  explain  these  crises  on  the  basis 
of  a congenital  disturbance  in  the  red  blood 
cell  formation.  There  are  numerous  reports 
of  several  members  of  a family,  suffering 
from  this  disease,  who  have  had  crises. 
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within  a very  short  period  of  one  another. 
This  would  suggest  an  extrinsic  factor  as 
the  initiating  cause  of  the  acute  hemolysis. 
The  predominating  features  are  the  great 
increase  in  circulating  spherocytes,  in- 
creased blood  destruction  and  jaundice  that 
resemble  the  toxic  reactions  of  chemical  or 
immunologic  substances,  previously  intro- 
duced.-’ 

The  symptoms  and  physical  findings  are 
to  a large  measure  dependent  upon  the 
severity  and  chronicity  of  the  disease.  In 
the  quiescent  form,  there  may  be  no  symp- 
toms other  than  the  anemia  or  mild  icterus, 
and  upon  examination  splenomegaly,  in- 
creased fragility  and  spherocytosis  are 
found.  No  two  patients  may  have  the  same 
group  symptoms.  The  jaundice  is  not  very 
deep.  The  icteric  index  is  seldom  more 
than  40.  The  urine  is  deeply  colored  but  the 
color  is  due  to  urobilin  and  not  bilirubin. 
In  congenital  hemolytic  jaundice  the  stools 
are  normal  in  color  which  distinguishes  it 
from  obstructive  jaundice. 

Acute  exacerbations  of  the  disease  are 
described  as  crises.  Lippman  states  that 
crises  are  not  frequently  reported  in  chil- 
dren and  are  usually  overlooked.  Mandel- 
baum  reports  an  initial  hemolytic  crisis  in 
a man  aged  75  with  all  the  diagnostic  signs 
in  whom  a splenectomy  was  performed  fol- 
lowed by  recovery.  The  onset  may  be  rapid 
with  weakness,  pain  in  the  upper  abdomen, 
fever  from  100  to  104°,  nausea  and  vomit- 
ing. The  weakness  may  increase  to  prostra- 
tion and  coma.  The  jaundice  deepens  and 
upon  examination  the  red  cell  count  is  found 
to  be  as  low  as  one  million.  The  smear  is 
found  to  contain  immature  red  and  white 
cells.  The  resistance  of  the  red  cells  to  hypo- 
tonic saline  is  reduced.  The  tenderness  is 
due  to  a congestion  of  the  spleen.  Patients 
in  crises  must  be  given  repeated  transfu- 
sions besides  general  therapeutic  measures 
so  that  splenectomy  may  be  performed  and 
when  the  anemia  cannot  be  satisfactorily 
handled,  emergency  spenectomy  has  been 
resorted  to  with  recovery. ^ 

Cholecystitis  and  cholelithiasis  are  fre- 
quent findings  in  long  standing  cases  of 
hemolytic  jaundice.  Ashby  reports  finding 


two  gall  stones  in  a child  age  14  months 
upon  whom  he  performed  a splenectomy.  In 
this  case  the  gallbladder  was  not  removed 
but  the  child’s  mother  had  had  a splenec- 
tomy and  cholecystectomy  for  gall  stones. 
Sharpe  states  that  gall  stones  occur  as  a 
complicating  factor  in  63  per  cent  of  cases 
and  the  calculi  are  the  pigmented  type.  It 
is  generally  believed  the  increased  inci- 
dence of  gallbladder  calculi  is  due  to  the 
increased  hemolysis.  In  the  normal  blood, 
hemolysis  usually  begins  in  salt  solution  of 
0.44  per  cent  and  is  complete  at  0.36  per 
cent.  In  chronic  cases,  the  hemolysis  may 
begin  at  0.6  or  0.7  per  cent  and  may  even 
be  complete  at  0.7  per  cent.  The  increase  in 
the  amount  of  free  hemoglobin  passing 
through  the  liver  results  in  an  increased 
output  of  pigment  which  becomes  deposited 
in  the  gallbladder.*^’  ^*^’ 

Another  occasional  observation  seen  in 
chronic  hereditary  jaundice  is  a peculiar 
osseous  change  noted  in  thickening  of  the 
frontal  and  occipital  bones  which  Cooper 
has  described.  He  noted  that  the  bones  of 
the  cranium  as  well  as  elsewhere  showed  a 
dense  cortex.  This  thickening,  he  believes, 
is  due  on  the  one  hand  to  the  active  hyper- 
plasis  of  the  bone  marrow  and  formation 
of  new  bone  and  on  the  other  to  the  ex- 
haustion of  the  overstimulated  marrow  and 
replacement  of  the  degenerating  cells  by 
fibrous  tissue.  This  deformity  of  the  skull 
gives  to  some  patients  a mongoloid  facies 
as  was  noted  in  the  boy  recorded  in  this 
paper.  This  mongoloid  appearance  has  also 
been  seen  in  erythroblastic  or  Mediterra- 
nean anemia  and  in  sickle  cell  anemia  and 
hence  is  not  pathognomonic. 

Chronic  indurated  ulcers  of  the  leg  have 
been  described  as  associated  with  chronic 
hemolytic  jaundice  which  were  intractible 
to  treatment  and  only  were  healed  after 
splenectomy.^*’ 

It  is  universally  agreed  that  splenectomy 
offers  the  only  permanent  relief  of  the 
symptoms.  It  should  be  recommened  even 
in  the  latent  or  symptom-free  cases  because 
of  the  potential  danger  of  a superimposed 
crisis.  It  is  recognized  that  during  an  acute 
crisis,  every  effort  should  be  made  to  pre- 
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pare  the  patient  for  operation  by  means  of 
transfusions  and  chemotherapy.  There  have 
been  reports  of  splenectomy  being  per- 
formed in  the  acute  phase  wherein  every 
effort  to  put  the  patient  in  suitable  shape 
were  unavailing  and  splenectomy  had  to  be 
done  with  uneventful  recovery. 

Although  it  is  generally  stated  that  fol- 
lowing splenectomy  the  clinical  signs  and 
symptoms  do  not  reappear,  this  must  be 
doubted  because  the  tendency  to  increased 
fragility  is  still  present  and  the  spherocy- 
tosis remains.  Splenectomy  does  not  change 
these.  Patients  continue  to  show  mild  de- 
grees of  jaundice  and  fatigue.  At  times 
urobilin  is  found  in  the  urine.  Crises  may 
not  be  as  frequent  but  they  do  occur  and 
are  explained  away  by  declaring  that  the 
other  lymphoid  tissues  have  taken  over  the 
phagocytic  activity  of  the  spleen. 

C.VSE  xo.  1 

W.  H.,  a white  male  aged  25,  was  first  seen 
on  April  10,  1934,  with  chief  complaints  of  jaun- 
dice and  weakness. 

For  the  previous  four  weeks  he  had  been  having- 
attacks  of  precordial  pains  with  palpitation.  His 
legs  would  become  weak  and  he  would  break  out 
in  cold  sweats.  The  appetite  had  become  poor.  The 
bowels  were  regular  and  normal.  No  blood  was  seen 
in  the  stools.  His  weight  has  been  constant.  For  a 
long  time  he  has  noted  that  he  was  jaundiced  and 
this  jaundice,  which  was  not  very  intense,  would 
vary  from  time  to  time.  He  never  noted  any  blood 
in  the  urine,  although  the  urine  has  been  very 
yellow  at  times.  He  sleeps  poorly. 

The  past  history  revealed  he  had  been  having 
these  weak  spells  with  jaundice  since  the  age  of 
13,  and  he  was  also  subject  to  tonsillitis. 

He  is  married;  wife  living  and  well;  one  child 
living  and  well.  One  premature  child  who  died 
with  jaundice.  See  chart  of  family  history. 

Physical  examination  reveals  a thin,  slightly 
icteric  white  male  who  appears  definitely  sick.  The 
sclerae  are  yellow  but  not  deeply  so.  The  head, 
ears,  nose  are  negative.  The  mouth  shows  recent 
wounds  from  dental  extractions.  There  are  sev- 
eral teeth  left  and  these  are  very  badly  decayed. 
The  gums  are  swollen  and  markedly  pyorrheic. 
The  skin  is  pale  lemon  yellow  color.  Temperature 
99.6,  pulse  96,  respirations  20.  The  heart  is  nor- 
mal in  size  and  no  murmurs  are  detectable.  The 
lungs  are  negative  throughout.  The  skin  of  the 
abdomen  reveals  a costal  varicosity  of  the  spider 
burst  type.  The  spleen  is  enlarged.  It  extends  up- 
wards to  the  eighth  rib  in  the  midaxillary  line  and 
anteriorly  to  the  left  mammary  line  and  down- 
ward to  the  crest  of  the  ilium.  The  edge  is  round 


and  the  notch  is  palpable.  It  is  freely  movable. 
The  liver  edge  could  not  be  felt.  No  other  masses 
are  palpable.  The  lymph  nodes  are  not  enlarged. 

Laboratory  reports;  Urine — yellow,  clear,  acid, 
sp.  gr.  1.025,  no  albumin  or  sugar  present.  Urobilin 
3 plus.  Microscopic — few  hyalin  casts.  Blood — 
hemoglobin  70  per  cent;  red  blood  cells  3,216,000, 
white  blood  cells  10,000.  Schilling  index — B-0,  E-0, 
M-1,  J-2,  St-4,  S-58,  L-35,  M-0.  Smear — many 

micro  and  macrocytes  with  polychromatia.  Stools 
— soft  greenish  brown.  No  ova  or  parasites.  Kahn 
— negative.  Clotting  time — three  minutes.  Icteric 
index  15.0.  Sedimentation  rate — 3 in  60  minutes. 
Fragility  test — complete  hemolysis  at  0.44  per  cent 
NaCl. 

A diagnosis  of  congenital  familial  jaundice  was 
made  and  splenectomy  advised  but  w-as  refused  for 
two  years.  During  this  period  the  patient  was  un- 
der constant  attention.  Numerous  blood  studies 
were  carried  out  comparing  the  icteric  index  w’ith 
the  red  blood  cell  count  and  the  fragility  tests  in 
order  to  determine  what  would  cause  these  crises. 
The  only  conclusion  that  appeared  to  explain  this 
phenomenon  was  that  the  intake  of  large  volumes 
of  liquid  seemed  to  increase  the  frequency  of  the 
attacks  of  feeling  badly.  As  a result  the  patient 
was  placed  on  a liquid  restricting  diet. 

In  December  1936  he  went  to  the  Mayo  Clinic 
where  he  was  examined  and  the  diagnosis  con- 
firmed and  splenectomy  advised.  The  laboratory 
findings  were  essentially  the  same  as  those  re- 
ported above. 

Upon  his  return,  operation  was  performed  under 
ether  and  ethylene.  Through  a left  rectus  incision 
the  spleen  was  easily  mobilized  and  a mass  liga- 
ture placed  about  the  pedicle  and  the  spleen  re- 
moved. No  difficulty  was  encountered.  The  spleen 
weighed  four  and  a half  pounds.  Postoperative 
convalescence  was  uneventful  and  he  was  dis- 
charged in  one  week. 

A section  of  the  spleen  was  sent  to  Dr.  Broders 
who  returned  the  following  report:  Chronic  splen- 
itis with  fairly  marked  increase  in  fibrous  con- 
nective tissue,  thickened  capsule,  marked  decrease 
in  number  of  Malpighian  bodies  with  thickening 
and  hyalinization  of  the  vessels  of  those  that  re- 
main. The  picture  was  not  that  which  we  see  most 
frequently  with  hemolytic  jaundice.  There  was 
evidently  more  connective  tissue  present  and  a 
thickened  capsule  together  with  more  destruction 
of  Malpighian  bodies  than  we  usually  see. 

Since  the  operation  he  has  continued  to  show 
varying  degrees  of  icterus.  The  icteric  index  of 
the  serum  is  still  higher  than  normal  and  varies 
in  amount  from  time  to  time.  X-rays  of  the  gall- 
bladder on  several  occasions  demonstrated  no  path- 
ology. 

CASE  NO.  2 

M.  L.  H.,  a white  male  aged  8,  the  son  of  Case 
1,  also  had  jaundice.  The  child  was  first  seen  at 
seven  months  of  age,  because  of  fever.  At  this 
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time  it  was  noted  that  the  child  was  almost  milk 
white  in  color  with  a tinge  of  yellow.  He  was  not 
in  pain.  The  abdomen  was  distended  and  the  super- 
ficial vessels  were  prominent.  The  spleen  was  en- 
larged and  extended  three  finger  breadths  below 
the  costal  margin  on  the  left.  The  liver  was  nor 
palpable.  There  was  no  lymphatic  enlargement. 
The  facies  was  suggestive  of  a Mongolian  type. 

He  was  not  seen  again  until  four  years  later. 
At  this  time  the  spleen  was  found  to  be  consid- 
erably larger.  He  was  more  definitely  icteric.  The 
urine  did  not  contain  any  urobilin.  At  this  time 
the  hemoglobin  was  60  per  cent,  red  blood  cells 
3,700,000,  white  blood  cells  10,400.  Schilling  index 
—B-2,  E-4,  M-5,  J-1,  St-0,  S-16,  L-72,  M-0.  On 
the  smear  the  cells  showed  an  aniso-poikilocytosis, 
achromia  and  several  nucleated  red  blood  cells. 
Fragility  tests  presented  complete  hemolysis  at 
0.44  per  cent  NaCl. 

Again  he  was  lost  sight  of  for  four  years  when 
he  was  again  seen  because  of  temperatuie  105  . He 
was  pale  and  slightly  icteric.  The  spleen  had  grown 
considerably  larger.  There  had  been  attacks  of 
pain  in  the  abdomen  with  cramps.  The  stools  were 
normal  in  color.  The  appetite  had  remained  good. 
His  weight  was  59%  pounds. 

The  past  history  revealed  he  had  had  frequent 
attacks  of  abdominal  pains  with  fever. 

Family  history — See  chart. 


Physical  examination  showed  the  skin  to  be  pale 
and  icteric.  The  mucous  membranes  of  the  mouth 
and  conjunctivae  had  a watery  appearance.  The 
tonsils  were  large.  No  lymphatic  enlargement  of 
the  neck,  axillae  or  groin  was  present.  The  spleen 
was  palpable  to  the  umbilicus.  The  edge  was 
rounded.  The  liver  edge  could  not  be  felt.  There 
was  a soft  mitral  systolic  and  diastolic  murmur 
present  in  the  left  second  interspace  which  was 
considered  to  be  hemic. 

A diagnosis  of  congenital  familial  jaundice  was 
made  and  as  his  condition  was  becoming  progres- 
sively worse,  the  parents  consented  to  operation. 
He  was  accordingly  prepared  for  splenectomy. 

Red  blood  cells  2,366,000  with  marked  micro- 
cytosis, white  blood  cells  7,900  P-52,  L-42,  M-6, 
hemoglobin  30.5  per  cent  oi'  5 grams.  Fi  agility 
began  at  0.44  per  cent  and  was  complete  at  0.38 
per  cent  NaCl. 

He  received  500  c.c.  of  whole  blood  every  three 
days  until  his  hematology  was  within  normal  limits 
and  a splenectomy  was  performed  on  September 
5,  1944.  The  spleen  was  easily  mobilized  through 
a left  upper  rectus  incision.  The  pedicle  was  freed 
and  a ligature  place  around  it.  A transfixion  su- 
ture was  likewise  placed  and  the  spleen  removed. 
The  wound  healed  per  primam  and  his  conval- 
escence was  uncomplicated.  He  was  discharged 
from  the  hospital  on  the  eighth  day. 

Since  his  operation,  he  has  remained  free  from 
the  former  bouts  of  high  fever  but  he  still  shows 
a tendency  towards  icterus  at  times.  The  facies 
no  longer  appears  mongoloid.  Whether  this  change 
has  been  due  to  growth  or  to  the  operation  is 
hard  to  tell. 

Pathologic  report  of  Dr.  J.  M.  Miles:  The  speci- 
men is  that  of  a spleen  which  measures  18  cm. 
long,  9 cm.  wide,  and  4 cm.  thick.  The  cut  surface 
is  smooth  and  of  a deep  red  color  resembling  that 
of  raw  liver.  No  pulp  could  be  scraped  from  the 
cut  surface.  The  microscopic  section  shows  the 
spleen  to  be  engorged  with  red  blood  cells  causing 
the  lymph  follicles  to  appear  small  and  decreased 
in  number.  The  gross  and  microscopic  appearance 
is  that  of  the  spleen  of  hemolytic  jaundice. 

SUMMARY 

1.  A report  of  the  results  of  splenectomy 
in  the  treatment  of  congenital  familial 
jaundice  occurring  in  father  and  son,  with 
a record  of  its  appearance  in  three  genera- 
tions, is  recorded. 

2.  A review  of  the  pertinent  features  in 
the  clinical,  pathologic  and  surgical  treat- 
ment of  the  disease  is  presented. 

3.  The  course  of  the  disease,  while  con- 
siderably improved  by  splenectomy,  is  not 
terminated  thereby,  but  recurs  in  a milder 
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form  intermittently,  depending  upon  the 
water  and  salt  intake. 
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SADDLE  BLOCK  ANESTHESIA 
IN  OBSTETRICS"' 

A PRELIMIARY  SURVEY  OF  50  CON- 
SECUTIVE CASES* **- 

E.  L.  KING,  M.  D.t 

AND 

ISADORE  DYER,  M.  D.f 
New  Orleans 

The  term  “saddle  block”  is  employed  to 
designate  a low  spinal  anesthetic,  with  the 
effects  confined  chiefly  to  the  perineal  re- 
gion. It  has  been  used  for  several  years 
in  proctology  and  in  cystoscopy.  Adriani 
suggested  its  use  in  obstetrics  in  New  Or- 
leans and  has  published  several  valuable 
contributions  based  on  his  experience. 

We  have  resorted  to  this  method  of  anal- 


*Read before  a meeting  of  the  Orleans  Parish 
Medical  Society,  April  14,  1947. 

**From  collected  cases  of  Dr.  E.  L.  King,  Dr. 
John  S.  Herring  and  Dr.  Isadore  Dyer. 

tFrom  the  Depai’tment  of  Obstetrics  and  Gyne- 
cology, Tulane  University  School  of  Medicine. 


gesia  with  increasing  frequency  in  the  past 
two  years,  and  in  this  preliminary  report 
we  wish  to  present  our  experiences  in  one 
hospital  during  the  past  six  months.  We 
feel  that  an  analysis  of  consecutive  cases  in 
one  institution  with  uniformity  of  nursing 
care,  gives  a better  opportunity  in  eval- 
uating the  results.  In  this  period  of  time, 
we  delivered  98  patients  vaginally  in  this 
hospital ; in  50,  saddle  block  was  used,  and 
in  48  it  was  not  employed. 

The  technic  advocated  by  Adriani  has 
been  modified  in  this  series  and  the  follow- 
ing method  was  used : 

Necessary  drugs : 

1 ampoule  3 c.c.  10  per  cent  glucose. 

1 ampoule  2 c.c.  containing  10  mg. 

Nupercaine  (1/200) 

1 ampoule  adrenalin  (optional) 

1 ampoule  1 c.c.  5 per  cent  ephedrine 
with  1 per  cent  procaine. 

1.  Wash  5 c.c.  syringe  with  1 c.c.  10  per 
cent  glucose  and  repeat,  using  another 
1 c.c.  (this  leaves  1 c.c.). 

2.  Wash  same  syringe  with  1 c.c.  Nuper- 
caine. 

3.  Now  mix  remaining  1 c.c.  10  per  cent 
glucose  with  1 c.c.  Nupercaine  (5 
mg.)  and  V2  c.c.  adrenalin  (this  is 
used  for  spinal  injection). 

4.  With  ephedrine — procaine  solution, 
infiltrate  skin  of  back  and  make  a 
lumbar  puncture  with  the  patient  sit- 
ting up.  Use  either  L 3 or  L 4. 

5.  Insert  spinal  needle,  and  when  in 
canal,  inject  solution  (3)  mixed 
above,  just  after  patient  has  com- 
pleted a contraction.  Inject  at  a rate 
of  1 c.c.  per  second. 

6.  Keep  patient  sitting  up  for  90  seconds 
then  lie  flat,  with  head  elevated  on 
pillow’s. 

Analgesia  is  established  within  three  to 
five  minutes,  and  is  manifested  chiefly  by 
a complete  abolition  of  the  pain  of  uterine 
contractions.  If  properly  given,  the  pares- 
thesia extends  to,  or  slightly  below  the  level 
of  the  umbilicus,  associated  with  partial  or 
complete  loss  of  motor  function  of  the  lower 
extremities.  Most  patients,  however,  can 
move  the  toes  and  flex  the  knees.  The  ef- 
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fects  persist  from  two  to  four  hours,  fre- 
quently longer,  so  that  the  majority  do  not 
require  additional  gas  anesthesia  for  de- 
livery. At  times  there  is  a temporary  less- 
ening of  the  force  and  frequency  of  the 
uterine  contractions,  but  this  effect  soon 
wears  off,  unless  the  “block”  is  adminis- 
tered too  early  in  labor.  There  is  a tendency 
for  the  presenting  part  to  recede  somewhat 
in  the  birth  canal.  Voluntary  urination  is 
inhibited,  necessitating  careful  vigilance  of 
bladder  retentions  and  catheterization  dur- 
ing labor.  Due  to  the  relief  of  pain,  the  pa- 
tient is  not  aware  of  the  uterine  contrac- 
tions, which  are  soon  back  to  normal  and 
hence  does  not  use  her  abdominal  muscles 
as  aids  to  delivery,  unless  coached  by  the 
physician  or  by  a nurse.  There  is  relaxa- 
tion of  the  structures  of  the  pelvic  floor  and 
vagina,  (and  to  some  extent  the  cervix  is 
involved),  and  this  relaxation,  together 
with  the  diminished  voluntary  expulsive 
force,  tends  to  retard  moulding  of  the  head 
and  anterior  rotation  of  posterior  occipital 
positions.  This  retardation  is  in  direct  ra- 
tio to  the  degree  of  cephalo-pelvic  dispro- 
portion, which  is  also  the  case  to  a less 
degree  when  saddle  block  is  not  used.  Due 
to  the  “fortification”  of  the  anesthetic 
mixture  with  adrenalin  and  the  adminis- 
tration of  ephedrine  in  the  skin  wheal,  little 
or  no  fall  in  blood  pressure  is  noted.  Should 
this  develop,  it  is  early  and  transient;  10 
to  15  per  cent  of  the  patients  develop  nau- 
sea and  vomiting  within  the  first  hour ; the 
mechanism  of  this  is  not  well  understood. 

The  analgesia  should  be  administered 
when  labor  is  well  established,  with  satis- 
factory contractions  occurring  two  to  four 
minutes  apart ; the  cervix  should  be  at  least 
75  per  cent  effaced,  and  6 to  8 cm.  dilated 
in  a primigravida  and  4 to  5 cm.  dilated  in 
a multigravida.  The  presenting  part  should 
be  at  the  level  of  (or  below)  the  ischial 
spines,  and  definite  progress  should  have 
been  observed  during  the  hour  before  ad- 
ministration. If  necessary,  preliminary 
drug  analgesia  is  administered  until  the 
proper  stage  is  reached. 

The  50  patients  forming  the  basis  of  this 
report  comprise  36  primigravida  and  14 


multigravida.  In  14,  there  was  noted 
cephalo-pelvic  disproportion  of  100  c.c.  or 
more  at  the  mid-plane.  All  babies  presented 
by  the  vertex;  in  20  the  occiput  was  an- 
terior when  the  block  was  administered,  in 
23  it  was  posterior,  and  in  seven  the  sag- 
gital  suture  was  lying  transversely.  At  de- 
livery there  were  28  anterior  positions, 
seven  transverse,  and  15  persistent  pos- 
terior positions.  These  later  were  rotated 
by  forceps.  Forty-nine  of  the  50  cases  de- 
livered by  forceps,  of  which  37  were  low 
and  12  were  midforceps;  four  done  be- 
cause of  fetal  distress,  four  because  of  deep 
transverse  arrest,  four  because  of  persistent 
occipito-posterior  positions.  There  was  no 
fetal  or  maternal  mortality.  There  were 
three  cases  (6  per  cent)  of  postpartal 
complications,  namely,  one  case  each  of 
mastitis,  pulmonary  atelectasis  and  re- 
tained secundies.  None  of  these  could  be 
attributed  to  the  saddle  block.  There  was 
no  postpartal  hemorrhage.  The  analgesia 
was  satisfactory  in  every  patient.  The  dura- 
tion averaged  three  and  a half  hours.  In 
three  patients  the  block  was  administered 
too  early,  due  to  error  in  estimating  cer- 
vical dilatation;  their  labors  stopped  'for 
several  hours.  In  one  of  these  patients  the 
block  was  later  repeated  with  satisfactory 
results.  In  seven  patients,  labor  lasted  four 
or  more  hours  after  the  block  was  admin- 
istered ; 40  were  delivered  in  less  than  four 
hours.  Approximately  30  per  cent  required 
a light  gas  anesthesia  at  time  of  delivery, 
but  retained  enough  analgesia  for  perineal 
repair  without  gas. 

Forty-five  babies  cried  immediately  at 
birth.  Five  required  resuscitation,  but  none 
was  deeply  asphyxiated.  In  one  instance, 
fetal  distress  was  present  prior  to  delivery, 
the  cord  was  found  to  be  twice  around  the 
neck  and  rather  tightly  drawn.  We  believe 
that  the  asphyxia  in  the  other  four  babies 
was  due  to  the  administration  of  analgesic 
drugs  prior  to  the  saddle  block,  plus  the 
use  of  gas  anesthesia  at  the  time  of  de- 
livery. 

Postpartally,  we  find  that  15  patients 
required  catheterization  once  at  the  end  of 
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€ight  hours.  Two  of  these  were  also  cathe- 
terized  again  at  the  end  of  the  second  eight 
hours.  Two  other  women  had  persistent 
urinary  retention,  and  were  treated  by  the 
u.se  of  indwelling  catheters;  one  for  24 
hours,  one  for  three  days.  There  was  no 
incidence  of  cystitis.  We  have  learned  that 
it  is  very  important  that  the  bladder  be 
completely  emptied  by  voiding  not  later 
than  eight  hours  after  delivery.  It  is  essen- 
tial that  the  nursing  staff  be  instructed  as 
to  the  importance  of  this  detail,  otherwise 
overdistension  of  the  bladder  with  subse- 
quent bladder  atony  and  retention  is  almost 
inevitable. 

imiixts  to  bk  strkssed 

1.  Saddle  block  anesthesia  is  to  be  used 
only  in  a hospital  and  should  be  given  by  a 
trained  anesthetist.  It  is  applicable  to  about 
50  per  cent  of  patients. 

2.  Many  primipara  will  go  entirely 
through  the  first  stage  of  labor  without 
need  of  analgesia ; many  multipara  have 
such  rapid  labors  that  this  anesthesia  can- 
not be  used.  It  definitely  should  not  be  used 
too  early  in  labor. 

3.  Labor  must  be  well  established,  there 
must  be  cervical  effacement  and  dilatation 
or  cessation  of  labor  will  result. 

4.  It  should  not  be  regarded  as  an  anal- 
gesia for  the  early  part  of  the  first  stage 
of  labor.  Definite  retardation  of  moulding 
of  the  fetal  head,  rotation  of  posterior  posi- 
tions and  descent,  in  patients  with  moderate 
to  marked  cephalo-pelvic  disproportions  can 
be  expected  when  the  block  is  used. 

5.  It  is  important  to  keep  the  bladder 
emptied  during  labor,  and  watched  for  the 
first  eight  hours  after  delivery. 

6.  Saddle  block  anesthesia  is  better  than 
heavy  sedation,  and  gas  anesthesia  for  de- 
livery, as  far  as  the  baby  is  concerned. 

6.  Although  there  is  a tendency  for  spon- 
taneous rotation  to  be  retarded,  relaxation 
of  the  soft  parts  facilitates  forceps  proce- 
dures. 

7.  If  saddle  block  anesthesia  is  contem- 
plated, it  is  essential  that  the  obstetrician 
be  sufficiently  trained  to  evaluate  the  prog- 
ress, and  changes  during  labor,  have  suf- 
ficient knowledge  of  cephalo-pelvic  rela- 


tionship and  be  prepared  in  any  event  to 
conduct  a skillful  forceps  delivery. 

-o 

THE  HUTCHINSON  MEMORIAL  CAN- 
CER DETECTION  CLINIC 

ROBERT  L.  PYE,  M.  D.f 
New  Orleans 

Although  cancer  has  been  recognized  as 
a disease  for  many  centuries,  it  was  not  un- 
til 1802  that  the  first  cancer  society  was 
established.  A group  of  English  physicians 
made  an  attempt  to  understand  more  of  this 
disease  by  circulating  a questionnaire  to 
the  profession  in  the  hope  that  important 
observations  would  aid  in  solving  the  can- 
cer problem.  Unfortunately  nothing  seems 
to  have  been  accomplished.’  In  Koenigs- 
berg.  East  Prussia,  a physician  by  the  name 
of  Georg  Winter  established  an  education- 
al campaign  in  the  1890’s  to  acquaint  wom- 
en with  the  early  symptoms  of  cancer  of 
the  uterus  and  to  advise  them  to  seek  medi- 
cal care  when  these  symptoms  appeared.- 
A similar  program  was  initiated  in  this 
country  in  1914  when  the  American  Society 
for  the  Control  of  Cancer  was  founded. 
From  the  beginning  this  group  has  publi- 
cized the  signs  and  symptoms  of  early  can- 
cer in  an  attempt  to  arouse  the  public  aware- 
ness of  this  disease.  It  is  because  of  pro- 
grams such  as  this  that  cancer  is  no  longer 
considered  to  be  a shameful  disease,  but 
one  that  may  be  discussed  freely  with  the 
physician  and  others.  The  trend  of  the  edu- 
cational effort  now  is  away  from  teaching 
the  symptoms  of  early  lesions  to  that  of 
advising  periodic  health  examinations,  for 
it  is  well  known  that  when  patients  notice 
symptoms  the  disease  already  may  l^e  ad- 
vanced too  far  to  hope  for  successful  cure. 

In  an  attempt  to  discover  early  lesions. 
Dr.  Elise  L’Esperance,  of  the  New  York 
Infirmary  for  Women  and  Children,  estab- 
lished in  1937  the  first  clinic  designed  to 
perform  periodic  complete  health  examina- 
tions on  women  who  had  no  symptoms  of 
cancer.  The  first  series  reported  by  that 
clinic'’  showed  the  incidence  of  malignan- 

tFrom  the  Department  of  Gynecology,  School 
of  Medicine,  Tulane  University  of  Louisiana. 
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cies  to  be  7.6  per  cent  of  1800  women  ex- 
amined. Most  of  the  tumors  were  early  and, 
therefore,  offered  a good  prognosis  with 
proper  treatment.  In  1938  a clinic  was 
founded  by  Dr.  Catharine  Macfarlane  and 
others  at  the  Woman’s  Medical  College  of 
Pennsylvania  to  determine  the  value  of  pe- 
riodic pelvic  examinations  in  the  discovery 
of  early  lesions  of  the  female  genital  tract. 
The  intention  was  to  find  presumptive,  not 
definitive,  evidence  of  cancer.-‘  Because  of 
the  excellent  results  of  these  clinics,  others 
of  similar  pattern  have  been  organized 
throughout  this  country. 

On  March  1,  1946,  a cancer  detection 
clinic  was  opened  at  the  Hutchinson  Mem- 
orial Clinic  of  the  Tulane  University  School 
of  Medicine,  under  the  auspices  of  the  Or- 
leans Parish  Medical  Society  and  the  Amer- 
ican Cancer  Society.  This  clinic  has  recently 
completed  one  year  of  operation  and  it  is 
believed  that  the  findings  are  of  interest 
and  may  stimulate  other  groups  to  estab- 
lish similar  clinics. 

The  clinic  staff  consists  of  three  intern- 
ists, two  gynecologists,  one  surgeon,  one  or 
two  nurses,  a secretary-receptionist,  and  a 
laboratory  technician.  Because  the  facilities 
of  the  Hutchinson  Clinic  are  available,  it  is 
unnecessary  to  provide  separate  apparatus 
for  x-ray,  proctoscopic,  or  other  more  de- 
tailed examinations.  The  clinic  operation  is 
governed  by  standards  established  by  the 
American  Cancer  Society,  so  that  biop- 
sies or  therapeutic  measures  are  not  per- 
formed in  the  clinic,  but  by  the  physician  of 
the  patient’s  choice.  No  selection  has  been 
made  as  to  sex,  color,  or  age,  but  an  attempt 
has  been  made  to  exclude  any  one  who  is 
under  treatment  for  cancer  or  who  has  def- 
inite symptoms  of  this  disease.  It  is  intend- 
ed that  repeat  examinations  will  be  accom- 
plished at  intervals  of  approximately  six 
months.  If  the  patient  feels  that  he  is  able 
to  pay,  a contribution  of  five  dollars  is 
made,  which  amounts  to  approximately  one- 
fifth  of  the  total  cost  of  the  examination. 
The  deficit  is  financed  by  funds  from  the 
American  Cancer  Society. 

The  clinic  is  open  for  two  hours  twice 
weekly  and  nine  patients  are  seen  each  day. 


This  means  that  the  internist  can  average 
forty  minutes  with  each  patient.  The  gyne- 
cologist has  found  it  necessary  to  spend  at 
least  twenty  minutes  on  each  examination. 
This  includes  a gynecologic  and  obstetric 
history,  bimanual  pelvic,  colposcopic,  and 
rectovaginal  examinations  and  the  taking 
of  vaginal  and  cervical  smears  to  be  stained 
by  the  Papanicolaou  method.  The  surgeon  is 
the  last  to  see  each  patient  and,  in  addi- 
tion to  examining  the  breasts,  may  do  any 
other  procedures  requested  by  the  intern- 
ist. In  some  instances  it  is  necessary  to 
spend  more  time  if  the  history  or  physical 
findings  suggest  that  a malignancy  is  pres- 
ent. 

During  the  first  year  636  patients  were 
seen  for  the  first  time.  Of  these,  597  were 
white,  39  colored,  527  female,  and  109  male. 
It  is  interesting  to  note  that  there  were 
more  patients  in  the  fourth  decade  than 
in  the  fifth  decade  (fig.  1).  This  would 


Age  £n.  Yea.ra 


seem  to  indicate  that  the  public  has  become 
aware  that  cancer  is  not  necessarily  a dis- 
ease of  later  life. 

Of  this  group  there  were  77  patients  with 
98  lesions  considered  to  be  probable  cancer, 
possible  cancer,  or  precancerous,  according 
to  the  impression  of  the  examiner.  These 
are  tabulated  by  region  involved  (table  1). 
In  addition,  there  were  23  women  who  had 
vaginal  or  cervical  secretions  which  were 
positive  for  cells  suggestive  of  malignancy 
when  stained  by  the  Papanicolaou  method. 
Nine  of  these  patients  had  other  lesions  and 
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I>(.‘siou 


Skin  and  appendages 

Basal  cell  carcinoma 

Squamous  cell  carcinoma 

Leukoplakia  of  lip 

Intraductal  papilloma  of  breast 

Carcinoma  of  breast.. 

Respiratory  system 

Bronchogenic  carcinoma 

Laryngeal  carcinoma... 

Hemic  and  lymphatic  systems 

Hodgkin’s  disease 

Parotid  carcinoma 

Leukemia... 

Digestive  system.. 

Carcinoma  of  stomach 

Rectal  polyp.  

Abdominal  mass 

Endocrine  system 

Thyroid  carcinoma , 

Genitourinary  system 

Vestibular  leukoplakia 

Carcinoma  of  vulva 

Carcinoma  of  clitoris 

Cervical  polyp 

Cervical  leukoplakia 

Cervix,  suspicious  lesion 

Cervical  carcinoma 

Ovarian  tumor 

Carcinoma  of  uterine  fundus 

Carcinoma  of  testis 


Trcean- 

Cancei'  cermis 

1‘iiiliable  I’ossible 

3 1 

1 

2 

2 

3 8 

1 


1 

1 

2 

1 

3 

2 

2 3 

9 

2 

1 

1 

18 

6 

4 14 

3 
1 
1 


Total 

20 


3 

4 


6 


5 

60 


Total 


14  49 


35  98 


are  included  in  the  group  of  77.  The  other 
14  patients  showed  no  clinical  evidence  of 
cancer. 

Twenty-eight  patients  had  more  than  one 
lesion  which  was  considered  malignant  or 
premalignant  (table  2).  This  adequately 

TABLE  2 

.\in/ni'I.K  LESION’S 

Number  of 
Patients 


Possible  and  probable  2 

Possible  and  premalignant  12 

Possible  and  positive  Papanicolaou  stain 2 

Probable  and  premalignant  2 

Probable  and  positive  Papanicolaou  stain 4 

Premalignant  and  positive  Papanicolaou 

stain  2 

More  than  one  possible  1 

More  than  one  probable  0 

More  than  one  premalignant  3 

Total  Number  of  Patients  28 


demonstrates  that  it  is  necessary  to  per- 
form a complete  examination  rather  than 
to  be  satisfied  by  the  discovery  of  one  le- 
sion. 

The  physician  designated  by  the  patient 
was  sent  a form  on  which  he  was  asked  to 
indicate  further  diagnostic  procedures  per- 
formed by  him  and  his  final  diagnosis.  The 
response  has  been  very  favorable,  for  78,. 
01  86  per  cent  of  the  follow-up  forms  have 
been  returned.  Ten  cases  of  microscopically 
proved  malignancies  have  been  reported. 
An  additional  case  was  given  a final  diag- 
nosis of  carcinoma  of  the  breast,  but  was 
considered  inoperable  by  the  physician. 
This  total  of  11  malignancies  is  an  incidence 
of  1.73  per  cent  in  all  patients  examined. 
Ten  of  these  patients  came  from  the  group 
which  had  lesions  considered  as  probable 
cancer. 
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TABLE  3 
MALIGNANCIES 


Color 

Sex 

*\^e 

Clinical  Diagnosis 

Comment 

Pathologic  Diagnosis 

W 

F 

72 

Suspicious  lesion  of 

Nasal  lesion  excised  ; 

nose,  and  positive 

refused  D and  C or 

Basal  cell  carcinoma 

W 

il 

45 

Papanicolaou 

biopsy  of  cervix 

of  nose 

Squamous  cell 

Early  epidermoid 

W 

M 

58 

carcinoma  of  thigh 

Excision  biopsy 

carcinoma 

Bronchogenic 

Primary  bronchogenic 

C 

F 

48 

carcinoma 

Died 

carcinoma 

Cervical  carcinoma  and 

Biopsy  ; radium 

Squamous  cell 

positive  Papanicolaou 

therapy 

carcinoma 

w 

F 

6.5 

Carcinoma  of  breast 

"Lesion  inoperable" 

Carcinoma  of  breast 

w 

M 

32 

Basal  cell  carcinoma 

Basal  cell  carcinoma 

of  nose 

Excision  biopsy 

F 

64 

Carcinoma  of  cervix  and 

Carcinoma  of  cervix. 

positive  Papanicolaou 

Biopsy  : radium 

Stage  III 

C 

F 

34 

Carcinoma  of  cervix  and 

Carcinoma  of  cervix. 

positive  Papanicolaou 

Biopsy  ; radium 

Stage  II 

w 

il 

58 

Basal  cell 

Basal  cell 

epithelioma  of  temple 

Excision  biopsy 

epithelioma 

w 

P 

67 

Carcinoma  of  breast ; 

Radical  mastectomy  ; 

Scirrhous  carcinoma  : 

leukoplakia  of  vulva 

vulva  not  biopsied 

no  lymphadenopathy 

AV 

F 

47 

Possible  carcinoma 

Squamous  carcinoma 

of  the  cervix 

Biopsy  ; radium 

of  cervix.  Stage  II 

The 

findings 

in  the  remaining  67  pa- 

sis  has  not  been  established.  Therefore,  out 

tients 

who 

were 

followed  are  of  interest. 

of  60  patients  who  reported  to  a physician. 

Thirteen  went  to  their  physicians,  biopsy  36,  or  60  per  cent,  received  no  further  diag- 
■or  a surgical  procedure  was  done,  but  no  nostic  procedure  and  the  final  diagnosis  is 
evidence  of  malignancy  was  found.  Eight-  unknown.  A brief  summary  of  representa- 
een  patients  did  not  report,  so  the  diagno-  tive  cases  is  given  in  table  4.  In  contrast 


TABLE  4 

LESIONS  INADEQUATELY  TREATED 


Clinical  Description 


Clinical  Diagnosis 
Possible  carcinoma  of  cervix 

Leukoplakia  of  vulva; 
possible  carcinoma  of  vulva 
and  cervix 

Probable  caricinoma  of 
thyroid 

Carcinoma  of  the  uterine 
fundus ; nodules  in  breast 


Treatment  Refused* 


Treatment  after  Referral 


Cervix  hardened  and  cystic  with  small 
granulation  at  exteral  os 
Rock  hard  mass  in  right  labium  majus 
underlying  an  area  of  leukoplakia.  Poly- 
poid lesion  of  cervix 

5x3  cm.  mass  with  several  stony  hard 
areas 

Endocervix  widely  patent;  uterus  en- 
larged ; three  hard  nodules  in  breast ; 
biopsy  indicated 


D and  C recommended; 

patient  refused 

Patient  refused  treatment 


Patient  refused  treatment. 
Had  not  the  time  or  money 
to  be  treated 

Patient  refused  treatment 


Patients  with  Positive  Papanicolaou** 


Positive  Papanicolaou 

Positive  Papanicolaou ; 
endometrial  polyps 


Cervix  appeared  normal  but  bled  after  No  biopsy  or  D and  C 
passage  of  sound 

Endocervix  dilated  with  small  cluster  of  No  biopsy  or  D and  C; 
endometrial  polyps  “observation” 

Patients  Inadequately  Treated*** 


Possible  carcinoma  of  breast  Hard  mass  which  did  not  transilluminate  No  biopsy 

and  felt  partially  fixed  to  surrounding 
tissue,  but  not  to  skin.  Excision  and 
frozen  section  indicated 

(Continued  on  Next  Page) 
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Clinical  Diagnosis 
Possible  carcinoma  of  cervix 


Carcinoma  of  cervix, 

Stage  I;  leukoplakia  of  cervix 
Leukoplakia  of  vulva 


TAItLE  4 — Continued 
Treatment  Refused* 

Marked  laceration;  several  friable  bleed- 
ing areas  on  anterior  lip;  hospitalization 
indicated 

Cervix  3 x normal  size,  cystic  and  red; 
contact  bleeding 

Same,  with  obliteration  of  interlabial 
folds;  splitting  of  fourchette  on  gentle 
examination 


Treatment  after  Referral 

Patient  examined  but  no 
biopsy  done 

Biopsy  suggested  but  patient 
did  not  return 
No  biopsy 


*^Two  similar  cases  not  included  in  table;  **five  similar  cases  not  included  in  table;  ***ig  similar 
cases  not  included  in  table. 


to  this  group  are  the  24  patients  who  re- 
ceived adequate  examination;  11,  or  45.8 
per  cent,  had  proved  cancer. 

Had  there  been  no  cases  of  cancer  in  this 
series,  it  is  felt  the  operation  of  this  clinic 
has  been  justified  for  the  many  non-malig- 
nant,  but  nevertheless  serious,  conditions 
which  have  been  discovered.  Many  of  these 
are  amenable  to  treatment.  The  more  im- 
portant are  listed  in  table  5. 

T.ABLE  5 

-MISCELL.AXKOT’S  CO-XLlITIOXS 

1.  Diseases  of  the  body  as  a whole 


Possible  rheumatic  fever  1 

Nutritional  deficiency  7 

Amebiasis  1 


2.  Diseases  of  the  integument  and  associated 
tissues 


Sebaceous  cyst  15 

Lipoma  14 

Papilloma  21 

Dermatitis  venenata  5 

Cystic  breast  disease  86 

3.  Diseases  of  the  musculoskeletal  system 

Arthritis — all  types  30 

Ganglion  2 

4.  Diseases  of  the  respiratory  system 

Bronchitis  3 

Bronchial  asthma  2 

Tuberculosis — active  3 

5.  Diseases  of  the  cardiovascular  system 

Hypertensive  cardiovascular  disease 11 

Arteriosclerotic  heart  disease  9 

Rheumatic  heart  disease  4 

Hypertension,  cause  undetermined  63 

Varicosities,  leg  59 

Thrombophlebitis,  leg  2 


6.  Diseases  of  hemic  and  lymphatic  systems 
Anemia  (less  than  75  per  cent  hemo- 


globin)   88 

Obstructive  parotitis  i 


7.  Diseases  of  the  digestive  system 

Splenomegaly  4 

Hepatomegaly  34 

Gallbladder  disease  8 

Rectal  polyp  g 

Hernia — all  types  24 

Anal  fistula  5 

Hemorrhoids  145 

Peptic  ulcer  4 

8.  Diseases  of  the  urogenital  system 

Urethritis,  purulent,  female  l 

Pyelonephritis  2 

Cervical  erosion,  severe  40 

Cervical  polyp  19 

Possible  endometriosis  (> 

Uterine  prolapse  33 

Leiomyomata  of  uterus  72 

Ovarian  cyst  26 

Cystocele  188 

Rectocele  159 

Early  pregnancy  3 

9.  Diseases  of  the  endocrine  system 

Diffuse  thyroid  hyperplasia  9 

Possible  thyrotoxicosis  4 


10.  Laboratory 

Urine — voided 


Albumin  49 

Sugar  13 

Casts  13 

Red  blood  cells  72 

Positive  Kahn  and/or  Wassermann  ,5 

Lymphocytosis  1 


Ca.M.MEXT 

The  purpose  of  the  cancer  detection  clinic 
is  to  influence  individuals,  both  medical 
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and  non-medical,  to  accept  periodic  health 
examinations  as  the  best  available  method 
for  the  control  of  cancer.  The  response  of 
the  public  has  been  excellent  and  has  en- 
abled clinics  such  as  this  to  demonstrate 
that  the  time  and  effort  expended  are  ex- 
tremely productive  of  early  lesions  of  ma- 
lignant nature.  However,  such  measures 
are  not  limited  to  clinics  of  this  type,  but 
may  be  employed  by  the  individual  practi- 
tioner. It  is  imperative  that  he  be  suspi- 
cious of  apparently  benign  lesions,  for  phy- 
sicians have  told  patients  that  such  lesions 
are  no  cause  for  alarm  and  that  a re-exam- 
ination will  be  done  at  a later  date.  During 
this  period  of  procrastination  the  lesion 
may  advance  so  that  only  palliative  rather 
than  curative  therapy  can  be  instituted. 
Episodes  such  as  this  are  not  uncommon, 
for  it  has  been  shown  in  this  series  that  60 
per  cent  of  all  patients  with  lesions  sus- 
pected of  being  cancerous,  who  have  been 
referred  from  this  clinic  to  their  physicians, 
have  received  inadequate  treatment  or  none 
at  all. 

SUMMARY 

1.  The  Hutchinson  Memorial  Cancer  De- 
tection Clinic  has  recently  completed  one 
year  of  operation. 

2.  Six  hundred  and  thiry-six  well  pa- 
tients were  seen  for  the  first  time. 

3.  Ninety-one  patients  had  lesions  sus- 
pected of  being  cancer. 

4.  Thirteen  patients  had  lesions  which 
were  suspected  of  being  cancer,  but  when 
biopsy  or  surgical  procedures  were  done 
they  were  proved  to  be  benign. 

5.  Eleven  patients  had  proved  carcino- 
ma. 

6.  Sixty  per  cent  of  patients  who  re- 
ported to  their  physicians  with  suspicious 
lesions  did  not  receive  the  benefit  of  fur- 
ther diagnostic  procedures. 

7.  Periodic  complete  examination  of  all 
individuals  is  the  only  method  by  which 
early  cancer  may  now  be  detected. 
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IMPOTENCE* * 

PAUL  L.  GETZOFF,  M.  D.f 
New  Orleans 

Although  a wealth  of  literature  has  ac- 
cumulated related  to  the  psychologic,  psy- 
chiatric, psychosomatic,  and  urologic  prob- 
lems concerning  modern  warfare,  there  has 
been  negligible  attention  paid  to  the  sub- 
ject of  impotence.  Impotence,  a matter  of 
considerable  personal  concern  to  the  pa- 
tient, promises  to  be  of  major  importance 
among  veterans  of  World  War  II  if  the  ex- 
periences of  the  writer  are  a reasonable 
indication  of  the  prevalence  of  this  condi- 
tion. 

This  report  is  based  upon  my  military 
experience  with  22  men  (16  officers  and  six 
enlisted  men)  who  were  referred  to  me 
because  of  impotence.  The  youngest  patient 
was  20  years  old ; the  oldest  patient  was  33 
years  old.  Without  exception,  all  of  these 
men  were  in  excellent  physical  condition. 

All  of  the  patients  presented  histories  of 
having  been  potent  prior  to  going  overseas. 
Three  of  the  patients  observed  a loss  of 
their  potency  while  they  were  overseas. 
Many  of  these  men  had  ascribed  their  im- 
potency  at  that  time  to  the  fear  of  acquir- 
ing a venereal  disease  and  had  dismissed 
the  matter  as  being  a sound  commentary 
on  their  personal  background  and  will 
power.  Eourteen  of  the  entire  group  had 
been  relieved  from  active  duty  at  some 
time  for  operational  fatigue  but  this  condi- 
tion had  been  transient. 

One  or  more  reasons  for  his  impotence 
were  named  by  each  of  the  patients.  These 
were  as  follows ; 

1.  Diets  deficient  in  fresh  vegetables, 
fruit,  meat,  eggs,  and  milk  caused  testicular 
atrophy  (10  cases). 

2.  Inadequate  oxygen  intake  during  high 


fFrom  the  Department  of  Urology  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
La. 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, March  10,  1947. 
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altitude  flying  caused  the  testicles  to  die 
(six  cases). 

3.  Taking  atabrine  tablets  both  for  the 
prevention  and  treatment  of  malaria  de- 
stroyed the  testicles  (five  cases). 

4.  Testicles  wasted  away  from  disuse  be- 
cause there  was  no  female  companionship 
available  at  their  overseas  base  or  avoid- 
ance of  sexual  relations  because  of  fear 
of  acquiring  a venereal  disease  (four 
cases) . 

5.  Guilt  complex  because  of  illicit  sexual 
relations  while  stationed  overseas  (four 
cases) . 

6.  Toxic  degeneration  of  the  testicles  due 
to  excessive  alcohol  imbibition  while  over- 
seas (three  cases). 

7.  Extreme  state  of  nervousness  during 
missions  and  other  hazardous  situations  as- 
sociated with  combat  duty  (two  cases). 

8.  Atrophy  of  testicles  produced  by  in- 
jurious sun  and  cosmic  rays  found  only  at 
high  altitudes  (two  cases). 

9.  Guilt  complex  because  of  having  ac- 
quired a venereal  disease  while  stationed 
overseas  (two  cases). 

10.  Pressure  necrosis  of  the  testicles 
brought  about  by  wearing  a parachute 
harness  which  fitted  snugly  in  the  crotch 
(one  case) . 

11.  Deterioration  of  testicles  brought 
about  by  the  extreme  heat  while  on  tropical 
service  (one  case). 

12.  Deterioration  of  testicles  brought 
about  by  the  extreme  cold  during  missions 
in  the  winter  (one  case). 

13.  Malaria  caused  testicular  atrophy 
(one  case) . 

14.  Dysentery  caused  testicular  atrophy 
( one  case ) . 

15.  Religious  complex.  This  man  had 
promised  God  that  he  would  never  resort 
to  any  secular  pleasures  (in  which  he  had 
listed  sexual  relations)  if  he  should  ever 
return  safely  from  combat  duty  (one  case). 

It  soon  became  obvious  that  these  pa- 
tients presented  problems  requiring  psy- 
chotherapy. Many  medical  writings  empha- 
size the  organic  aspect  of  this  condition. 
In  my  experience,  this  approach  has  tended 
to  avoid  the  basic  issue,  namely,  that  im- 


potence is  a symptom  of  aberrant  func- 
tional or  organic  changes  and  not  a disease 
per  se.  In  cases  of  functional  etiology,  a 
prolonged  course  of  endocrine  therapy,  oral 
medication,  urethral  instrumentation,  and 
prostatic  massages,  when  these  are  pre- 
scribed as  specific  treatment,  may  serve 
to  substantiate  the  first  impression  of  the 
patient,  namely,  that  the  structural  ele- 
ments of  his  virility  have  suffered  a de- 
terioration. Such  therapeutic  extremism  is 
facetiously  exemplified  by  Crookshank  who 
writes  about  the  response  of  a physician 
to  a woman  who  was  crying.  A diagnosis  of 
“paroxysmal  lacrimation”  was  made  and  a 
host  of  antiseptic  solutions,  mydriatics,  and 
dietary  restrictions  were  prescribed.  Should 
these  measures  fail,  surgical  removal  of  the 
tear  glands  was  suggested. 

At  the  same  time,  it  was  realized  that 
the  guilt  would  be  no  lighter  to  adopt  the 
other  extreme  and  regard  all  cases  of  im- 
potence in  combat  returnees  as  being  of 
functional  etiology.  No  doubt  was  ever  en- 
tertained but  that  functional  and  organic 
elements  contributed  simultaneously  to 
many  of  the  cases.  In  this  connection,  we 
never  regarded  ourselves  as  adequately 
competent  to  determine  which  came  first. 

Menninger  offers  some  elucidation  on 
impotence  by  suggesting  that  the  inhibi- 
tion of  sexual  function  and  pleasure  is  an- 
other form  of  functional  focal  suicide 
elicited  by  an  unconscious  attempt  to  solve 
unconscious  emotional  conflicts. 

This  concept  has  constituted  the  premise 
upon  which  the  following  treatment  has 
been  based. 

The  first  step  in  the  treatment  has  been 
to  encourage  the  patient  to  discuss  at  full 
length  his  familial,  social,  and  educational 
background.  He  is  then  asked  to  advance 
any  theories  that  he  might  have  as  to  the 
causative  factors  responsible  for  his  im- 
potency.  The  essential  factors  gleaned  from 
this  conversation  are  reviewed  and  an  at- 
tempt is  made  to  explain  the  significance 
or  fallacy  of  the  data  point  by  point.  Wher- 
ever possible,  sketches  are  drawn  to  sim- 
plify the  presentation. 

Medical  terminology  and  discourses  on 
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the  various  schools  of  psychologic  thought 
were  completely  avoided.  Some  of  the  points 
contained  in  the  discussion  with  the  pa- 
tients were  of  unproved  scientific  substan- 
tiation. Nevertheless,  this  approach  en- 
hanced the  simplification  of  the  discussion 
as  well  as  the  ease  of  comprehension  on  the 
part  of  the  patient. 

For  example,  a favorite  diagram  has  been 
a sketch  of  the  brain  and  spinal  cord  show- 
ing nerves  running  to  the  penis  which  are 
responsible  for  making  an  erection  possible. 


BULLET 

FEAR 

WORRY 


The  brain  is  then  divided  into  an  upper  and 
lower  half,  the  former  labeled  conscious 
mind  or  desire  and  the  latter  labeled  uncon- 
scious mind  or  unconscious  desire.  The  pa- 
tient is  then  told  that  so  long  as  the  uncon- 
scious mind  rebels  against  sexual  relations, 
the  circuit  is  broken  between  the  conscious 
desires  and  those  nerves  responsible  for 
potency.  This  is  further  exemplified  by 
stating  that  doubt  as  well  as  fears  can  cloud 
the  unconscious  desires  and  thereby  pro- 
duce impotence.  By  bringing  to  light  all 
the  doubts  and  fears  which  inhabit  the  un- 
conscious mind,  the  latter  is  purged  of  the 
inhibiting  factors  responsible  for  his  poten- 
cy. The  final  issue  is  therefore  not  whether 
he  is  capable  of  the  sex  act  but  whether  he 
desires  to  have  sexual  relations  at  the  time. 


A favorite,  even  if  quasi-scientific,  ex- 
planation of  the  fallacy  of  the  concept  of 
testicular  atrophy  due  to  oxygen  depriva- 
tion or  various  drugs  or  environmental  fac- 
tors should  be  put  forth  as  follows : 

“The  more  complex  an  organ  and  the 
more  important  it  is  for  the  maintenance  of 
life,  the  more  does  it  require  a perfect  en- 
vironment such  as  oxygen,  sufficient  food, 
and  absence  of  injurious  chemicals  to  sur- 
vive. For  example,  the  brain  is  more  com- 
plex than  the  testicles;  you  can  exist  per- 
fectly well  without  testicles  but,  of  course, 
not  without  your  brain.  Therefore,  the 
brain  requires  more  oxygen  to  remain  in- 
tact than  the  testicles  (or  the  brain  is 
more  susceptible  to  the  injurious  effects 
of  atabrine  that  the  testicles,  etc.).  It 
is  therefore  reasonable  to  deduce  that  if 
the  oxygen  concentration,  which  occurred 
in  high  altitude  missions,  was  so  low  as  to 
cause  destruction  of  your  testicles,  then 
your  brain  would  surely  have  broken  down 
before  the  former  had  occurred.  You  would 
be  dead  now.”  (The  same  line  of  reasoning 
would  be  applied  to  the  deleterious  effects 
of  inadequate  diets,  cosmic  rays,  disease, 
and  other  environmental  factors.) 

Atrophy  of  disuse  would  be  explained 
away  by  emphasizing  the  autonomic  func- 
tion of  the  testicles  regardless  of  sexual 
activity.  Thus,  “The  testicles  do  not  degen- 
erate from  lack  of  sexual  activity  any  more 
than  do  the  eyes  waste  away  from  failure 
to  read.” 

One  of  the  proofs  offered  as  evidence 
that  testicular  degeneration  had  not  oc- 
curred would  be  presented  in  this  vein. 
“The  testicles  do  not  have  for  their  exclu- 
sive purpose  to  pei’mit  you  to  have  an  erec- 
tion at  will.  Among  other  things,  they  are 
responsible  for  your  masculine  character- 
istics. The  fact  that  you  must  shave  at  least 
every  other  day,  that  your  voice  is  easily 
identified  as  a male  one,  that  your  breasts 
have  not  enlarged,  and  that  you  do  not  walk 
or  gesture  like  a woman  is  substantial  evi- 
dence to  prove  that  your  testicles  are  still 
on  the  job.” 

When  Lirologic  treatment  was  adminis- 
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tered,  an  attempt  was  made  to  impress  the 
patient  with  the  fact  that  the  treatment 
was  supportive  and  not  specific.  The  pa- 
tient would  be  told  that  the  treatment  was 
designed  “to  start  the  ball  rolling” ; there- 
after, he  would  be  on  his  own.  An  analogy 
would  be  drawn  to  the  case  of  a man  who 
has  been  ill  in  bed  for  a long  time  and  is 
relearning  how  to  walk.  As  this  man  re- 
gains his  footing,  the  lending  hand  is  with- 
drawn. 

The  average  dui’ation  of  treatment  was 
ten  weeks,  the  range  being  from  three  to 
twenty-four  weekly  sessions. 

RESULTS 

There  were  three  failures  in  this  series 
of  patients.  According  to  the  reasons  named 
by  these  men  for  their  impotence,  they 
were  as  follows : 

1.  Guilt  complex  because  of  illicit  sexual 
relations  while  stationed  overseas. 

2.  Extreme  state  of  nervousness  during 
missions  and  other  hazardous  situations  as- 
sociated with  combat  duty. 

3.  Religious  complex. 

Nineteen  of  this  group  enjoyed  a return 
of  their  potency.  To  the  best  of  my  knowl- 
edge, there  was  no  recurrence  of  their  pre- 
vious complaint. 

COXCLUSIOX 

Impotence  poses  a psychosomatic  prob- 
lem which  falls  partially  within  the  prov- 
ince of  responsibility  of  the  urologist.  Im- 
potence should  be  regarded  as  a symptom 
rather  than  a syndrome  or  disease.  Resort- 
ing to  various  endocrine  preparations,  cen- 
tral nervous  system  stimulants,  and  poste- 
rior urethal  instillations  has  afforded  us  re- 
sults which  leave  much  to  be  desired.  Psy- 
chotherapy is  the  privilege  and  obligation 
of  all  medical  practitioners.  One  might  fol- 
low the  course  of  least  resistance  and  refer 
the  patient  to  a psychiatrist  without  fur- 
ther ado.  To  the  physician  who  undertakes 
the  task  of  treating  a case  of  impotence, 
the  promise  for  a satisfactory  result  is  an 
eternally  grateful  patient.  But  of  greater 
consequence  is  the  fact  that  the  urologist 
establishes  himself  as  a specialist  whose 
professional  horizon  is  not  obscured  by  a 
chromium  - plated  therapeutic  armamen- 
tarium. 


RAPID  POSTOPERATIVE 
MOBILIZATION 
VINCENT  D’INGIANNI,  M.  D. 

New  Orleans 

Rapid  postoperative  mobilization  is  no 
longer  looked  upon  as  a radical  trend  in 
surgery,  and  the  prejudice  against  its  ex- 
ponents is  beginning  to  disappear.  It  has 
been  48  years  since  Ries^  mentioned  his 
practice  with  early  mobilization  in  his  trea- 
tise. Since  then  the  two  most  outstanding 
figures  in  this  field  have  been  Leithauser- 
of  Detroit  and  Zava^  in  Australia. 

Ever-increasing  numbers  of  reports,  both 
in  this  country  and  abroad,  are  eulogizing 
this  form  of  postoperative  treatment.  The 
surgeons  of  World  War  II  saw  the  neces- 
sities of  war  make  ambulatory  patients  of 
thousands  who  would  have  been  kept  in  bed 
had  they  been  at  home.  These  doctors  who 
saw  their  patients  rise  early  with  no  ill  ef- 
fects, have  returned  to  civilian  practice  en- 
thusiastic supporters  of  rapid  mobilization. 
The  laity  as  well  as  members  of  the  profes- 
sion are  showing  interest  by  asking  ques- 
tions. Popular  magazines  are  running  fea- 
ture articles  in  lay  terms  entitled:  Get  Up 
and  Get  Well,  Get  Out  Of  Bed,  Bed  May 
Be  Bad  For  You.  There  is  a great  deal  of 
talk  about  this  subject.  Is  it  much  ado  about 
nothing?  Let  us  reexamine  the  facts  so  that 
we  may  be  better  prepared  to  pass  judg- 
ment on  this  so-called  new  trend  in  con- 
valescence. 

In  order  to  discuss  this  subject  it  is 
necessary  to  understand  the  altered  physi- 
ology brought  about  by  prolonged  immobil- 
ization after  operation.  In  other  words, 
what  takes  place  when  a patient  remains 
at  complete  rest  in  bed  for  several  days 
after  operation? 

One  noteworthy  change  in  physiology 
which  is  a frequent  finding  after  operation 
can  be  classified  as  a respiratory  complica- 
tion— the  inability  properly  to  aerate  the 
lungs.  Due  to  the  limitation  of  motion  while 
reclining,  there  is  necessarily  insufficient 
expansion  of  the  chest,  and  the  inability  to 

*Read  before  a meeting  of  the  Orleans  Parish 
Medical  Society,  April  14,  1947. 
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raise  sputum.  When  the  sputum  thickens 
it  acts  like  a plug  in  each  bronchiole.  This 
situation  tends  to  diminish  the  vital  capa- 
city. The  hemoglobin  cannot  be  fully  oxi- 
dized. Organism  growth  is  promoted,  and 
pneumonitis  is  favored. 

Another  physiologic  change  which  takes 
place  as  a result  of  prolonged  bed-rest  is 
the  diminution  of  the  circulation  in  the  ex- 
tremities. Circulation  can  be  quickened  only 
by  muscular  contractions,  which  act  as 
pumping  stations  of  the  blood.  It  has  been 
shown  that  bicycle-like  motions  of  the  lower 
extremities  enhance  the  blood  flow  by  sev- 
eral hundred  per  cent.^  Stagnant  blood  in 
the  extremities  promotes  clots;  resulting 
phlebothrombosis  is  often  seen  in  patients 
confined  to  absolute  bed  rest.  This  occurs 
most  frequently  in  those  patients  who  have 
had  some  intima  damage,  especially  in  the 
veins  that  have  been  dilated  from  some 
previous  disease.  When  phlebothrombosis 
or  thrombophlebitis  has  already  occurred 
the  chances  of  pulmonary  emboli  increase. 

Since  muscle  tone  is  maintained  by  con- 
stant use,  immobilization  causes  atrophy 
and  loss  of  tone ; and  circulation  rate  slows 
down  accordingly. 

It  has  been  the  custom  to  keep  patients 
in  bed  until  the  eighth  or  tenth  day  after 
operation  because  of  the  “unhealed  wound.” 
However,  statistics®  show  that  wound  heal- 
ing is  not  accomplished  until  the  twelfth 
or  fourteenth  day  in  those  wounds  closed 
with  surgical  gut.  Therefore,  the  eighth 
to  the  tenth  days  would  seem  the  most  dan- 
gerous time  to  rise,  since  the  sutures  are  at 
their  weakest  and  the  closing  is  usually  not 
yet  accomplished.  To  rise  on  the  second  or 
third  day  when  the  sutures  are  still  strong 
seems  more  cautious  to  the  advocates  of 
rapid  mobilization.  Indeed,  extensive  ex- 
periments with  wound  healing  have  been 
carried  on  by  Newburger.®  Rats  having  ab- 
dominal incision  were  studied  to  determine 
how  much  pressure  was  required  to  rup- 
ture their  incisions.  One  group  was  im- 
mobilized after  the  incisions  were  made; 
the  other  group  was  exercised  on  a tread- 
mill. It  was  found  that  the  incisions  of  the 
immobilized  rats  rupture  at  a much  lower 


pressure  than  those  of  the  rats  that  ran  the 
treadmill  after  the  incisions  were  made.  In 
other  words,  healing  goes  on  at  an  excellent 
rate  in  a state  of  motion.  As  for  wound  dis- 
ruption, it  seems  in  no  way  related  to  mobil- 
ization, since  it  occurs  in  patients  mobilized 
and  in  patients  non-mobilized.  It  seems 
that  there  is  no  single  cause  of  wound  dis- 
ruption, but  rather  that  many  factors  play 
independent  roles  in  this  unpredictable 
phenomenon  of  surgery;  or  it  may  depend 
entirely  on  the  individual’s  response  to  for- 
eign material. 

Before  leaving  this  topic  it  can  be  pointed 
out  that  among  the  700  cases  handled  by  me 
there  has  not  been  a single  case  of  eviscera- 
tion. Nor  did  Leithauser,-  whose  cases  that 
were  early  mobilized  number  in  the  thou- 
sands, report  having  been  confronted  by 
this  complication. 

The  inability  to  create  a bowel  movement 
or  to  void  are  two  usual  discomforts  that 
accompany  long  rest  in  bed.  Purgation  and 
catheterization  are  unpleasant  and  often 
harmful.  The  reclining  position  is  condu- 
cive to  ileus,  causing  it  to  linger.  And  so 
on  goes  the  list  of  reasons  for  abandoning 
long  bed-rest  after  operation. 

Let  us  now  examine  the  other  side  of  the 
picture : the  results  of  rapid  mobilization : 

When  a patient  sits  up  alongside  his  bed 
six  to  ten  hours  after  an  operation  he  neces- 
sarily exerts  himself,  quickens  his  respira- 
tion and  aerates  the  bases  of  his  lungs.  Mo- 
tion causes  a cough  reflex  and  stirs  the  ac- 
cumulated plugs  of  mucous  in  the  bron- 
chioles, thus  diminishing  the  chances  for 
atelectesis  or  patchy  pneumonitis.  Turning 
from  side  to  side  in  bed  does  not  accomplish 
this  as  does  the  upright  position.  Disten- 
tion, probably  due  to  swallowing  air,  is  re- 
lieved by  standing. 

Vital  capacity  can  only  reach  its  maxi- 
mum when  a person  stands  upright  and 
moves  about ; it  is  limited  by  the  resistance 
offered  to  the  back  by  the  bed  when  a re- 
clining position  is  assumed.  Those  having 
upper  respiratory  tract  infection  need  not 
fear  surgery  nor  general  anesthesia,  there- 
fore, if  they  rise  early  and  attain  maximum 
vital  capacity. 
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Rapid  mobilization  quickens  circulation, 
thus  lessening  the  chances  for  stagnation, 
clotting,  and  pulmonary  emboli.  There  have 
been  no  instances  of  emboli  among  the  700 
cases  upon  which  this  report  is  based. 

Early  body  motion  after  operation  main- 
tains muscle  tone,  which  is  highly  desirable. 
Present  day  orthopedists  recognize  this 
fact;  their  trend  is  away  from  heavy  casts 
which  restrict  motion  and  thus  cause  mus- 
cle atrophy.  Motion  prevents  the  accumula- 
tion of  waste  products  in  the  tissues. 

Rapidly  mobilized  patients  do  not  usually 
need  purgation  or  catheterization  for  their 
normal  body  functions  are  resumed  early 
after  regular  motion  is  resumed.  In  a com- 
parative study  of  303  patients,'  half  of 
whom  were  rapidly  mobilized  and  half  of 
whom  remained  immobilized  for  several 
days  postoperatively,  catheterization  was 
necessary  five-tenths  times  per  patient 
among  the  rapidly  mobilized  as  against 
three  times  per  patient  among  the  non- 
mobilized. 

Pain  and  incisional  discomfort  which  are 
often  intense  when  a patient  rises  on  the 
first  or  second  postoperative  day  diminishes 
rapidly,  if  one  is  to  judge  by  the  number 
of  injections  of  narcotics  needed  by  the  pa- 
tients rapidly  mobilized.  In  the  comparative 
study  just  referred  to  it  was  demonstrated 
that  the  rapidly  mobilized  patients  aver- 
aged seven  injections,  whereas  those  who 
remained  in  bed  averaged  13. 


The  attitudes  of  well-being  and  of  inde- 
pendence, which  are  inevitable  sequellae  of 
rapid  mobilization,  are  indeed  worthy  of 
mention. 

The  unanimous  approval  by  the  patients 
themselves  of  this  method  of  postoperative 
treatment  is  significant.  Of  the  700  cases 
that  have  risen  early,  not  one  patient  was 
sorry  he  had  done  so;  and  not  one  pre- 
ferred delayed  rising  after  he  had  experi- 
enced rapid  mobilization  with  previous  op- 
eration. They  expressed  their  gratitude  for 
a short  hospital  stay,  for  the  curtailment 
of  their  expenses,  and  for  getting  them 
back  on  the  job  again  as  wage  earners  far 
ahead  of  schedule. 

As  an  ardent  proponent  of  rapid  post- 
operative mobilization,  I have  found  no  con- 
traindications for  employing  this  mode  of 
treatment : any  patient  who  is  a good  oper- 
ative risk  is  also  a fit  subject  for  rapid 
mobilization. 
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A CENTURY  OF  MEDICAL  PROGRESS 

Under  this  title  the  Statistical  Bulletin  of 
Metropolitan  Life  Insurance  Company  sa- 


lutes the  centenary  of  the  American  Medi- 
cal Association.  During  this  momentous 
century  medical  and  sanitary  science  has 
made  amazing  progress  in  conserving  the 
lives  and  safeguarding  the  health  of  the 
people.  The  Bulletin  points  out  that  not 
the  least  of  the  blessings  flowing  out  of  the 
marked  reduction  in  death  and  disability 
are  the  social  and  economic  benefits  of 
fewer  broken  families,  fewer  orphans,  long- 
er life  with  much  increased  production. 

Not  only  were  our  forebears  subject  to 
a generally  high  death  rate  year  after  year 
but  also  to  the  periodic  ravages  of  cholera 
yellow  fever,  smallpox  and  a number  of 
other  diseases.  Whereas  vital  statistics  are 
very  poor  in  the  country  as  a whole  in  the 
early  nineteenth  century,  figures  are  avail- 
able for  New  Orleans,  and  certain  other 
large  cities.  An  example  of  the  devastation 
that  was  often  inflicted  on  our  area  is  the 
cholera  epidemic  in  New  Orleans  in  1832. 
There  were  10,471  deaths  in  this  single 
epidemic,  a figure  in  excess  of  ten  per  cent 
of  the  entire  populace.  The  Bulletin  con- 
cludes by  stating  that  as  the  American  Med- 
ical Association  begins  its  second  century, 
the  physician  will  be  concerned  more  and 
more  with  the  degenerative  diseases  rather 
than  with  the  diseases  of  environmental 
origin,  with  the  chronic  diseases  of  later 
life  rather  than  with  the  childhood  infec- 
tions, and  with  diseases  of  longer  duration 
rather  than  with  acute  conditions.  These 
changes  bring  with  them  a host  of  new  and 
challenging  problems.  The  medical  profes- 
sion will,  as  before,  meet  this  challenge 
with  ever  increasing  effectiveness. 

0 

DEVELOPMENTS  IN  THE  FIELD  OF 
OCCUPATIONAL  DISEASES 

It  is  somewhat  surprising  to  learn  that 
the  South  outranks  the  West  industrially 
and  that  there  are  now  more  industrial  than 
agricultural  workers  in  our  area.  For  this 
reason,  therefore,  we  are  constrained  to 
give  increasingly  more  attention  to  the  dis- 
eases that  are  of  occupational  origin. 

The  U.  S.  Department  of  Labor  has  listed 
ten  major  hazards  of  employment.  These 


84 


Editorials 


are:  (1)  abnormalities  of  air  pressure,  (2) 
abnormalities  of  temperature,  (3)  damp- 
ness, (4)  defective  illumination,  (5)  dust, 
(6)  infection,  (7)  radiant  energy,  (8)  re- 
peated motion,  pressure  or  shock,  (9) 
poisons,  (10)  dermatoses.  Grey  has  listed 
three  postulates  which  must  be  proved  to 
establish  a diagnosis  of  occupational  dis- 
ease, namely,  exposure  to  a known  harmful 
substance ; the  presence  of  clinical  symp- 
toms and  objective  findings  resulting  from 
contact  with  a specific  harmful  substance; 
and  finally,  confirmation  by  established 
laboratory  criteria. 

It  was  in  1911  that  effective  labor  legis- 
lation began  in  the  United  States.  It  was 
in  that  year  that  New  York  and  California 
made  the  reporting  of  occupational  diseases 
compulsory  and  New  Jersey  made  certain 
occupational  diseases  compensable.  Now  all 
the  states  except  one  have  laws  requiring 
compensation  for  industrial  accidents. 
About  half  of  them  have  laws  requiring 
compensation  for  at  least  some  of  the  indus- 
trial diseases. 

In  addition  to  Federal  and  State  Legisla- 
tion requiring  employers  to  pay  for  acci- 
dents and  occupational  diseases,  impetus 
has  been  given  by  a number  of  voluntary 
organizations  and  scientific  and  profes- 
sional associations.  In  the  forefront  of  these 
latter  have  been  the  National  Safety  Coun- 
cil, the  American  Association  of  Industrial 
Physicians  and  Surgeons  and  the  Amer- 
ican Industrial  Hygiene  Association.  The 
American  College  of  Surgeons  organized  its 
Committee  on  Industrial  Medicine  and 
Traumatic  Surgery  in  1926.  This  committee 
has  done  excellent  work  in  setting  minimum 
standards  for  medical  services  in  industry, 
in  surveying  the  medical  departments  of 
industrial  plants  and  accrediting  those  that 
measure  up  to  their  standards.  The  Council 
on  Industrial  Health  formed  by  the  Amer- 
ican Medical  Association  has  had  a strong 
influence  on  the  continued  development  in 
industrial  medicine  through  its  Annual 
Congress  on  Industrial  Health,  through  its 
exhibits  and  by  influencing  the  state  and 


local  medical  societies  to  appoint  commit- 
tees and  help  them  develop  programs  on 
industrial  medicine  and  health.  Post  Grad- 
uate and  undergraduate  industrial  medical 
education  are  also  being  stressed  by  this 
Council. 

0 

LOEFFLER’S  SYNDROME 

In  1913  Loeffler  described  a number  of 
patients  all  of  whom  suffered  from  a pecu- 
liar type  of  pneumonia.  The  salient  fea- 
tures of  the  condition  included  transient, 
successive,  pulmonary  infiltrations,  with  a 
paucity  of  physical  organs  for  the  most 
part.  In  certain  of  the  patients  asthma  was 
present  but  the  majority  had  no  symptoms. 
There  was  a marked  blood  eosinophilia 
ranging  from  10-70  per  cent.  In  the  past 
year  or  two  a fuller  delineation  of  the  condi- 
tion has  developed.  In  the  roentgen-ray  are 
noted  infiltrations  of  homogeneous  density 
and  varying  size.  These  may  be  patchy  or 
confluent.  Complete  resolution  in  a mattei 
of  two  to  three  weeks  is  usual  though  a 
few  linear  strands  may  remain.  There  is 
no  predilection  for  upper  or  lower  lobes. 
Evidences  of  atelectasis,  calcification  and 
cavity  formation  are  completely  lacking. 
Fecause  of  the  mildness  of  the  condition  for 
the  most  part,  the  pathologic  lesions  have 
only  been  described  once  or  twice.  Sections 
of  lung  show  replacement  of  the  normal 
parenchyme  by  fibroblasts  and  collagenous 
fibers.  Large  numbers  of  eosinophils,  plas- 
ma cells,  lymphocytes  and  giant  cells  are 
seen  in  the  meshes.  There  is  a periarterial 
inflammatory  process  not  unlike  periarteri- 
tis nodosa. 

Apparently  there  are  a number  of  agents 
capable  of  eliciting  this  syndrome.  Among 
these  are  the  brucella  organisms  and  ame- 
bas  but  more  particularly  the  helminths, 
including  Trichinella,  Ascaris  and  Ancylos- 
toma.  Some  26  cases  were  reported  from 
Florida,  and  in  view  of  the  extreme  fre- 
quency of  helminth  infestations  in  Louisi- 
ana that  can  be  little  doubt  of  its  existence 
here. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  membeics  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


STATE  COUNCIL  ON  MEDICAL,  DEN- 
TAL AND  PHARMACEUTICAL 
SERVICES 

At  the  last  meeting  ©f  the  House  of 
Delegates,  on  a proposal  made  by  the  Lou- 
isiana Pharmaceutical  Association,  it  was 
agreed  that  the  Louisiana  State  Medical  So- 
ciety should  participate  in  the  formation  of 
a State  Council  on  Medical,  Dental  and 
Pharmaceutical  Services.  Our  president  has 
appointed  the  following  committee  from  the 
State  Society: 

Dr.  Emmett  L.  Irwin,  Chairman;  Dr.  0. 
W.  Bethea,  Dr.  George  Hauser. 

Considerable  progress  has  been  made  in 
the  direction  of  consummating  the  three 
organizations  into  a functioning  unit  for 
the  better  understanding  of  problems  which 
are  of  importance  to  the  groups.  Dean 
McCloskey  of  the  New  Orleans  College  of 
Pharmacy,  Loyola  University,  who  formu- 
lated this  idea  is  very  active  in  the  develop- 
ment of  the  group. 

o 

HIGHLIGHTS  OF  THE  AMERICAN 
MEDICAL  MEETING  IN  ATLAN- 
TIC CITY,  JUNE  9-13 

The  new  officers  of  the  Association, 
elected  at  Atlantic  City,  for  1947-48  are: 
Dr.  Roscoe  L.  Sensenich,  South  Bend,  Indi- 
ana, President-Elect;  Dr.  Thomas  A.  Mc- 
Goldrick,  Brooklyn,  N.  Y.,  Vice-President; 
Dr.  George  F.  Lull,  Chicago,  re-elected  Sec- 
retary and  General  Manager;  Dr.  Josiah 
J.  Moore,  Chicago,  re-elected  Treasurer ; 
Dr.  R.  W.  Fouts,  Omaha,  Nebraska,  re- 
elected Speaker  of  the  House;  Dr.  Francis 
F.  Borzell,  Philadelphia,  Vice-Speaker  of 
the  House;  Dr.  Dwight  H.  Murray,  Napa, 
Cal.,  re-elected  to  a five  year  term.  Board 
of  Trustees;  Dr.  Edward  J.  McCormick, 
Toledo,  Ohio,  elected  to  serve  a five  year 
term.  Board  of  Trustees. 


Also:  Dr.  Lloyd  Noland,  Fairfield,  Ala., 
re-elected  as  a member  of  the  Judicial  Coun- 
cil; Dr.  John  H.  Musser,  New  Orleans,  re- 
elected as  a member  of  the  Council  on  Medi- 
ical  Education  and  Hospitals;  Dr.  William 
Middleton,  Madison,  Wis.,  elected  member 
of  the  Council  on  Medical  Education  and 
Hospitals;  Drs.  Stanley  P.  Reimann,  Phila- 
delphia and  L.  B.  Jackson,  San  Aantonio, 
elected  to  the  Council  of  Scientific  Assem- 
bly; Dr.  James  R.  McVay,  Kansas  City,  Mo., 
re-elected  a member  of  the  Council  on  Medi- 
cal Service,  and  Drs.  Elmer  Hess,  Erie,  Pa. 
and  Jesse  D.  Hamer,  Phoenix,  Ariz.,  elected 
to  the  same  Council. 

The  House  of  Delegates  selected  Chicago 
as  the  1948  convention  city;  Atlantic  City 
for  the  session  in  1949  and  San  Francisco 
in  1950. 

Adopted  in  toto  were  the  recommenda- 
tions made  by  Dr.  Edward  L.  Bortz  of  Phil- 
adelphia, our  new  president.  They  were: 

1.  A two-day  scientific  session  for  gen- 
eral practitioners  at  the  time  of  the  House 
of  Delegates. 

2.  Change  of  meeting  place  for  the  semi- 
annual session — to  convene  in  a different 
geographic  district  each  year — at  which 
time  the  two-day  session  for  general  prac- 
titioners would  be  held. 

3.  Closer  affiliation  with  third  and  fourth 
year  medical  students — possibly  by  affiliate 
membership — and  re-establishment  of  a 
student  section  in  The  Journal,  and  en- 
couragement of  presentation  of  scientific 
papers  at  county,  state  and  even  national 
levels;  also  to  study  the  possibility  of  a 
student  section  of  the  scientific  assembly. 

4.  The  Secretary,  in  collaboration  with 
the  councils  and  bureaus,  to  prepare  an 
attractively  illustrated  booklet  describing 
the  various  activities  carried  on  by  the 
Association  for  distribution  to  graduating 
medical  classes  (Note:  This  booklet  has 
been  in  preparation  and  was  side-tracked 
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by  work  of  the  Centennial  Session). 

5.  Further  clarification  of  public  rela- 
tions activities  of  the  Association. 

6.  More  experienced  representatives  as 
speakers  for  lay  groups  and  legislative 
bodies,  and  the  establishment  of  a speak- 
ers’ bureau  to  assist  those  representatives. 

7.  Greater  utilization  of  the  Woman’s 
Auxiliary  as  an  instrument  in  the  field  of 
public  relations. 

8.  Establishment  by  the  House  of  Dele- 
gates of  a Committee  on  Nursing  Problems. 

9.  Better  channeling  of  information  to 
the  House  of  Delegates  of  the  activities  of 
departments,  bureaus  and  councils. 

10.  Active  cooperation  by  the  Association 
with  governmental  officials  to  work  out  a 
program  for  prompt  medical  service  in  case 
of  another  national  emergency. 

11.  The  House  of  Delegates  to  take  under 
advisement  a future  building  program  for 
the  Association  headquarters. 

The  Council  on  Medical  Education  and 
Hospitals  adopted  new  standards  for  resi- 
dencies and  fellowships  in  the  specialties. 
These  will  appear  in  the  proceedings  of  the 
House  to  be  published  in  The  Journal,  and 
will  also  be  reprinted  and  distributed. 

The  National  Conference  of  County  Medi- 
cal Society  Officers  billed  as  a “Grass  Roots 
Conference,”  held  its  initial  meeting  in  At- 
lantic City  and  was  unanimously  voted  con- 
tinuance. This  action  was  approved  by  the 
House.  Future  meetings  will  be  held  for  the 
purpose  of  developing  a working  partner- 
ship between  the  A.  M.  A.  and  every  phy- 
sician. 

The  Atlantic  City  registration  totaled 
15,667  physicians,  making  our  Centennial 
Session  the  greatest  medical  meeting  ever 
held  anywhere  in  the  world. 

In  keeping  with  the  progress  made  at  the 
Atlantic  City  Conference  of  County  Medi- 
cal Society  Officers,  it  is  fel  that  the  plans 
and  constructive  suggestions  should  be  car- 
ried to  every  state  and  properly  presented 
to  the  various  secretaries  of  our  parish 
societies. 

There  is  going  to  be  held  a regional  meet- 
ing of  the  American  Medical  Association  in 
New  Orleans  on  October  23  and  24  this 


year.  The  object  of  this  meeting  will  be  to 
discuss  questions  on  medical  service  and 
public  relations.  It  would  therefore  seem 
obvious  that  it  might  be  desirable  to  hold 
a meeting  of  the  various  parish  secretaries 
just  preceding  this  regional  meeting  or  else 
to  postpone  the  time  until  just  previous  to 
the  next  annual  meeting  of  the  State 
Society.  The  object  of  this  meeting  would 
be  to  bring  in  direct  contact  the  secretaries 
of  our  parish  societies  with  the  officers  and 
members  of  various  committees  of  the 
American  Medical  Association.  At  this  time 
there  could  be  discussed  problems  of  mutual 
interest  and  thus  get  the  opportunity  to  help 
implement  the  policies  developed  by  the 
American  Medical  Association  in  relation 
to  medical  service  expansion,  medical  care, 
public  relations,  and  other  vital  subjects. 
o 

THE  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 

At  the  American  Medical  Association 
meeting  in  Atlantic  City  there  was  consum- 
mated a plan  to  establish  the  American 
Academy  of  General  Practice.  The  members 
of  this  academy  would  be  composed  of  gen- 
eral practitioners.  It  would  have  standards 
and  requirements  for  individual  physicians 
to  become  diplomats  and  to  practice  general 
medicine  under  such  a specialization.  The 
initial  meeting  was  very  flattering,  being 
attended  by  some  219  general  practitioners. 
Unquestionably  this  is  a distinct  step  for- 
ward and  will  serve  to  give  the  general 
practitioner  a proper  standing  in  the  medi- 
cal world.  Our  state  was  very  fortunate 
in  having  Dr.  J.  P.  Sanders  of  Shreveport 
placed  on  the  board  of  directors.  You  will 
unquestionably  receive  from  him  appropri- 
ate information  and  instructions  as  how  to 
how  one  may  proceed  to  align  himself  with 
thi  sprogressive  group  of  doctors.  We  feel 
assured  that  if  the  doctors  so  engaged  will 
manifest  their  interest  and  enthusiasm, 
there  can  be  developed  in  this  state  a very 
strong  lever  for  the  proper  recognition  of 
the  general  practice  of  medicine.  Do  give 
Dr.  Sanders  and  the  American  Academy  of 
General  Practice  your  support. 
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August  12. 

August  15. 
August  18. 
August  20. 

August  21. 


August  25. 

August  27. 
August  28. 
August  29. 

September  3. 
September  4. 


September  5. 


Orleans  Parish  Radiological  So- 
ciety, 7:30  p.  m. 

Lakeshore  Hospital  Staff,  8 p.  m. 
Hotel  Dieu  Staff,  8 p.  m. 

General  Practitioners,  Hutchinson 
Memorial  Auditorium,  8 p.  m. 
Clinico-pathologic  Conference,  Tou- 
ro  Infirmary,  12  noon. 

Veterans  Administration  Hospital 
Staff,  8 p.  m. 

Board  of  Directors,  Orleans  Pai'ish 
Medical  Society,  8 p.  m. 

French  Hospital  Staff,  8 p.  m. 
DePaul  Sanitarium  Staff,  8 p.  m. 
New  Orleans  Dispensary  for  Wom- 
en and  Children  Staff,  8 p.  m. 
Mercy  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Tou- 
ro  Infirmary,  12  noon. 

Executive  Committee,  Baptist  Hos- 
pital, 8 p.  m. 

Ochsner  Clinic  Staff,  8 p.  m. 

N.  J.  Tessitore,  M.  D.,  Secretary. 

o 

NEWS  ITEMS 


Dr.  James  W.  Burks,  Jr.,  addressed  the  West 
Tennessee  Medical  and  Surgical  Association  at 
Dyersburg  on  May  22.  He  spoke  on  “Some  Com- 
mon Epidermal  Sensitizations.” 


Dr.  Wm.  B.  Clark  was  elected  to  membership  in 
the  American  Ophthalmological  Society  at  the 
meeting  of  this  organization  at  Warm  Springs,  Va., 
June  5-7. 

Dr.  Clark  served  by  invitation  as  an  Associate 
Examiner  on  the  American  Board  of  Ophthalmol- 
ogy examinations  which  were  given  at  Philadelphia, 
June  15-18. 


Dr.  J.  W.  Davenport,  Jr.,  and  Dr.  Edwin  H. 
Lawson  attended  a meeting  of  the  South  Missis- 
sippi Medical  Society  and  the  South  Mississippi 
Medical  Society  Auxiliary  at  Hattiesburg,  June  12. 

Dr.  Davenport  presented  a paper  entitled,  “A 
Practical  Approach  to  the  Rh  Problem”;  Dr.  Law- 
son  spoke  on  “Meningitis  Due  to  Salmonella.” 


Dr.  Daniel  J.  Silverman  read  a paper  prepared 
by  himself  and  Dr.  Alan  Leslie,  on  “Salmonella — 
A Cause  of  Chronic  Bacteria  Dysentery”  at  the 
meeting  of  the  American  Gastro-Enterological  As- 
sociation in  Atlantic  City  immediately  preceding 
the  AMA  Convention. , 


Dr.  Early  Conway  Smith  was  recently  re-elected 
president  of  the  Lakeshore  Hospital  Staff.  Other 
officers  re-elected  were:  Dr.  Robert  M.  Willough- 


by, vice-president;  and  Dr.  Alan  Leslie,  secretary- 
treasurer. 

Members  of  the  executive  committee  for  the  com- 
ing year  are:  Drs.  Willoughby,  E.  D.  Matthews, 

L.  J.  O’Neil,  W.  P.  Bi-adburn,  Jr.,  Irven  Cahen, 
Edward  W.  Nelson,  John  S.  Herring,  Wm.  C.  Riv- 
enbark,  and  H.  L.  Kearney. 


CHANGES  IN  MEMBERSHIP  ROLLS 

During  the  month — 

Five  .active  members,  Drs.  Harry  Fishbein,  Allan 
J.  Hill,  Emile  Maltry  and  Paul  B.  Reaser,  and  one 
intern  member.  Dr.  A.  S.  Warren  resigned  because 
of  removal  from  New  Orleans. 

Four  members  passed  away,  Dr.  Theobald  R. 
Rudolf,  active;  Drs.  W.  W.  Calhoun,  E.  D.  Fried- 
richs and  J.  A.  Lewis,  inactive. 


The  following  members  participated  in  the  scien- 
tific program  of  the  A.  M.  A.  at  the  meeting  in 
Atlantic  City  June  9-13: 

Dr.  John  Adriani  opened  the  discussion  on  Drs. 
J.  J.  Jacoby,  J.  M.  Coon  and  H.  M.  Livingstone’s 
paper — “Effect  of  Procaine  on  Liver  Function:  An 
Experimental  and  Clinical  Study.” 

Dr.  Ruth  G.  Aleman  opened  the  discussion  on 
Drs.  Jerome  L.  Kohn  and  Alfred  E.  Fischer’s  paper 
— “Management  of  Whooping  Cough  in  Infants.” 
Dr.  W.  D.  Beacham  presented  a paper  on  “Ec- 
topic Pregnancy.” 

Drs.  George  E.  Burch  and  Clarence  T.  Ray  pre- 
sented a paper  on  “The  Cardiovascular  System  as 
the  Effector  Organ  in  Psychosomatic  Phenomena.” 
Dr.  Burch  participated  in  the  Question  and  An- 
swer Conference  on  Cardiovascular  Diseases,  dis- 
cussing the  “Problems  in  Electrocardiography.” 

Dr.  Ansel  M.  Caine  opened  the  discussion  on  Dr, 
John  B.  Dillon’s  paper — “Anesthesia  in  the  Aged.” 
Drs.  Manuel  M.  Garcia  and  Leon  J.  Menville  pre- 
sented a paper  on  “Critical  Evaluation  of  Surgical 
and  Radiation  Therapy  for  Carcinoma  of  the 
Cervix.” 

Dr.  George  M.  Haik  presented  a paper  on  “Intra- 
ocular Foreign  Bodies:  Wartime  Experiences  Ap- 
plied to  a Peacetime  Problem.” 

Dr.  James  K.  Howies  and  Dr.  E.  R.  Gross  of 
Philadelphia  presented  a paper  on  “Oral  Bismuth 
Therapy  in  Syphilis  and  Various  Inflammatory 
Dermatoses.” 

Dr.  Mercer  G.  Lynch  presented  a paper  on 
“Traumatic  Injuries  of  the  Larynx,  Especially 
Gunshot  Wounds  and  Their  Repair.” 

Dr.  Champ  Lyons  presented  a paper  on  “Man- 
agement of  Protein  Deficiency  in  Surgical  Pa- 
tients: Use  of  Whole  Blood  Transfusion.” 

Dr.  Alton  Ochsner,  chairman  of  the  Section  on 
Surgery  (General  and  Abdominal)  gave  the  chair- 
man’s address : “Carcinoma  of  the  Lung.” 
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Dr.  William  Parson  opened  the  discussion  on  Dr. 
Sidney  C.  Madden’s  paper  on — “Protein  Nitrogen 
Following  Injury.” 

Drs.  Ralph  V.  Platou,  John  Kometani  and  Nor- 
man Woody  presented  a paper  on  “Pediatric 
Deaths  in  a Large  Central  Hospital.” 

Dr.  M.  T.  Van  Studdiford  opened  the  discussion 
to  Drs.  G.  H.  Faget  and  Paul  T.  Erickson’s  paper — 
“The  Chemotherapy  of  Leprosy.” 

Scientific  exhibits  were  presented  by — 

Drs.  George  E.  Burch  and  Clarence  T.  Ray— 
“Cardiovascular  Syphilis.” 

Drs.  George  E.  Burch  and  Paul  Reaser— “Radio 
Elements  and  Mechanism  of  Congestive  Heart 
Failure  Radiosodium.” 

Dr.  Grace  A.  Goldsmith — “Ireatment  of  Macro- 
cytic Anemia  with  Pteroylglutamic  Acid.” 

Drs.  Champ  Lyons,  H.  S.  Mayerson  and  Paul  T. 


DeCamp— “Chronic  Shock,  the  Problem  of  Reduced 
Blood  Volume  in  the  Chronically  111  Patient.” 

Dr.  J.  Brown  Farrior — “Ear  Surgery.” 

Dr.  James  K.  Howies,  DeW.  F.  Mullins  and  Wil- 
liam B.  Stewart — “Cutaneous  Gramulomas.” 

Drs.  John  Adriani  and  David  A.  Davis — “Physio- 
logic Changes  During  Spinal  Anesthesia.” 

Awards — 

Drs.  George  E.  Burch  and  Paul  Reaser  received 
the  GOLD  MEDAL  in  group  one  for  their  scien- 
tific exhibit  on  “Radio  Elements  and  Mechanism 
of  Congestive  Heart  Failure  Radiosodium.” 

Drs.  Champ  Lyons,  H.  S.  Mayerson  and  Paul  T. 
DeCamp  received  a CERTIFICATE  OF  MERIT 
in  group  one  for  their  scientific  exhibit  on  “Chronic 
Shock,  the  Problem  of  Reduced  Blood  Volume  in 
the  Chronically  111  Patient.” 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


Society 

East  Baton  Rou 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 

Second  District 
Shreveport 
Vernon 

LOUISIANA  STATE  MEDICAL  SOCIETY 
ANNUAL  MEETING 

The  Ouachita  Parish  Medical  Society,  in  coopera- 
tion with  the  Executive  Committee  of  the  State 
Society,  has  selected  April  12,  13,  and  14,  1948,  for 
their  annual  meeting  dates.  Plans  are  being  devel- 
oped to  assure  our  profession  a most  entertaining, 
educational  and  progressive  meeting. 


SNELLING  CHAIRMAN  OF  ARRANGEMENTS 
COMMITTEE 

Dr.  John  G.  Snelling,  Jr.,  has  been  appointed 
chairman  of  the  Arrangements  Committee  when 
the  Louisiana  State  Medical  Society  meets  in  Mon- 
roe next  year.  The  meeting  will  be  held  the  second 
week  in  April,  beginning  on  the  twelfth  and  ending 
on  the  fourteenth. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

The  following  Associated  Press  dispatch  ap- 
peared in  the  N.  0.  Times-Picayune.  It  was  felt 
that  it  should  be  reproduced  in  full  as  it  recounts 


a very  important  development  in  the  field  of  gen- 
eral practice. 

GENERAL  DOCTORS  ORGANIZE  SOCIETY 
LOUISIANA  FIRST  TO  COMPLETE  STATE 
ACADEMY  GROUP 

Alexandria,  La.,  July  13. — Approximately  100 
doctors  from  all  parts  of  Louisiana  today  organized 
a Louisiana  state  branch  of  the  new  American 
Academy  of  General  Practice  which  was  formed  on 
a nationwide  basis  at  the  Atlantic  City  meeting  last 
June  10  of  the  American  Medical  Association. 

The  American  Academy  of  General  Practice  is 
expected  to  fulfill,  among  general  practitioners,  the 
same  functions  as  are  performed  for  surgeons  by 
the  American  Academy  of  Surgeons  and  for  physi- 
cians by  the  American  Academy  of  Physicians.  Its 
object  is  to  revise  the  standards  of  general  practice 
and  bring  greater  recognition  of  the  general  prac- 
titioner. 

First  Statewide  Group 

The  action  today  made  Louisiana  the  first  state 
in  the  nation  to  complete  statewide  organization. 
The  new  organization  was  pictured  by  speakers  at 
the  all  day  meeting  as  potentially  destined  to  be, 
on  a nationwide  basis,  the  most  powerful  of  all 
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medical  organizations  within  the  American  Medical 
Association,  because  60  per  cent  of  the  country’s 
doctors  are  general  practitioners. 

The  Louisiana  organization  elected  Dr.  J.  P. 
Saunders  of  Shreveport  president.  Under  the  by- 
laws and  constitution  adopted,  there  is  also  a post 
of  president-elect  who  will  become  president  a year 
hence.  This  went  to  Dr.  Guy  Jones  of  Lockport. 
Dr.  D.  B.  Barber  of  Alexandria  was  elected  vice- 
president  and  Dr.  J.  W.  Atkinson  of  New  Orleans, 
treasurer. 

Th  efirst  board  of  directors,  one  from  each  con- 
gressional district  in  the  state,  is  made  up  of  the 
following ; 

First  District,  Dr.  Nicholas  J.  Chetta,  New  Or- 
leans; Second  District,  Dr.  J.  B.  Gray,  New  Or- 
leans; Third  District,  Dr.  Philip  Robichaux,  Race- 
land;  Fourth  District,  Dr.  S.  L.  Gill,  Shreveport; 
Fifth  District,  Dr.  E.  L.  Carroll  of  Columbia;  Sixth 
District,  Dr.  M.  C.  Wigginton,  Hammond;  Seventh 
District,  Dr.  0.  W.  Topp,  Oberlin;  Eighth  District, 
Dr.  H.  P.  Forsythe,  Alexandria. 


ADDITIONAL  ATTENDANCE  AT  THE  A.  M.  A. 
MEETING 

f 

It  was  noted  in  an  editorial  last  month  that  the 
final  figures  for  attendance  at  the  A.  M.  A.  meet- 
ing were  not  available  at  the  end  of  the  scientific 
meeting.  This  is  responsible  for  our  unfortunate 
neglect  to  publish  the  fact  that  Drs.  A.  A.  Herold, 
J.  P.  Sanders  and  Joseph  Shavin,  of  Shreveport, 
were  all  in  attendance  at  the  meeting. 

If  the  Journal  missed  any  other  Louisiana  men 
it  would  be  glad  to  name  them  in  an  approaching 
number. 


CHARITY  HOSPITAL 

A meeting  of  the  Medical  Division  of  Charity 
Hospital  was  held  on  Tuesday,  June  17  in  the 
Auditorium  of  the  hospital.  The  program  consisted 
of  the  following:  miliary  tuberculosis:  response  to 
streptomycin  therapy,  by  Dr.  Philip  B.  Johnson, 
and  bacterial  endocarditis : two  cases  requiring 
massive  antibiotic  therapy,  by  Drs.  Norman  S.  Gil- 
bert and  Carl  Gulotta. 


TOURO  INFIRMARY 

The  Medical  Staff  of  Touro  Infirmary  has  dis- 
continued its  regular  monthly  meeting  for  the  sum- 
mer. The  meetings  will  be  resumed  in  October. 


SHAFFER  TO  HELP  ORGANIZE  MEDICAL 
SCHOOL 

Dr.  Morris  Shaffer,  former  Rhodes  Scholar  and 
present  Professor  of  Bacteriology  at  Tulane  Medi- 
cal School  has  been,  signally  honored.  He  has  ac- 
cepted an  invitation  to  go  to  Jerusalem  where  he 
will  organize  a Basic  Science  Department  at  the 
University  of  Jerusalem.  He  will  also  advise  as  to 
the  establishment  of  a four  year  medical  school. 


He  will  remain  in  Palestine  through  the  summer, 
returning  in  time  to  resume  his  duties  in  the  De- 
partment of  Bacteriology  at  the  Tulane  University 
School  of  Medicine. 


ARMY  ENGINEERS  TO  BUILD  GREATEST 
MEDICAL  CENTER 

What  is  planned  to  be  the  greatest  medical  re- 
search center  in  the  world  will  be  built  at  Forest 
Glen,  Maryland,  by  the  Corps  of  Engineers  for  the 
Office  of  the  Surgeon  General,  according  to  a re- 
cent announcement  made  by  Major  General  Ray- 
mond W.  Bliss,  The  Surgeon  General.  In  keeping 
with  technological  advances  in  all  fields,  based  on 
experiences  in  the  late  war,  the  center  will  be 
equipped  to  anticipate  and  meet  the  medical  prob- 
lems of  the  future  as  well  as  to  cope  with  those 
of  the  present.  The  initial  cost  is  estimated  at 
approximately  $40,000,000.  Construction  will  be 
supervised  by  the  District  Engineer,  Washington, 
D.  C.  Engineer  District. 

Officially  designated  as  the  “Army  Medical  Re- 
search and  Graduate  Teaching  Center,”  the  project 
wil  Iconsist  of  a 1,000-bed  general  hospital,  capable 
of  expansion  to  1,500  beds;  the  Army  Institute  of 
Pathology  building;  the  Army  Medical  Museum  and 
Center  Administration  building ; Central  Labora- 
tory Group  buildings;  and  the  Army  Institute  of 
Medicine  and  Surgery.  A working  library,  animal 
farm,  quarters  for  the  staff  and  other  buildings 
are  included  in  the  plans. 

Located  just  outside  of  Washington,  the  new 
Army  Medical  Center  will  have  the  advantage  of 
close  relationship  to  the  Walter  Reed  General  Hos- 
pital, the  Naval  Medical  Center,  the  medical  schools 
of  the  District  and  the  proposed  new  Washington 
Medical  Center,  with  all  of  whom  ideas  can  be 
interchanged. 


NEW  ORLEANS  GYNECOLOGICAL  AND 
OBSTETRICAL  SOCIETY 
At  a recent  meeting  of  the  New  Orleans  Gyneco- 
logical and  Obstetrical  Society,  Dr.  Earl  Conway 
Smith  was  elected  president  of  the  organization; 
Dr.  W.  D.  Beacham  was  named  president-elect;  Dr. 
Curtis  H.  Tyrone  was  selected  as  vice-president; 
Dr.  John  S.  Herring  as  secretary  and  Dr.  Harry 
Meyer  treasurer. 


EMIC  TO  END 

On  July  1 liquidation  began  of  the  Louisiana 
Emergency  Maternity  and  Infant  Care  program 
which  was  administered  by  the  maternal  and  child 
health  section  of  the  state  health  department.  Pay- 
ments wil  be  made  to  physicians  and  hospitals  for 
maternity  or  infant  care  which  was  authorized  be- 
fore July  1,  1947.  Maternity  cases  where  preg- 
nancy began  prior  to  July  1,  1947;  infants  under 
one  year  of  age  during  th  eperiod  July  1,  1947  to 
June  30,  1948,  and  infants  born  to  mothers  who 
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were  pregnant  before  July  1,  1947,  will  be  eligible 
for  medical  and  hospital  care  paid  for  through 
EMIC  funds  during  the  next  two  fiscal  years. 

Approximately  25,000  mothers  and  babies  re- 
ceived care  through  the  program,  which  began  De- 
cember 1,  1943,  at  a cost  of  more  than  $1,652,389. 

In  announcing  the  liquidation.  Dr.  Waldo  Treut- 
ing  said  “The  Louisiana  state  health  department 
would  like  to  express  its  appreciation  to  all  physi- 
cians, hospitals,  social  agencies  and  other  groups 
who  have  cooperated  in  making  this  EMIC  program 
meet  the  needs  of  the  wives  and  infants  of  Louisi- 
ana service  men  and  women.” 


MEDICAL  PUBLICATIONS  NEEDED 
OVERSEAS 

As  a result  of  war  and  persecution,  doctors,  den- 
tists and  technicians  in  allied  fields  throughout 
Europe  have  been  deprived  for  more  than  ten  years 
of  news  of  the  latest  developments  in  their  profes- 
sions— the  kind  of  news  and  analysis  contained  in 
this  journal. 

When  you  have  finished  this  issue,  put  it  to  work 
by  sending  it  to  the  SOS  (Supplies  for  Overseas 
Survivors)  Collection  of  the  Joint  Distribution 
Committee,  1 West  39th  Street,  New  York  18,  N.  Y. 
It  will  be  placed  in  a library  in  a D.  P.  camp,  child 
care  center,  hospital  or  school,  for  use  by  profes- 
sionals desperately  anxious  to  bring  themselves  up- 
to-date  on  the  knowledge  forcibly  kept  from  them 
by  the  Nazis. 


INSTRUCTIONAL  COURSE  IN  ALLERGY 

The  American  College  of  Allergists  has  an- 
nounced that  its  annual  Fall  Graduate  Instruc- 
tional Course  in  Allergy  will  be  given  in  Cincinnati, 
Ohio,  November  3-8,  inclusive,  under  the  auspices 
of  the  Medical  College  of  the  University  of  Cin- 
cinnati. 

The  program  this  year  is  the  best  ever  offered 
by  the  College.  Forty-six  formal  lectures  are 
listed  and  also  a special  allergy  clinic  of  case  pre- 
sentations. An  added  feature  this  year  will  be 
three  informal  discussion  groups  led  by  various 
members  of  the  faculty. 

Programs  and  complete  information  can  be  ob- 
tained by  writing  to  the  College  Secretary,  Dr. 
Fred  W.  Wittich,  423  La  Salle  Medical  Building, 
Minneapolis  2,  Minnesota. 


AMERICAN  COLLEGE  OF  SURGEONS 
The  thirty-third  annual  clinical  congress  of  the 
American  College  of  Surgeons  will  be  held  at  the 
Waldorf-Astoria,  New  York,  September  8-12.  A 
variety  of  clinical  and  scientific  features  have  been 
provided  by  Dr.  Howard  A.  Patterson,  of  New 
York,  Chairman  of  the  Committee  on  Arrange- 
ments, and  his  committee. 

On  the  first  day  Dr.  Irvin  Abell  will  inaugurate 
President-elect  Dr.  Arthur  W.  Allen,  of  Boston, 


and  the  other  new  officers. 

At  this  time  Dr.  Abell  will  give  the  address  of 
the  retiring  president,  speaking  on  the  subject  “The 
Spirit  of  Surgery.”  Dr.  Allen  0.  Whipple,  of  New 
York,  will  deliver  the  Martin  Memorial  Lecture. 

The  convocation,  at  which  time  nearly  six  hun- 
dred initiates  will  be  made  fellows,  is  to  be  held 
on  Friday  evening,  September  12.  Dr.  A.  C.  Ivy, 
of  Chicago,  will  give  the  fellowship  address. 


NEW  BUILDING  FOR  ALOE  COMPANY 
The  A.  S.  Aloe  Company  gave  a buffet  luncheon 
and  cocktail  paiTy  for  the  medical  men  of  New 
Orleans  and  vicinity  when  they  opened  their  beau- 
tiful new  building  at  1425  Tulane  Avenue.  The 
building  was  officially  opened  by  Mayor  Morrison 
and  Howard  F.  Baer  of  the  Aloe  Company. 

The  building  is  located  directly  opposite  from 
Charity  Hospital  and  has  an  enormous  stock.  This 
stock  is  not  only  for  the  purpose  of  supplying  the 
medical  profession  of  the  far  South  but  also  the 
physicians  of  Latin  America.  A beautiful  feature 
of  this  new  building  will  be  a mural  picturing  seven 
eras  of  Louisiana  Medical  History.  This  will  be 
painted  by  Franklin  Boggs,  a noted  war  muralist. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  Twelfth  Annual  As- 
sembly and  Convocation  in  Chicago,  September  28- 
October  4,  1947. 

The  program  will  include  operative  and  non- 
operative clinics,  demonstrations,  symposia,  forums, 
medical  mtoion  pictures,  exhibits  and  the  formal 
dedication  of  the  new  library  and  permanent  home 
of  the  United  States  Chapter.  All  meetings,  with 
the  exception  of  the  operative  clinics,  will  be  held 
in  the  Palmer  House  and  the  Stevens  Hotel. 


POST  GRADUATE  COURSE  IN  INFECTIOUS 
DISEASE 

The  Emory  University  School  of  Medicine  an- 
nounces a post  graduate  course  in  infectious  dis- 
eases to  be  conducted  in  cooperation  with  the  Geor- 
gia Department  of  Public  Health.  It  will  be  held 
September  18-19,  1947,  at  the  Grady  Memorial  Hos- 
pital, Atlanta,  Ga. 

This  course  is  planned  specifically  for  the  public 
health  physician  and  general  practitioner.  It  is 
intended  to  be  a practical  and  comprehensive  study 
of  the  latest  methods  of  clinical  and  laboratory 
diagnosis  and  treatment  of  communicable  diseases, 
including  venereal  infections. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

As  previously  announced  this  organization  will 
hold  its  twenty-fifth  annual  scientific  and  clinical 
session  September  2-6  inclusive,  at  the  Hotel  Radis- 
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son,  Minneapolis.  In  addition  to  the  scientific  ses- 
sions, the  annual  instruction  courses  will  be  held 
September  2-5.  These  courses  will  be  open  to  physi- 
cians and  the  therapists  registered  with  the  Ameri- 
can Registry  of  Physical  Therapy  Technicians.  For 
information  concerning  the  convention  and  the  in- 
struction course,  address  the  American  Congress  of 
Physical  Medicine,  30  orth  Michigan  Avenue,  Chi- 
cago 2,  Illinois. 


Dr.  G.  H.  A.  Clowes,  Ph.  D.,  Sc.  D.,  LL.  D., 
Director  Emeritus  of  the  Lilly  Research  Labora- 
tories, was  honored  by  the  American  Diabetes  As- 
sociation at  its  recent  annual  meeting  in  Atlantic 
City,  New  Jersey.  He  delivered  the  annual  Banting 
Memorial  address  and  was  awarded  the  Banting 
Medal  which  is  given  in  recognition  of  distinguished 
service  in  the  field  of  diabetes. 

Under  Dr.  Clowes’  direction,  the  Lilly  Research 
Laboratories  co-operated  with  the  University  of 
Toronto  and  Drs.  Banting  and  Best  in  the  early 
development  of  insulin  of  sufficient  purity  and 
stability  to  permit  its  widespread  clinical  use 
throughout  the  world. 


DR.  SCHEELE  TO  REPLACE  DR.  SPENCER 

The  resignation  of  Dr.  R.  R.  Spencer  as  Chief 
of  the  National  Cancer  Institute  of  the  U.  S.  Public 
Health  Service  to  be  effective  July  1 was  announced 
at  the  quarterly  meeting  of  the  Institute’s  National 
Advisory  Council,  in  Bethesda.  At  the  same  time, 
Dr.  Thomas  Parran,  Surgeon  General,  informed  the 
Council  that  Dr.  Leonard  A.  Scheele,  formerly  As- 
sistant Chief  of  the  Institute,  would  succeed  Dr. 
Spencer. 

Simultaneously,  the  appointment  of  Dr.  A.  C. 
Ivy,  vice-president  of  the  University  of  Illinois  and 
one  of  the  country’s  leading  physiologists,  to  fill 
the  empty  post  of  Executive  Director  of  the  Na- 
tional Cancer  Advisory  Council  was  announced.  Dr. 
Ivy  succeeds  Dr.  George  M.  Smith,  Professor  Em- 
eritus of  Yale  University,  who  resigned  some 
months  ago  for  reasons  of  health. 


AMERICAN  ASSOCIATION  FOR  THE  STUDY 
OF  GOITER 

The  American  Association  for  the  Study  of 
Goiter  will  hold  its  next  meeting  in  the  King  Ed- 
ward Hotel,  Toronto,  Canada,  May  6-8,  1948.  The 
program  for  the  three  day  meeting  will  consist  of 
papers  dealing  with  goiter  and  other  diseases  of 
the  thyroid  gland,  dry  clinics  and  demonstrations. 


NEWS  ITEMS 

Dr.  Ralph  H.  Riggs  of  Shreveport,  Louisiana,  has 
been  one  of  fifty  ftom  a group  of  well  over  650 
applicants  selected  to  take  Dr.  Samuel  Fomon’s 
course  in  Rhinoplasty.  Dr.  Fomon  has  been  doing 
plastic  surgery  for  a number  of  years,  the  last  five 
or  six  years  in  the  Manhattan  General  Hospital  in 


New  York  City.  For  some  time  he  has  been  giving 
a course  to  the  Board  Members  of  the  Ear,  Nose 
and  Throat  Group,  teaching  them  the  basis  of 
Rhinoplasty  and  Otoplasty.  This  course  is  spon- 
sored by  the  American  Otorhinologic  Society  for 
the  Advancement  of  Plastic  and  Reconstructive 
Surgery. 


A permanent  position  is  open  to  a physician  in 
Melville,  Louisiana,  St.  Landry  Parish.  Please  con- 
tact the  President  of  the  Lions  Club. 


CASH  SICKNESS  BENEFITS  FOR  RAILROAD 
WORKERS 

A cash  sickness  benefit  system  for  railroad  work- 
ers will  begin  oeprating  throughout  the  nation  on 
July  1.  All  disabilities  which  prevent  railroad  em- 
ployees from  working,  regardless  of  how  or  where 
they  occur,  are  covered  under  the  program. 

A physician’s  statement  of  sickness  will  be  re- 
quired before  claims  can  be  paid.  It  is  believed 
that  the  program  will  require  about  650,000  medical 
examinations  a year.  Employees  are  free  to  choose 
ther  own  doctors,  and  any  physician  to  whom  an 
employee  goes  for  examination  or  treatment  may 
supply  the  information  required  as  initial  proof  of 
an  employee’s  claim.  The  forms  on  which  medical 
infirmation  will  be  requested  from  a physician  are 
the  “Statement  of  Sickness’’  and  the  “Supplemental 
Doctor’s  Statement.” 


BIRTHS  EXCEED  1,500,000  IN  FIRST  FIVE 
MONTHS  OF  1947 

Births  in  May  are  estimated  to  have  numbered 
302,000  in  the  United  States,  according  to  figures 
released  by  the  National  Office  of  Vital  Statistics, 
U.  S.  Public  Health  Service.  This  is  29  per  cent 
more  than  the  estimate  for  May  of  last  year  and  it 
brings  the  total  for  the  first  five  months  of  this 
year  to  1,572,000. 

Although  the  birth  rate  of  26.4  per  1,000  popula- 
tion including  the  armed  forces  overseas  for  the 
5-month  period  January  to  May,  1947  was  nearly 
40  per  cent  higher  than  the  provisional  rate  of  19.1 
for  the  corresponding  period  of  1946,  the  birth  rate 
has  been  lower  this  year  than  it  was  in  the  last 
four  months  of  1946  when  it  reached  record  break- 
ing heights.  The  decrease  has  taken  place  in  spite 
of  the  fact  that  publications  of  this  office  show 
that  the  numbers  of  niarriages  reported  10  to  12 
months  ago  and  throughout  1946  were  unusually 
large.  It  is  possible  that  the  peak  in  the  birth  rate 
in  the  latter  months  of  1946  was  due  not  only  to 
first  births  to  newly  married  couples,  but  also  to 
births  to  families  who  already  had  children  and 
first  births  to  couples  married  before  or  during  the 
war.  The  fact  that  the  birth  rate  has  decreased 
while  marriages  remained  high  suggests  that  now 
second  and  third  births  to  established  families  and 
first  births  to  persons  married  more  than  one  year 
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are  adding  less  to  the  birth  rate  than  they  did  at 
the  end  of  last  year. 

The  estimated  number  of  births  in  each  of  the 
46  states  reporting  monthly  and  the  District  of 
Columbia  appear  in  the  Monthly  Vital  Statistics 
Bulletin  being  released  by  the  National  Office. 


HEALTH  IN  NEW  ORLEANS 
The  Bureau  of  Census,  Department  of  Commerce, 
reported  that  for  the  week  ending  June  14  there 
occurred  in  the  city  of  New  Orleans  110  deaths  of 
which  74  were  in  white  persons  and  36  were  in 
non-white  individuals.  The  three  year  median  cor- 
respondingly showed  a total  of  139  deaths  so  that 
the  area  enjoyed  a somewhat  reduced  mortality  in 
contrast  to  the  median.  For  the  following  week 
there  was  a total  of  129  deaths,  82  of  which  were 
in  white  people.  The  week  ending  June  28,  how- 
ever, showed  a marked  decrease  to  a total  of  99, 
63  of  whom  were  white,  and  36  of  whom  were  non- 
white. For  the  corresponding  three  year  median 
there  were  154  deaths. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  ending  May  31,  showed 
measles  leading  all  other  reportable  diseases  with 
a total  of  27  cases.  Following  measles,  numerically, 
came  pulmonary  tuberculosis  with  19  cases  re- 
ported, cancer  with  18,  and  whooping  cough  with 
10  cases.  There  were  no  other  diseases  recorded 
in  figures  greater  than  10.  For  the  week  ending 
June  14,  cancer  had  assumed  the  first  position  with 
a total  number  of  66  cases.  Of  the  other  diseases 
exceeding  10  there  were  45  instances  of  measles, 
44  of  unclassified  pneumonia,  24  of  pulmonary 
tuberculosis,  23  of  whooping  cough,  and  13  of  pneu- 
mococcic  pneumonia.  For  the  week  ending  June  21, 
whooping  cough  led  with  55  cases  followed  by 
measles  with  45,  pulmonary  tuberculosis  43,  cancer 
33,  malaria  16,  septic  sore  throat  14,  chicken  pox 
14,  unclassified  pneumonia  11,  and  bacillary  dysen- 
tery 10.  It  will  be  noted  that  there  is  a sharp  rise 
in  malaria  during  this  period  which  however,  was 
not  continued  through  the  week  ending  June  28  in 
which  the  number  dropped  to  3 cases.  In  the  same 
interval,  cancer  was  most  prevalent  of  reported 
diseases,  with  55  examples  followed  by  pulmonary 
tuberculosis  with  47,  unclassified  pneumonia  28, 


amebiasis  12,  and  measles  11.  There  was  but  one 
case  of  polio-myelitis  reported  in  the  state. 


MONTHLY  MORBIDITY  FOR  VENEREAL 
DISEASES  STATE  OF  LOUISIANA 
Month  Ending  May  31,  1947 


Total 

Total 

Total 

Month 

Months 

1947 

This 

Previous 

To  Date 

Chancroid 

59 

221 

280 

Gonorrhea 

1210 

5069 

6279 

Granuloma  inguinale 

25 

57 

82 

Lymphopathia  venereum 

5 

33 

38 

Syphilis 

919 

3989 

4908 

INFANT  MORTALITY  TOTAL 
The  mortality  total  for  infants  for  the  week 
ending  June  14  was  16,  equally  divided  among 
white  and  colored.  In  the  following  week  there 
were  11  deaths  among  infants  of  which  total  7 
were  white.  For  the  week  ending  June  28  there 
was  a precipitous  drop  to  a total  of  3 deaths,  2 of 
whom  were  white  children. 


JOSEPH  TILFORD  SCOTT,  M.  D. 

1870-1947 

One  of  the  most  prominent  older  physicians  of 
New  Orleans  died  July  5,  1947,  after  a relatively 
short  illness.  Dr.  Scott,  who  was  77  years  of  age, 
had  retired  from  a very  active  practice  some  ten 
years  ago.  He  was  a graduate  of  Tulane  in  the 
class  of  1894  and  for  many  years  was  connected 
with  the  U.  S.  Public  Health  Service  in  New 
Orleans.  Dr.  Scott  had  a unique  genealogical 
record.  He  was  related  to  three  United  States 
Presidents,  Madison,  Monroe  and  Taylor. 


FRANCIS  C.  BENNETT,  M.  D. 

1870-1947 

Dr.  Francis  C.  Bennett,  of  Monroe,  died  on  June 
27.  He  was  a graduate  of  the  Medical  College  of 
Kansas  and  had  been  an  active  member  of  the 
Louisiana  State  Society  for  many  years.  His  in- 
terest and  influence  in  organized  medicine  will  be 
greatly  missed. 
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The  Physico-Chemical  Mechanism  of  Nerve  Activ- 
ity: By  David  Nachmansohn  & others.  New 
York,  Annals  of  the  New  York  Academy  of 
Sciences,  1946.  Pp.  228. 

This  monograph  embodies  the  lectures  given  at 
a conference  held  under  the  auspices  of  the  New 
York  Academy  of  Sciences  in  which  the  leading 


investigators  in  the  field  participated.  The  lec- 
tures covered  the  most  recent  experiments  in  the 
field  of  nerve  activity,  synaptic  transmission,  and 
nerve  metabolism.  There  are  twelve  lectures  on 
various  aspects  of  these  fields,  an  introduction  by 
Tiacy  J.  Putnam,  and  a conclusion  by  John  F.  Ful- 
ton. Much  of  the  work  reported  is  concerned  with 
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the  question  as  to  whether  the  transmission  of 
nerve  impulses  is  electrically  or  chemically  medi- 
ated. The  electrical  hypothesis  is  upheld  by  Dr. 
Eccles,  whereas,  Nachmansohn  has  given  in  detail 
his  reasons  for  believing  in  the  chemical  mediation 
theory.  Of  particular  interest  is  the  lecture  by  Dr. 
Gerard  entitled  “A  Critique  of  the  Role  of  Acetyl- 
choline,” in  which  he  questions  the  importance  of 
acetylcholine  in  junctional  transmission  in  the  cen- 
tral nervous  system  and  suggests  that  the  time  is 
ripe  for  a new  concept  of  nerve  impulse  trans- 
mission. 

The  monograph  is  recommended  to  those  who  are 
interested  in  obtaining  a first  hand  report  of  the 
modern  concept  of  nerve  activity  as  given  by  the 
workers  who  are  best  equipped  to  present  this 
information. 

H.  S.  Mayerson,  Ph.  D 


Progress  in  Gynecology.By  Joe  V.  Meigs,  M.  D. 
and  Somers  H.  Sturgis,  M.  D.  New  York,  Grune 
and  Stratton,  1946.  Price  $7.50. 

In  the  preface,  the  author  states  “It  was  our 
policy  to  select  the  hobby  of  each  author  and  ask 
him  or  her  to  write  how  each  felt  about  a certain 
subject”.  The  wisdom  of  this  plan  is  reflected 
throughout  this  capital  volume  which  contains  con- 
tributions by  seventy-one  authorities  in  the  fields 
of  gynecology  and  endocrinology. 

The  careful  grouping  of  the  contributions  into 
ten  main  subdivisions:  Growth  and  Physiology 
Diagnostic  Methods,  Functional  Disorders,  Inter- 
relationship of  Endocrine  Glands,  Sterility  and  Re- 
production, Infections  and  Their  Treatment,  Be- 
nign Growths,  Malignant  Growths,  Operative 
Technique,  Preoperative  and  Postoperative  Care, 
is  praiseworthy. 

Each  subject  is  carefully  and  completely  covered 
by  a recognized  authority  in  each  field,  in  a clear 
and  lucid  manner.  Seventy-one  illustrations  and 
charts  of  excellent  quality,  amplify  the  subject 
matter.  This  volume  is  a must  for  medical  men, 
surgeons,  gynecologists,  and  endocrinologists.  It 
is  a comprehensive,  authoritative,  enlightening, 
post  graduate  course  for  anyone. 

Conrad  G.  Collins,  M.  D. 


Ambulatory  Proctology : By  Alfred  J.  Cantor.  New 

York,  Paul  B.  Hoeber,  Inc.,  1946.  Pp.  524. 

Price  $8.00. 

An  excellent  work,  this  volume  with  its  32  chap- 
ters covers  the  field  of  proctology  (excepting 
colonic  surgery)  very  thoroughly.  Noteworthy  are 
the  chapters  on  hemorrhoids  and  anorectal  fis- 
tula. Along  with  chapters  on  the  usual  subheads, 
there  are  ones  on  pediatric  proctology,  electro- 
surgical  technic,  and  an  excellent  one  on  intestinal 
parasites. 

The  text  is  well  written  in  a clear  and  pleasant 
style  and  is  aboundantly  illustrated  with  good 


drawings  and  photographs  apparently  selected  with 
great  care  and  certainly  good  judgment. 

Maurice  Lescale,  M.  D. 


X-ray  Diffractioyi  Studies  in  Biology  and  Medicine: 
By  Mona  Spiegel-Adolf,  M.  D.  and  George  C. 
Henny,  M.  S.,  M.  D.  New  York,  Grune  and  Strat- 
ton, 1947.  Pp.  209,  12  tables,  86  figs. 
Considerable  progress  has  occurred  in  the  field 
of  x-ray  diffraction  and  the  newer  technics  have 
been  employed  in  biologic  research.  The  authors 
have  collected  the  scattered  information  available, 
reviewed  their  own  studies  of  ten  years  and  pre- 
sented them  with  fhe  pertaining  literature. 

This  volume  consists  of  twelve  chapters  and  in- 
dices of  authors  and  subjects. 

Chapter  I pertaining  to  the  theory  of  x-ray  dif- 
fraction is  of  considerable  interest.  It  has  been 
shown  that  electrons  will  vibrate  in  the  path  of  an 
x-ray  beam.  Radiation  of  the  same  wave  length  as 
the  incident  beam  will  be  emitted  by  the  electron. 
The  atom  scatters  x-rays  to  an  extent  depending 
on  the  number  of  orbital  electrons  it  contains  and 
the  arrangement  or  distribution  of  these  electrons. 
The  diffracted  rays  produce  a pattern  of  spots, 
arcs  or  halos  on  the  film.  The  pattern  produced 
is  an  index  of  the  molecular  arrangement. 

In  the  second  chapter,  apparatus  and  tech- 
nics are  discussed.  The  apparatus  consists  of: 
(1)  a high  voltage  generator  and  x-ray  diffraction 
tube,  (2)  a diaphragm  system  for  restricting  the 
x-ray  beam  to  a small  area,  (3)  a holder  for  the 
specimen,  and  (4)  the  casette  or  film  holder.  Vari- 
ous types  of  apparatus  and  the  various  technics 
employed  are  considered  rather  completely. 

Chapter  III  deals  with  the  interpretation  of  dif- 
fraction patterns.  Chapters  IV  through  XII  con- 
sider diffraction  studies  on  carbohydates ; amino 
acids;  proteins;  nucleic  acids  and  nucleoproteins; 
muscle;  lipides;  nerves;  steroids;  and  bones,  teeth 
and  concretions,  respectively. 

While  the  text  is  clearly  written,  the  brevity  of 
the  work  requires  careful  reading  for  understand- 
ing. Unnecessary  detailed  physical  and  mathemati- 
cal discussions  have  been  omitted.  The  biologist 
and  the  research  physicians  will  find  this  volume  a 
valuable  addition  to  the  library. 

J.  N.  AnE,  M.  D. 


Genetics,  Medicine,  and  Man:  By  H.  J.  Muller, 
C.  C.  Little,  and  Laurence  H.  Snyder.  Ithaca, 
Cornell  University  Press,  1947.  Pp.  viii  -f  158, 
figs.  29.  Price  $2.25. 

Six  lectures  presented  at  Cornell  University  in 
1945,  in  the  series  of  Messenger  Lectures  on  the 
Evolution  of  Civilization,  are  here  made  available 
to  a larger  public.  Each  of  the  authors  is  respon- 
sible for  two  chapters,  or  lectures.  Muller  writes 
on  fundamentals  of  the  genetic  mechanisms.  Little 
deals  with  parental  influence,  growth  and  individu- 
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ality,  and  Snyder  is  concerned  specifically  with 
human  heredity,  including  the  mutant  gene. 

The  book  will  be  welcomed  by  medical  men.  It 
offers  first  a vivid  account  of  the  nature  and 
behavior  of  genes.  With  this  background  the  reader- 
proceeds  understandingly  into  the  discussion  of 
aspects  of  genetics  that  are  of  immediate  practical 
importance  in  medicine.  In  these  days  no  one  en- 
gaged in  nredicine  can  afford  to  ignore  the  con- 
tributions toward  its  progress  that  are  being  made 
in  the  field  of  genetics.  The  present  book  is  a stim- 
ulating introduction  to  these  contributions  and  to 
ways  of  thinking  that  should  be  cultivated. 

Harold  Cummins,  Ph.D. 


The  Head,  Neck  and  Trunk:  By  Daniel  P.  Quiring. 
Philadelphia,  Lea  & Febiger,  1947.  Pp.  115, 
frontispiece,  figs.  103.  Price  $2.75. 

This  volume  on  muscles  of  the  head,  neck  and 
trunk  follows  the  plan  of  the  author’s  “Extrem- 
ities,” published  in  1945.  Excepting  a few  instances 
in  which  two  or  more  muscles  are  shown,  each 
figure  is  devoted  to  the  illustration  of  a single 
muscle,  with  its  nerve  supply  and  blood  supply. 
These  structures  are  overlaid  on  outlines  of  the 
neighboring  skeletal  framework,  so  as  to  represent 
their  relations  to  it  and  the  attachments  of  the 
muscle.  Motor  points  of  the  head  and  neck  are 
illustrated  in  the  final  figure.  The  text  accompany- 
ing each  figure  is  a concise  statement  of  origin, 
insertion,  function,  nerve  supply  and  blood  supply 


— concluded  with  page  references  to  two  of  the 
standard  textbooks  of  gross  anatomy. 

Harold  Cummins,  Ph.  D. 
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THE  PRESENT  DAY  TREATMENT 
OF  MALARIA* 

A.  J.  Walker,  M.  D. 

New  Orleans 

In  the  vast  majority  of  cases,  if  the 
patient’s  symptoms  are  due  to  malaria,  the 
parasite  can  be  demonstrated  in  an  ade- 
quately stained  thick  blood  film.  In  highly 
endemic  areas,  possibly  one  patient  in  two 
hundred  will  be  encountered  in  which  the 
acute  symptoms  will  demand  immediate 
treatment  even  before  a blood  examination 
can  be  made.  Efforts  to  make  a diagnosis 
should  be  continued  even  after  treatment 
has  begun.  “Fever  with  negative  smears 
should  be  studied,  not  treated.  There  is  no 
need  to  hurry. At  the  same  time,  a care- 
ful physical  examination  may  reveal  the 
presence  of  a pneumonia,  meningitis  or 
other  condition  which  makes  the  malaria 
infection  one  of  secondary  importance. 

Falciparum  malaria  can  be  fatal  but  it 
is  also  more  readily  cured.  Some  forms  of 
malaria  show  great  tendency  to  relapse 
while  other  infections  are,  at  times,  self 
limited. 

Specific  treatment  includes:  (1)  man- 
agement of  the  presenting  attack ; (2)  erad- 
ication of  the  infection  if  possible;  (3)  sup- 
pression of  further  clinical  manifestations ; 
(4)  prevention  of  new  infections  develop- 
ing to  clinical  proportions. 

If  one  analyzes  the  situation  of  a patient 

*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans May  14,  1947. 

Adapted  from  the  section  on  Malaria  in  Com- 
municable Diseases,  by  R.  L.  Pullen — in  press. 
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in  whose  blood  the  finding  of  some  thirty 
definite  parasites  has  permitted  a diagnosis 
of  vivax  malaria  to  be  made,  we  are  struck 
by  the  fact  that,  aside  from  knowing  the 
existence  of  the  infection  and  its  specific 
name,  we  know  extraordinarily  little.  There 
are  three  variables  on  which  the  course  of 
the  disease  and  the  success  of  any  form  of 
treatment  depend: 


Because  of  these  variables,  the  League  of 
Nations  Commission,  in  1933,  was  unable 
to  recommend  any  standard  form  of  treat- 
ment.^*^ Such  variables  also  explain  why  a 
treatment  method  seemingly  highly  effec- 
tive in. one  region  may  prove  quite  disap- 
pointing with  the  same  species  in  a differ- 
ent part  of  the  world.  Examples : varying 
relapse  rates  in  vivax  infections ; a few  ata- 
brine-resistant  strains  of  falciparum  on 
Wewak.“ 

The  place  which  quinine  has  occupied  in 
malaria  therapy  for  over  a century  has  now 
been  preempted  by  atabrine  and  other  syn- 
thetic compounds  known  to  be  definitely 
superior  to  quinine  when  administered  in 
adequate  dosages.  This  time-honored  and 
expensive  drug  is,  therefore,  relegated  to 
the  position  of  adjuvant  to  certain  other 
substances. 

Over  the  years,  the  scheme  of  dosage  for 
quinine  was  developed  empirically  and  that 
used  for  the  individual  attack  is  essentially 
the  same  as  used  thirty  years  ago.  At  the 
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time  plasmochin  was  developed,  in  1926, 
the  medical  world  was  quite  ready  to  try 
out  other  compounds.  Unfortunately,  this 
very  excellent  antimalaria  drug  was  found 
to  be  toxic  in  certain  instances  and  its  use 
came  to  be  limited  to  its  gametocidal  action, 
In  a few  years  the  profession  became  ex- 
tremely cautious  of  it.  This  caution  was 
carried  over  to  all  other  synthetic  drugs  and 
actually  hindered  a really  thorough  clin- 
ical trial  of  the  next  synthetic  to  appear  in 
1 930 — atabrine. 

Still  working  somewhat  empirically  in 
regard  to  dosage,  atabrine  was  given  in  as 
small  doses  as  possible.  The  original  treat- 
ment was  0.1  gm.  thrice  daily  for  five  days, 
later  increased  to  seven  days.  Even  on  a 
five  day  treatment  some  patients  became 
yellow,  since  atabrine  is  a yellow  acridine 
dye  with  predilection  for  the  skin.  This 
yellow  color  suggested  to  the  laity  and  too 
often  to  the  physician — jaundice — and 
therefore  liver  damage,  neither  of  which 
was  present  nor  can  be  produced  by  ata- 
brine. Furthermore,  it  was  noted,  quite 
correctly,  that  atabrine  did  not  seem  to 
bring  about  clinical  improvement  as  quick- 
ly as  did  quinine. 

Before  further  new  drugs  against  ma- 
laria were  forthcoming,  the  era  of  the  sulfa 
group  of  drugs  arrived.  The  early  recogni- 
tion that  their  efficacy  depended  upon  ade- 
quate blood  concentrations  soon  led  to  com- 
paratively simple  methods  of  determina- 
tion of  sulfa  blood  levels.  It  was  not  long 
before  the  same  principles  were  applied  to 
atabrine.  During  experiments  which  showed 
that  the  fears  of  atabrine  toxicity  were 
groundless,  it  was  also  seen  that  adequate 
blood  concentrations  were  not  obtained  with 
the  old  regime  until  about  the  fifth  day.-'’ 
Ninety  per  cent  of  the  atabrine  is  fixed  in 
the  tissues  before  the  blood  concentration 
begins  to  build  up.  Quinine,  on  the  other 
hand,  is  rapidly  absorbed  and  its  maximum 
concentration  is  reached  in  four  hours. 
When  the  obvious  was  tried,  namely  to 
“load”  the  atabrine  dosage  in  the  first  24 
hours,  it  was  soon  apparent  that  atabrine 
was  equally  or  more  effective  than  quinine 
and  the  required  dosage  was  readily  toler- 


ated. The  feared  toxicity  had  proved  to 
be  a myth  born  of  skepticism  and 
conservatism. 

In  1939,  the  Germans  patented  a drug 
called  “sontochin”  which,  for  some  reason, 
was  not  given  an  adequate  clinical  trial 
until  brought  to  America  in  1942.  Another 
drug  of  this  same  series  was  “resochin”  or 
what  we  know  as  chloroquine.-"’  This  white 
substance  has  roughly  the  same  therapeutic 
properties  as  atabrine,  is  effective  in  fewer 
doses  and  does  not  have  the  objectionable 
yellow  color. 

Quinine  and  its  equivalent-totaquine,  ata- 
brine and  chloroquine  complete  the  list  of 
those  drugs  which  have  proved  to  be  effec- 
tive in  removing  the  asexual  forms  of  the 
parasite  from  the  blood  and  relieving  the 
clinical  symptoms.  Since  they  are  capable 
of  doing  only  this,  the  futility  of  long  con- 
tinued treatment  was  soon  evident.  More- 
over, after  cessation  of  these  drugs  given 
suppressively,  further  clinical  activity  oc- 
curred. One  very  important  finding  from 
the  investigations  of  effects  of  atabrine 
suppressive  therapy  came  to  light. ^ If  con- 
tinued for  23  days  after  the  infective  bite, 
falciparum  infections  could  be  acquired, 
could  reach  demonstrable,  if  not  clinical 
proportions  and  be  completely  eradicated. 
Hence  the  practice  of  continuing  one  tablet 
of  atabrine  daily  for  three  weeks  following 
a therapeutic  course  of  treatment. 

The  large  scale  experiments  on  human 
volunteers  in  Austrilia,  which  resulted  in 
the  demonstration  of  the  ability  of  atabrine 
to  eradicate  falciparum  infections  while 
vivax  infections  were  merely  suppressed, 
also  confirmed  previous  observations.  The 
patient’s  blood,  when  transfused  into  other 
individuals,  is  not  infective  between  30 
minutes  after  the  bite  and  sixth  to  eighth 
day.  This  is  excellent  evidence  to  suggest 
the  existence  in  man  of  an  exo-erythrocytic 
stage  similar  to  that  observed  in  various 
species  of  bird  malaria. 

When  the  supplies  of  quinine  were 
threatened,  thousands  of  compounds  were 
tested  for  anti-malaria  activity  against  bird 
malarias.  Those  which  showed  promise 
were  then  tried  out  against  human  species 
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of  malaria.  The  drugs  mentioned  so  far  all 
appeared  to  attack  the  younger  asexual 
forms  of  the  parasite  or  the  gametocytes. 
One  which  seemed  to  affect  the  exo-ery- 
throcytic  stages  of  bird  malaria  more  than 
others  was  paludrine.  This  drug  seemed  to 
attack  the  dividing  forms  of  the  human 
parasites  as  well.®'  Preliminary  reports 
first  appeared  in  1945.®  Given  for  10  days 
it  will  eradicate  falciparum  infections 
while  relatively  small  single  doses  will  con- 
trol the  attacks  of  either  vivax  or  falci- 
parum. 

If  given  during  the  incubation  period, 
when  parasites  are  not  yet  present  in  the 
peripheral  blood,  paludrine  evidently  at- 
tacks the  dividing  forms  of  the  pre-erythro- 
cytic  stages.  Single  doses,  given  during  this 
period  will  completely  suppress  all  falci- 
parum infections  and  a high  percentage  of 
vivax  as  well.®  It  is  thus  a true  prophylactic 
as  well  as  a therapeutic  drug.  Much  work 
remains  to  be  done  in  investigating  this 
most  promising  compound. 

The  problem  of  the  relapsing  type  of 
vivax  remains.  This  has  received  so  much 
publicity  that  its  importance  has  been 
somewhat  exaggerated.  The  Navy’s  figures 
for  10,000  cases  from  the  Pacific  area  re- 
veal that:  61  per  cent  had  one  relapse;  27 
per  cent  had  two  relapses ; 9 per  cent  had 
three  relapses ; 2 per  cent  had  four  or  more. 

These  persistent  relapsers  are  a problem 
to  themselves  as  well  as  to  their  physician. 
A very  careful  history  usually  reveals  so- 
journ in  New  Guinea,  Guadalcanal,  Leyte 
or  Luzon,  frequently  with  long  periods  of 
adequate  atabrine  supression.  One  or  more 
attacks  may  have  taken  place  overseas  or 
may  have  been  delayed  for  months  after 
return  to  the  U.  S:,  even  a year  or  more 
after  atabrine  has  been  discontinued. 

In  many  instances,  self-treatment  with 
inadequate  amounts  of  atabrine  or  quinine 
for  one  to  three  days  has  resulted  in  an 
individual  attack  being  continued  over  sev- 
eral weeks.  Each  febrile  incident  was  count- 
ed as  an  “attack’^  which  might  result  in  a 
formidable  total.  One  patient  complained 
he  had  suffered  45  attacks  which  careful 
analysis  reduced  to  14.  Such  a history  may 


frequently  reveal  a surprisingly  regular 
periodicity  of  relapse  which  may  be  very 
useful  in  anticipating  further  attacks. 

It  is  important  that  these  cases  receive 
an  adequate  amount  of  therapy  for  each 
episode,  as  approximately  50  per  cent  are 
terminated.  Frequent  blood  examinations 
for  the  slightest  symptoms,  especially  dur- 
ing the  expected  period,  will  allow  treat- 
ment to  be  initiated  before  symptoms  be- 
come severe.  Where  the  attacks  are  fre- 
quent and  at  short  intervals  it  may  be  well 
to  try  a combination  of  quinine  and  plasmo- 
chin  for  10  to  14  days.  If  available,  a fur- 
ther new  drug — pentaquine — has  been 
shown  to  be  most  effective  in  the  cure  of 
relapsing  vivax  infections.  It  must  be  ad- 
ministered every  four  to  six  hours  day  and 
night  for  14  days  together  with  0.3  gm. 
of  quinine.^®  Since  this  tedious  treatment 
will  only  be  practical  in  a limited  number 
of  cases,  preferably  hospitalized  patients, 
it  seems  these  individuals  would  best  be 
served  by  early  prompt  anticipatory  blood 
examinations  and  treatment  with  chloro- 
quine  or  a continuous  and  indefinite  sup- 
pression with  chloroquine  or  paludrine  by 
unit  doses  once  weekly. 

Herewith  is  appended  in  tabular  form 
a summary  of  the  important  information 
relating  to  the  six  drugs  already  mentioned. 

QUININE  .VND  THE  CINCHONA  ALKALOIDS 

There  are  several  salts  of  quinine:  sul- 
phate, bisulphate,  dihydrochloride,  bro- 
mate,  tannate,  and  so  on.  Totaquine  con- 
tains 70  per  cent  of  all  the  crystalline  alka- 
loids of  the  cinchona  bark,  quinine,  quini- 
dine,  cinchonine  and  cinchonidine.  Tota- 
quine U.S.P.  is  used  orally  in  the  same 
dosage  as  quinine. 

Quinine  is  readily  absorbed  and  a peak 
plasma  concentration  is  reached  within  four 
hours  but  it  is  equally  rapidly  excreted.  The 
efficient  blood  level  of  3 to  5 mgm.  rising 
to  10  mgm.  per  liter  should  be  maintained 
for  several  days.^-  Quinine  sulphate  or  dihy- 
drochloride 1.0  gm.  (15  gr.)  in  capsule  or 
tablet  form  is  given  every  six  hours  for 
three  doses  and  then  0.6  gm.  (10  gr.)  three 
times  daily  for  a total  of  seven  and  some- 
times ten  days.  Quinine  should  not  be  used 
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TREATMENT  OF  MALARIA  INFECTIONS 

■‘Any  iiersoii.  irrespective  of  the  presenting  symptoms  or  absence  of  same,  who  has  lived  in  or  merely  passed 
through  an  endemic  area,  should  he  considered  to  liave  malaria  until  proven  to  the  contrary."” 


The  immediate  .attacks primary  or  relapse. 


SPECIES 

INDIViDIlAL 

IHiUO 

The  underlying 
infection 


falciparum  malaria  can  be  eradicated 
by  atabrine,  chlorotjuine  and  paludrine 
over  maximum  period  Indicated  below. 


vivax  (and  quartan  1 malaria  may  re- 
lapse; 50-f%  may  be  cured  by  ade- 
qiiate  treatment  of  first  attack. 


DRUG 

QUININE 

I’LASMOCIllN 

PENTAQUINE 
SN  13,27(i 

ATABRINE 

CHUOROQUINE 
SN  7.618 

PALUDRINE 
M-488S 
SN  12.837 

Dose 

0. 0-1.0  gra. 

0.010  gm  witli 

0.010  gm. 

0.100  gm. 

0.500  gra. 

0.100  gm. 

Frequenc.y 

t.  i.  d. 

quin,  after  At. 
t.  i.  d. 

-fquin.  0.3 
q.  4-6  hrs. 

t.  i.  d.  after 

u.  i.  d. 

b.  i.  d. 

Duration  (days) 

7.-10 

5-14 

14 

first  24-48  hrs. 

7 

after  first  day 
0-4 

1-14 

Bl.  level 

3-10  mgm.  L. 

b 

7 

40-100  y per  D. 

100-160  y per  I.. 

25-1,50  y per  L. 

Toxicity 

nil 

yes 

of 

nil  ; 

nil  ; rare 

nil 

Falciparum 

side  effects 
controls 

cu  res 

]ilasmochin 

cures 

yellow  coloir 
cures 

side  effects 
cures 

cures 

infection 

Vivax 

early 

decreased 

so  f % cures 

delayed 

delayed 

less  delayed 

relapses 

Suppressive 

0.6  gm.  daily 





0.1  gm.  dally 

0.25  gm.  weekly 

0. 1 gm.  weekly 

dosa ge 

in  areas  where  blackwater  fever  is  known 
to  occur.  Ampules  of  various  salts  of  qui- 
nine are  available,  usually  in  amounts  of 
0.5  and  1.0  gm.  in  5 to  20  c.c.  of  solution, 
for  parenteral  use. 

Plasmochin  (plasmoquine,  pamaquine  U. 
S.  P.,  pamaquin  B.  P.,  aminoquin,  plasmo- 
chin naphthoate),  is  n-diethylaminoiso- 
amyl-8-amino-6-methoxyl  quinoline  naph- 
thoate. This,  the  first  of  the  synthetic  anti- 
malarial  drugs ; stopped  schizogony  and 
cured  the  clinical  attacks  of  vivax  and  quar- 
tan malaria  but  gave  indifferent  results 
with  falciparum.  It  did,  however,  sterilize' 
the  gametocytes,  especially  the  more  resist- 
ant falciparum  gametocytes.  In  high  doses 
it  even  neutralized  sporozoites  but  these 
dosages  were  too  toxic.  Used  in  doses  of 
0.01  gm.  three  times  daily  for  five  days 
during  the  last  five  days  of  quinine  therapy 
or  beginning  three  days  after  atabrine  ther- 
apy has  been  stopped,  gametocytes  are 
eliminated  and  in  some  areas  seems  to  have 
had  some  effect  in  reducing  the  number  of 


relapses.  More  recently,  quinine  and  plas- 
mochin have  been  used  together  for  14  days 
in  the  treatment  of  persistent  relapsing 
vivax  infections.  Atabrine  tends  to  augment 
the  toxicity  of  plasmochin  and  the  two 
should  never  be  given  simultaneously.  At 
the  first  sign  of  epigastric  pain,  blueness 
of  the  lips  and  shortness  of  breath,  plas- 
mochin should  be  discontinued.  Excessive 
dosage  produces  hemoglobinuria. 

Pentaquine  (SN  13,276)  is  6-methyoxy- 
8- (5-isopropyl  amino  amylamino)  quino- 
line monophosphate,  a yellowish  crystalline 
substance  moderately  soluble  in  water. 
Rapidly  absorbed  and  rapidly  excreted,  the 
administration  is  at  frequent  intervals  day 
and  night  and  its  effect  is  enhanced  by  the 
simultaneous  ingestion  of  quinine.  It  is  said 
to  be  one-third  to  one-half  as  toxic  as  plas- 
mochin and  is  thus  unsuitable  for  unsuper- 
vised treatment  or  for  suppression  but 
gives  a high  proportion  of  cures  in  re- 
lapsing vivax  malaria.  Tablets  of  0.01  to 
0.025  gm.  are  given  together  with  0.3  gm. 
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quinine  every  four  hours  for  14  days.  . 

Atabrine  (atabrin,  atebrin,  chinacrih 
dihydrochloride,  quinacrine  U.  S.  P.,  mepa- 
crine  B.  P.,  metoquina,  etc.)  is  3-chloro-7- 
methoxy-9-  ( l-methyl-4-diethylamino)  acri- 
dine dihydrochloride,  a bitter,  bright  yellow 
dye.  Since  the  tissues  must  first  be  satu- 
rated by  the  drug  the  plasma  level  rises 
slowly  until  an  effective  level  of  approxi- 
mately 30  micromilligrams  per  liter  is 
reached.  Two  0.1  gm.  tablets  are  given 
every  four  to  six  hours  for  the  first  24 
to  36  hours,  then  one  tablet  three  times 
daily  for  a total  of  seven  days  when  approx- 
imately 3.0  gm.  have  been  ingested.  In  fal- 
ciparum infections,  one  tablet  is  continued 
for  a further  21  days.  Atabrine  dihydrochlo- 
ride 0.2  gm.  in  ampules  is  available  for  par- 
enteral administration.  This  amount,  dis- 
solved in  5 to  7 c.c.  of  sterile  distilled  water, 
is  injected  intramuscularly  every  six  to 
eight  hours  until  the  severe  symptoms  have 
abated  or  oral  administration  is  tolerated. 
Two-tenths  gram  of  atabrine  in  10  c.c.  of 
distilled  water  or  added  to  infusions  of 
larger  volume  up  to  500  c.c.  are  given  very 
slowly  intravenously.  The  unfavorable  re- 
actions to  intravenous  atabrine  which  have 
been  reported  were  usually  with  other  prep- 
arations of  the  drug  or  with  doses  much 
higher  than  stated  here. 

Where  nausea  and  vomiting  are  present 
or  threaten,  when  the  patient  is  acutely  ill, 
parenteral  atabrine  or  quinine  should  be 
used  promptly.  In  dangerous  falciparum  in- 
fections, especially  where  there  are  signs  of 
shock  or  cerebral  involvement,  one  should 
not  hesitate  to  give  the  drugs  intravenously. 

Chloroquine  (resochin,  sontochin,  aralen) 
is  7-chloroi-4-  ( 4-diethyiaminjo-l-methylbu,- 
is  7-chloro-4  (4  diethylamino-l-methylbu- 
tylamino)  quinoline  diphosphate,  a white 
crystalline  powder.  It  has  the  same  thera- 
peutic properties  as  atabrine,^’’'  but  acts 
more  quickly  with  fewer  doses  and  has  no 
objectionable  color.  Parasites  disappear 
from  the  blood  very  quickly.  The  blood  plas- 
ma level  of  50-200  micromilligrams  per 
liter  is  obtained  during  therapy.^**  Four 
0.25  gm.  tablets  given  on  diagnosis,  two 
tablets  six  hours  later  and  then  two  sim- 


ilar tablets  each  morning  for  two  or  at  most 
three  sLieeessivq  days”  cpnsth'ute  the  entire 
treatment  for  an  individual  attack. 

Paludrine  (SN  12,837,  M-4888)  is  Nl-p- 
chlorophenyl-N5-isoprpyl  biguanide  ace- 
tate, a somewhat  soluble  white  powder. 
In  contrast  to  the  preceding  drugs,  palu- 
drine appears  to  have  some  direct  effect  on 
the  non-erythrocytic  forms  of  malaria  para- 
site as  well  as  the  asexual  symptom-pro- 
ducing stages.  It  has  been  shown  to  be  a 
complete  causal  prophylactic  in  falciparum 
malaria.''  The  blood  level  varies  with  the 
dosage  used  from  25-1200  micromilligrams, 
the  concentration  in  whole  blood  being 
about  four  times  that  of  plasma.  Paludrine 
is  rapidly  absorbed  with  maximum  levels 
obtained  in  four  hours,  falling  off  in  12 
hours  with  increasing  levels  if  taken  twice 
daily.  Tablets  of  0.100  gm.  are  available 
and  while  single  doses  of  0.050  gm..  to  0.300 
gm.  have  controlled  individual  attacks,  one 
tablet  thrice  daily  for  10  days  or  twice 
daily  for  14  days  is  advised  for  the  eradica- 
tion of  falciparum  malaria.  Chronic  re- 
lapsing vivax  malaria  is  not  cured  but  one 
tablet  every  five  to  seven  days  is  sufficient 
to  abolish  symptoms  and  may  contribute  to 
an  ultimate  cure. 

SYMPTOMATIC  TREATMENT 

In  addition  to  the  specific  treatment,  sup- 
portive treatment  and  good  nursing  care 
will  do  much  to  lessen  the  severe  discom- 
fort of  the  malaria  attack.  The  individual 
vivax  paroxysm  may  be  much  more  severe 
than  one  due  to  falciparum.  Bed  rest,  abun- 
dant fluids  with  glucose  and  fruit  juices 
may  be  given  while  additional  sodium  chlo- 
ride may  be  required.  For  the  first  two 
days,  1.0  gm.  of  sodium  bicarbonate  may 
well  accompany  each  dose  of  quinine  or  ate- 
brine.  Purgation  only  increases  the  pa- 
tient’s discomfort  so  an  enema  should  be 
given  if  required.  An  electric  pad  if  avail- 
able or  hot  water  bottles  are  more  effec- 
tive than  blankets  during  the  chill  period. 
Frequent  changes  of  bed  and  body  clothing 
are  necessary  and  appreciated.  The  diet 
should  be  as  generous  as  the  patient  can 
take.  Post-treatment  with  ferrous  sulphate 
0.6  gm.  thrice  daily  may  well  be  given  if 
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any  degree  of  anemia  has  resulted. 

PKOI'IIYLAXIS'.  AND  ‘suppressive  MEuIC'-VTldV  ‘ ‘ 

Many  years  ago,  the  daily  taking  of  5 
grains  of  quinine  was  found  to  reduce  ap- 
preciably the  amount  of  malaria  among 
non-immune  people  in  some  of  the  most  un- 
healthy parts  of  India  and  Africa.  Later 
it  was  seen  this  amount  was  inadequate  and 
the  daily  dose  was  increased  to  10  grains. 
Neither  quinine,  atabrine  nor  chloroquine 
are  prophylactics  in  that  they  prevent  the 
infection  developing.  They  merely,  when 
taken  regularly,  keep  the  infection  below 
clinical  levels,  hence  the  term  suppression. 
When  this  form  of  medication  is  discon- 
tinued clinical  activity,  particularly  of  vi- 
vax  infections,  may  occur.  Delayed  pri- 
mary attacks  have  appeared  from  30  days 
to  18  months  after  discontinuance  of  sup- 
pressive quinine  and  atabrine.  Thus,  sup- 
pression is  a matter  of  expediency  rather 
than  a sound  method  of  malaria  control. 
Atabrine  and  chloroquine  are  more  effi- 
cient than  quinine  as  suppressives  in  that 
falciparum  infections  may  be  acquired  and 
eradicated  without  ever  developing  to  clin- 
ical levels.^ 

Paludrine,  in  addition  to  acting  as  a sup- 
pressive if  taken  from  the  second  to  fifth 
day  of  a known  sporozoite  inoculation,  can 
stop  all  falciparum  and  some  vivax  infec- 
tions in  the  non-erythrocytic  stage.  It  is, 
thus,  a true  causal  prophylactic. 

Plasmochin  and  pentaquine  are  too  toxic 
for  continued  use  as  suppressives. 

The  efficient  dose  of  each  of  the  other 
drugs  and  the  frequency  of  their  adminis- 
tration is  shown  in  the  table.  Persons  show- 
ing an  idiosyncrasy  to  any  two  of  the  above 
drugs  should  not  be  permitted  to  go  to  any 
area  of  high  malaria  endemicity. 
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DISCUSSION 

Question:  Dr.  Walker,  is  this  pentaquine  quite 

toxic? 

Dr.  W(tlker:  It  is  apparently  a third  to  a half 

as  toxic  as  plasmochin. 

Question:  How  toxic  have  you  found  plas- 

niochin? 

Dr.  Walker:  In  our  experience  we  have  not  very 

often  found  toxic  effects  but  when  they  occur  they 
have  been  quite  severe.  I feel  if  people  are  going  to 
have  toxic  reactions  with  plasmochin  they  may  have 
reactions  to  pentaquine  as  well. 

Question:  How  long  do  you  keep  up  chloroquine? 

Dr.  Walker:  We  treat  the  individual  attack  as 

suggested  here.  The  first  day  we  give  one  gram, 
four  tablets,  on  diagnosis,  and  six  hours  later  two 
tablets  and  then  on  three  successive  mornings — - 
two  tablets.  The  mimeograph  form  is  not  quite 
complete  on  that.  That  is  the  complete  treatment 
until  the  next  attack. 

Question : You  do  not  keep  up  suppressive  treat- 

ment? 

Dr.  Walker:  No,  unless  relapse  is  too  frequent. 

I have  a young  man  going  to  school  at  Tulane.  He 
worries  about  his  examinations  and  does  not  want 
an  attack  to  cause  him  to  miss  any  of  them.  He 
does  not  like  to  take  a chance  so  we  give  him  palu- 
drine every  five  days;  one  tablet,  or  he  could  take 
chloroquine.  The  best  way  is  to  treat  the  attack 
and  then  wait  for  the  next  attack. 

Question:  Routinely,  you  do  not  advise  once  a 

week? 

Dr.  Walker:  No.  If  a patient  is  having  attacks 

under  two  months  and  he  has  a good  many  and  is 
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tired  of  them,  all  well  and  good,  give  chloroquine 
suppressively  for  three  to  six  months.  As  some 
patients  are  likely  to  drop  out  after  each  treatment, 
how  ai’e  you  going  to  find  out  if  the  infection  is 
worked  out  and  finished  when  you  keep  up  suppres- 
sion on  them  all  the  time.  We  are  seeing  this  year 
one-third  or  one-quarter  as  many  patients  as  we 
saw  last  year.  These  Pacific  cases  are  running  out 
at  a tremendous  rate.  My  own  opinion  is  that  after 
three  years  they  will  be  extremely  rare.  If  the 
attacks  are  frequent  and  troublesome  and  you  can- 
not anticipate  because  they  do  not  show  any  regular 
periodicity,  examine  the  blood  at  frequent  intervals. 
The  patient  should  not  have  to  go  to  bed  with  the 
attack.  Several  have  not  been  in  bed  for  some  time. 
I may  say  about  paludrine  that  it  seems  to  be  a 
tremendously  effective  drug.  It  is  obviously  a drug 
for  suppression  and  very  small  doses  will  control  an 
individual  attack.  We  are  using  300  mg.  tempo- 
rarily but  actually  100  or  150  mg.  have  been  given 
with  apparently  no  increase  in  relapse.  The  sheet 
there  indicates  the  suppressive  treatment — one  pal- 
udrine tablet  every  seven  days.  There  is  no  rule 
of  treatment.  The  individual  case  should  be  treated 
according  to  its  behavior.  Paludrine  should  be 
available  in  the  New  York  market  very  shortly.  It 
is  available  in  England  at  the  present  time.  Chlo- 
roquine has  been  on  the  open  market  since  October. 
The  great  advantage  of  chloroquine  is  the  total 
treatment  time  is  four  days  and  people  who  are 
over  their  symptoms  universally  are  neglectful  of 
further  medication  so  that  my  own  opinion  at  the 
moment  is  that  paludrine  will  be  the  drug  of  sup- 
pression and  chloroquine  the  drug  of  treatment. 

Question:  Have  you  had  any  failures  with  ata- 

brine  in  cases  that  responded  to  other  drugs  like 
chloroquine? 

Dr.  Walker:  I have  not  had  failures  with  ata- 
brine  where  doses  have  been  adequate.  There  are 
failures  with  insufficient  doses;  the  attacks  merely 
interrupted,  not  checked. 

Question:  I had  one  patient  in  the  hospital  who 
did  not  respond  and  gave  chloroquine  and  he  re- 
sponded. 

Dr.  Walker:  It  is  dramatic  how  quickly  chloro- 

quine clears  the  blood  of  parasites.  Paludrine  does 
not  behave  that  way.  It  seems  to  attack  parasites 
in  segmenting  stage  and  they  are  then  found  in 
this  stage  for  two,  four  or  six  days. 

Question : What  about  the  effect  of  the  drug  on 

quartan  type?  We  are  not  free  of  this  in  our  com- 
munity but  hope  we  might  be. 

Dr.  Walker:  As  you  know  we  do  not  have  spor- 

ozoite induced  quartan  at  the  present  time  but  the 
needle  induced  quartan  behaves  clinically  the  same 
and  reacts  to  the  drugs  identically  as  does  vivax. 
Quartan  is  perhaps'  a little  slower  to  be  cleared 
from  the  blood  with  chloroquine  but  it  is  cured  in 
the  same  way  as  vivax.  It  is  not  necessary  to  give 
more  than  a single  dose  of  paludrine  for  treatment 
of  needle  induced  vivax  or  quartan  infections. 
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Since  biblical  times  dysentery  has  been 
recognized  as  one  of  the  common  diseases. 
Until  recently  diarrhea  has  been  considered 
a symptom  essential  to  the  diagnosis.  The 
identification  of  E.  histolytica  by  Loesch  in 
1875  and  of  B.  dysenteriae  by  Shiga  and 
Kruse  in  1897  did  not  change  this  thought 
although  these  discoveries  helped  enormous- 
ly to  clarify  the  subject  of  the  diarrheal 
diseases.  Acute  dysentery  with  its  typical 
clinical  picture  has  never  posed  a diagnos- 
tic problem,  nor  has  chronic  dysentery, 
when  characterized  by  irritative  bowel 
manifestations  of  lesser  severity  but  great- 
er duration  than  the  acute  disease.  In  this 
presentation  there  will  be  considered  a less 
generally  appreciated  type  of  chronic  dys- 
entery with  symptoms  different  from  those 
of  the  typical  diarrheal  group. 

Although  the  word  “dysentery”  has  been 
loosely  applied  to  diarrheas  generally,  it 
has  been  limited  by  medical  definition  to 
disease  caused  either  by  E.  histolytica  or  by 
a member  of  the  Shigella  group.  In  1945 
Silverman  and  Leslie^  presented  the  first 
of  a series  of  cases  of  chronic  Salmonella  in- 
fection clinically  indistinguishable  from  the 
chronic  cases  of  “dysentery  tardive”  under 
discussion.  These  cases  of  chronic  Salmonel- 
la infection  have  been  shown-  to  constitute 
a formidable  group,  and  so  are  being  in- 
cluded here. 

During  the  past  three  years  123  unselect- 
ed private  cases  of  proved  enteric  infection 
or  infestation  were  studied.  For  several 
reasons  these  do  not  represent  a fair  sam- 
pling of  the  general  run  of  the  dysenteries. 
First,  it  must  be  remembered  that  acute 
bacillary  dysentery  is  a self-limited  disease 
except  for  the  15  to  20  per  cent  of  cases 
which  become  chronic,  and  is  normally  han- 


*Read  before  the  Southern  Section  of  the  Amer- 
ican Federation  for  Clinical  Research,  December 
13,  1946. 
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died  by  the  family  physician,  not  by  the 
gastroenterologic  consultant.  Second,  pre- 
viously proved  cases  of  enteric  infection  or 
infestation  seen  by  the  gastroenterologist 
are  usually  those  which  have  not  responded 
favorably  to  methods  of  therapy  available  to 
the  general  practitioner,  and  have  become 
chronic,  or  those  which  have  been  low  grade 
and  chronic  from  the  outset.  In  addition, 
the  gastroenterologist  sees  patients  with 
abdominal  complaints  of  more  or  less  ob- 
scure nature,  a fair  proportion  of  whom  will 
prove  to  have  specific  enteric  disease. 

The  group  of  cases  which  comprises  the 
substance  of  this  paper  is  an  important  one, 
not  only  in  the  South  but  over  the  entire 
country.  It  is  safe  to  assume  that  where 
there  is  acute  dysentery,  chronic  dysentery 
is  likely  to  occur.  This  is  well  appreciated 
in  the  South,  but  is  perhaps  less  so  in  other 
parts  of  the  country,  where  such  relatively 
minor  abdominal  complaints  as  lead  South- 
ern physicians  to  suspect  the  presence  of 
dysentery  are  not  generally  associated  with 
the  possibility  of  enteric  infection  or  in- 
festation. It  is  well  known  that  acute  dys- 
entery occurs  commonly  in  the  more  tem- 
perate as  well  as  in  the  subtropical  areas 
of  the  United  States.  Local  outbreaks  have 
been  reported  in  Washington,  Illinois,  Mich- 
igan, New  York,  Canada,  and  other  North- 
ern as  well  as  Southern  localities.-^  ‘ Since 
the  specific  organisms  have  been  shown  to 
thrive  in  Northern  as  well  as  Southern  en- 
vironment, chronic  dysentery  is  probably 
prevalent  over  our  entire  country.  An  in- 
creasingly important  cause  of  the  dissemin- 
ation of  this  disease  in  the  United  States  is 
the  apparent  relaxation  of  quarantine 
regulations,  and,  with  the  expansion  of 
travel  facilities,  both  air  and  sea,  the  swell- 
ing influx  of  our  good  neighbors  to  the 
south.  • 

Chronic  dysentery  and  the  carrier  state 
are  endemic  in  Latin  America  and,  as  fore- 
seen by  Silverman*  in  1926,  have  become  so 
in  the  United  States.  Figures  vary,  but  it 
has  been  conservatively  estimated-’  that  the 
E.  histolytica  is  harbored  by  5 to  10  per 
cent  of  the  population  of  the  United  States 
and  by  a much  higher  percentage  of  the 


peoples  of  Latin  America.  It  is  perfectly 
obvious,  however,  that  clinical  amebiasis 
occurs  in  far  smaller  percentages.  On  the 
other  hand,  it  must  be  apparent  that  minor 
complaints  of  indigestion,  deemed  hardly 
worthy  of  a doctor’s  attention  unless  recur- 
rent and  disturbing,  may  result  from  po- 
tentially serious  enteric  disease.  What  is 
becoming  generally  known  about  chronic 
amebic  disease  of  the  colon  must  be  equally 
true  of  chronic  bacterial  disease,  since  in 
the  present  series  of  123  unselected  cases 
there  was  no  diagnostic  differentiation  on 
the  basis  of  symptomatology  among  the 
cases  of  amebic.  Shigella,  or  Salmonella 
disease.  Physical  and  proctoscopic  examina- 
tion only  occasionally  aided  this  differentia- 
tion, the  diagnosis  being  established  by 
laboratory  examination  and  confirmed  by 
response  to  therapy. 

Here  we  are  not  dealing  with  obvious  dis- 
ease with  the  easily  visible  diffuse  mucosal 
inflammation  of  bacterial  infection  or  with 
the  discrete  undermined  ulcers  of  amebia- 
sis. These  chronic  cases,  especially  the  ones 
without  diarrhea,  may  have  a pathology  no 
more  extensive  than  a few  scattered  lesions 
in  the  cecum  and  ascending  colon,  always, 
however,  with  the  Damocleian  threat  of 
rapid  dissemination.  It  is  easy  to  see  how 
this  type  of  pathology  may  give  rise  to  less 
typical  symptoms  or  be  referred  to  a remote 
location,  in  or  out  of  the  gastrointestinal 
tract. 

Table  1 illustrates  the  type  and  frequency 
of  symptoms  seen  in  these  cases.  No  statis- 
tically significant  differences  can  be  drawn 
to  associate  particular  symptoms  with  spe- 
cific organisms.  What  is  of  principal  clin- 
ical significance  is  the  absence  of  any  his- 
tory of  diarrhea  in  43  cases  and  the  exist- 
ence of  actual  constipation  in  24  cases. 
Diarrhea  as  a chief  complaint  was  noted 
in  only  13  cases,  although  20  gave  a history 
of  severe  acute  diarrhea  in  the  past.  Thirty- 
nine  patients  reported  occasional  or  recur- 
rent diarrhea.  Epigastric  pain  occurred  in 
20  patients,  and  in  some  was  associated 
with  other  so-called  gastric  symptoms.  He- 
lena occurred  in  16  of  the  cases  of  amebia- 
sis but  in  only  eight  of  the  cases  of  bacterial 
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TABLE 
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E.  Histolyt.  Flexner 

Shiga  Duval-Sonne 

Para  A. 

Para  B. 

Total 

3 4 

0 
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1 

3 

13 

9 5 
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1 
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20 
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0 
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3 
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5 2 

3 

1 

3 

3 

17 

9 1 . 

0 

1 

1 

1 

13 

16  4 

1 

1 

0 

2 

24 

1 4 

0 

1 

1 

3 

10 

4 5 

4 

1 

0 

6 

20 

3 3 

2 

0 

1 

2 

11 

Diarrhea  as 

chief  complaint 
Past  history  of 
acute  diarrhea 
History  of  recurrent 

or  occasional  diarrhea 
No  history  of  diarrhea 
Constipation 
Abdominal  pain; 

diarrhea 
Abdominal  pain ; 

no  diarrhea 
Epigastric  pain 
Nausea 
Pyrosis 
Melena 
Fever 

Weight  loss 
Lassitude 

Miscellaneous  (headache, 
backache,  flatulence, 
arthritis,  neuralgia, 
dysmenorrhea)  17  7 

Number  of  cases  51  33 

disease.  The  less  specific  symptoms  ap- 
peared about  uniformly  among  all  the 
groups,  and  it  was  not  possible  to  demon- 
strate that  there  was  any  greater  incidence 
of  complaints  in  any  single  group. 

Particular  attention  is  directed  to  the 
cases  of  chronic  Salmonella  infection.  From 
the  table  it  is  seen  that  there  is  nothing 
characteristic  to  distinguish  these  cases 
from  the  true  dysenteries.  Within  the  lim- 
its of  the  number  of  cases  presented,  the 
minor  percentage  differences  cannot  be  con- 
sidered significant,  whereas  the  over-all 
similarities  are  apparent. 

In  considering  therapy  and  the  results 
thereof,  sharp  distinction  must  be  made  be- 
tween protozoon  and  bacterial  disease.  The 
cases  of  amebiasis  were  given  specific  treat- 
ment, usually  emetine  plus  diodoquin  or  car- 
barsone.  Following  three  or  four  weeks  of 
therapy,  with  few  exceptions,  cure  was  ob- 
tained, and  confirmed  by  repeated  subse- 
quent examinations.  The  sulfonamides  hav- 
ing been  found  to  be  of  little  or  no  value  in 
the  management  of  chronic  cases  of  intes- 
tinal infection,  we  are  still  faced  by  the 
lack  of  specific  therapeutic  agents.  There- 
fore, these  cases  received,  in  addition  to 


2 

1 1 

4 

32 

9 

8 5 

17 

123 

aggressive 

supportive 

therapy. 

extended 

courses  of  autogenous  vaccine  desensitiza- 
tion. The  results  of  treatment  over  periods 
of  several  months  to  two  years  have  been 
generally  satisfactory,  although  the  definite 
end-point  of  cure  as  seen  in  amebiasis  has 
not  been  observed.  Anti-amebic  therapy 
caused  rapid  regression  and  disappearance 
of  the  colonic  lesions  which  were  within 
view  of  the  sigmoidoscope.  On  the  other 
hand,  disappearance  of  signs  of  bacterial 
disease,  such  as  ulceration,  mucosal  hy- 
peremia, vasodilatation,  submucosal  lym- 
phatic hypertrophy,  and  the  presence  of  ex- 
cess mucus  was  slow.  The  sigmoidoscopic 
signs  and  progress  were  identical  in  both 
Shigella  and  Salmonella  disease.  Some  of 
these  cases,  although  subjectively  improved 
after  long  continued  treatment,  continued 
to  harbor  the  organism  and  showed  little 
or  no  improvement  in  the  bowel.  Some  ob- 
servers, particularly  Felsen,^®  would  incline 
to  classify  these  as  cases  of  ulcerative  coli- 
tis, caused  by  specific  organisms,  but  evi- 
dence for  this  contention  is  not  convincing. 

DISCUSSION 

The  observations  made  do  not  apply  to 
acute  dysentery,  which  constitutes  the  large 
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majority  of  clinically  recognized  cases  of 
infection  or  infestation  of  the  bowel,  but 
to  the  less  generally  appreciated  but  equally 
important  cases  of  chronic  dysentery.  The 
importance  of  the  chronic  type  of  the  dis- 
ease stems  not  only  from  the  diagnostic 
standpoint  but  from  the  public  health  con- 
sideration as  well,  since  epidemics  can  and 
almost  certainly  have  originated  from  such 
cases  which  have  escaped  detection. 

The  absence  of  irritative  bowel  symptoms 
or  a history  thereof  does  not  negate  the  pos- 
sibility of  specific  enteric  disease.  A his- 
tory of  sporadic  loose  bowels,  perhaps  only 
in  the  distant  past,  is  helpful  to  direct  at- 
tention to  the  bowel  as  a possible  site  of 
present  disease,  but  even  this  history  may 
not  be  educible.  In  this  connection  it  is  well 
to  remember  that  it  is  frequently  difficult 
to  obtain  bacteriologic  proof  of  infection. 
Eepeated  culture  of  bowel  scrapings  ob- 
tained proctosigmoidoscopically  may  be 
necessary  before  a positive  culture  is  re- 
ported. In  the  face  of  often  frank  pathology, 
the  reason  for  this  is  not  clear. 

In  considering  the  bowel  pathology  vis- 
ible on  endoscopic  examination,  it  may  suf- 
fice to  state  that  in  chronic  bacterial  dys- 
entery there  is  variation  from  a practically 
normal  appearance  to  one  of  severe  inflam- 
mation with  diffuse  redness,  vascular  en- 
gorgement, mucosal  edema  and  ulceration, 
and  areas  of  submucosal  lymphatic  hyper- 
trophy. Cases  of  amebiasis,  similarly,  may 
pre.sent  no  apparent  abnormality  or  may 
show  anything  from  minor  to  extensive 
ulcerative  involvement.  Roentgenographic 
examination  of  the  colon  may  show  no  ab- 
normality or  may  show  local  or  diffuse  irri- 
tability, but  not  the  changes  seen  in  chronic 
ulcerative  colitis,  unless  this  disease  co- 
exists, as  it  did  in  two  of  the  cases  present- 
ed. X-ray  study  of  the  small  intestine  fre- 
quently shows  the  pattern  described  by 
Golden”  as  occurring  in  secondary  defi- 
ciency states,  and  by  Silverman  and  Les- 
lie^ as  occurring  in  chronic  Salmonella 
infection. 

The  inclusion  of  cases  of  Salmonella  in- 
fection in  a discussion  of  dysentery  may 


seem  open  to  dispute.  But  these  cases  pre- 
sented no  feature  which  could  serve  to  dis- 
tinguish them  from  the  cases  of  chronic 
B.  dyseyiteriae  infection,  clinically,  sig- 
moidoscopically,  or  radiologically ; only  the 
bacteriologic  differentiation  obtained.  They 
bore  even  less  similarity  to  paratyphoid 
fever  than  the  cases  of  chronic  dysentery 
did  to  acute  dysentery. 

It  is  therefore  submitted  that  the  defini- 
tion of  dysentery  should  be  broadened  to  in- 
clude such  cases  of  chronic  Salmonella 
infection  as  satisfying  the  stated  clinical, 
proctoscopic  and  radiologic  criteria. 

SUMMARY 

1.  Clinical,  bacteriologic,  radiologic,  path- 
ologic, and  epidemiologic  considerations  in 
123  unselected  private  cases  of  chronic  en- 
teric disease  caused  by  E.  histolytica,  B. 
dyseyiteriae,  and  B.  pay'atyphosus  are  pre- 
sented, the  frequent  insignificance  of  diar- 
rhea in  the  history  being  emphasized. 

2.  Since  chronic  Shigella  and  Salmonella 
enteric  infection  can  only  be  differentiated 
bacteriologically,  a brief  is  made  for  the  in- 
corporation of  the  latter  into  the  dysen- 
teries, and  broadening  the  definition  of 
dysentery  to  include  the  Salmonella  as  an 
etiologic  agent  is  suggested. 
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EXTRA-INTESTINAL  AMEBIASIS'" 
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New  Orleans 

Amebiasis  and  its  complications  are 
problems  of  considerable  incidence  and  im- 
portance which  may  perhaps  become  in- 
creasingly so  with  the  return  of  so  many 
individuals  from  areas  more  endemic  than 
our  Own.  Several  excellent  papers  on  vari- 
ous aspects  of  the  subject  have  appeared 
during  the  past  few  years,  but  repetition 
and  attention  are  perhaps  justified  in  an 
attempt  to  provoke  and  maintain  a high  in- 
dex of  suspicion  in  a condition  in  which 
diagnosis  is  all  the  more  important  since 
definite  specific  therapy  is  available. 

Endameba  histolytica  is  estimated  to  ex- 
ist in  the  intestinal  tract  of  from  5 to  20 
per  cent  of  the  general  population^'  ^ and  is 
capable  of  invading  from  this  primary  focus 
practically  all  of  the  organs  and  tissues  of 
the  body.  The  liver,  lungs  and  pleura  are 
relatively  common  sites  of  secondary  ame- 
bic infection;  involvement  of  the  brain^ 
and  skin®  occurs  much  more  infrequently ; 
and,  while  cases  of  amebic  involvement  of 
the  spleen,  genitourinary  system,  gall- 
bladder, bone  and  pericardium  have  been 
reported,^  they  are  sufficiently  rare  to  rel- 
egate them  to  the  field  of  medical  curiosi- 
ties rather  than  practical  clinical  entities. 

Amebic  hepatitis  and  amebic  abscess  of 
the  liver  are  by  far  the  most  common  and 
certainly  the  most  important  complications 
of  amebiasis.  Amebic  infection  of  the  liver 
occurs  ten  times  more  frequently  in  the 
male  than  in  the  female  and  is  most  common 
in  the  30-50  year  age  group.®  It  is  estimated 
to  complicate  about  5 per  cent  of  intestinal 
amebiasis®  and  includes  about  50  per  cent 
of  the  surgical  complications  of  amebic  in- 
fection.5  In  a review  by  Ochsner  and  De- 
Bakey®  of  287  cases  of  liver  abscess  ad- 
mitted over  a 14  year  period  to  Charity 
Hospital  and  Touro  Infirmary  in  New  Or- 

“Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 

fFrom  the  Department  of  Medicine  of  Louisiana 
State  University  School  of  Medicine,  New  Orleans. 


leans,  it  was  found  that  181  (63  per  cent) 
'were  amebic  and  106  (37  per  cent)  were 
non-amebic. 

The  amebae  may  gain  access  to  the  liver 
by  direct  invasion,  by  lymphatic  spread  or 
by  way  of  the  portal  circulation.  There 
seems  little  doubt  that  invasion  by  way  of 
the  portal  circulation  is  by  far  the  most 
common,  if  not  the  only,  route  of  entry. 
Once  the  organism  has  reached  the  liver, 
local  vessel  thrombosis  occurs  followed  by 
infarction  with  dissolution  of  tissue  by  the 
cytolytic  ferment  of  the  ameba,  carrying 
the  process  to  abscess  formation.  Amebic 
abscesses  are  more  frequently  solitary  (65 
per  cent  and  are  more  commonly  found  in 
the  right  lobe  (85  per  cent),  usually  near 
the  dome  of  the  liver. 

Only  about  half  of  the  cases  of  amebic 
abscess  of  the  liver  give  an  antecedent  his- 
tory of  diarrhea.  The  dysenteric  symptoms 
have  usually  occurred  within  two  or  three 
months  previous  to  the  liver  involvement, 
although  cases  have  been  reported  in  which 
amebic  dysentery  antedated  the  liver  compli- 
cation by  20  to  30  years.  The  onset  may  be 
sudden  or  gradual  with  fever,  chills,  sweats,, 
weakness,  loss  of  weight  and  pain  in  the 
right  upper  quadrant  or  right  lower  chest 
region.  The  pain  may  be  deep  and  constant 
or  it  may  assume  the  character  of  pleuritic- 
pain  with  aggravation  upon  inspiration  and 
referral  to  the  right  shoulder  region  as  a 
result  of  involvement  of  the  diaphragmatic 
pleura.  Tenderness  and  increased  resistance- 
are  usually  present  in  the  right  upper  quad- 
rant. Some  degree  of  hepatomegaly  is  al- 
most invariably  present.  There  may  be 
diminution  of  breath  sounds  and  reasonance 
along  with  a few  fine  rales  over  the  right 
posterior  lung  base  as  a result  of  compres- 
sion atelectasis  from  elevation  and  reduced- 
mobility  of  the  right  hemi-diaphragm. 

Laboratory  procedures  may  be  very  val- 
uable in  confirmation  of  the  diagnosis.  A 
moderate  leukocytosis  is  usually  present  r 
however,  in  the  presence  of  secondary  in- 
fection the  leukocyte  count  may  be  quite 
high.  Demonstration  of  amebae  in  the  stool 
depends  to  a large  degree  on  the  care  and' 
frequency  with  which  stool  examination  is 
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done.  In  several  large  series  of  cases  of 
amebic  hepatic  abscess,  stools  have  been 
found  positive  for  ameba  histolytica  in  11 
to  36  per  cent  of  cases.'’  Proctoscopic  ex- 
amination may  be  helpful  in  visualization 
of  ulceration  in  the  lower  bowel  and  in 
obtaining  material  for  microscopic  examin- 
ation. The  complement  fixation  test  is  of  ap- 
parent value,  but  the  difficulty  at  present 
in  preparation  of  the  antigen  precludes  its 
general  use.'^  X-ray  examination  is  unques- 
tionably the  most  valuable  laboratory  pro- 
cedure in  that  85  to  90  per  cent  of  cases 
may  be  expected  to  show  positive  roentgeno- 
graphic  signs.**  These  consist  in  the  main  of 
elevation  and  immobility  with  or  without 
local  bulging  or  “steepling”  of  the  right 
hemi-diaphragm.  The  use  of  thorium  diox- 
ide and  lipiodol  have  been  advocated  by 
some  observers  as  an  adjunct  in  roentgen 
diagnosis  of  hepatic  abscess.^**  However,  in 
light  of  our  incomplete  knowledge  of  the 
effect  of  these  substances  on  the  liver,  their 
use  is  not  generally  recommended. 

The  complications  of  amebic  abscess  of 
the  liver  are  concerned  with  secondary  in- 
fection and  rupture  into  adjacent  tissues. 
The  more  common  sites  of  rupture  are  into 
the  lung,  pleural  space  and  peritoneal  cav- 
ity. Occasionally  rupture  may  occur  into  the 
pericardial  cavity  or  some  adjacent  organ 
such  as  the  spleen,  kidney  or  colon. 

The  treatment  of  amebic  abscess  is,  in 
the  main,  conservative  consisting  of  the 
administration  of  emetine  hydrochloride 
(gr.  1 daily  subcutaneously  for  7 to  10 
days)  with  or  without  aspiration  of  the  ab- 
scess. In  general,  it  may  be  said  that  most 
cases  will  require  one  or  two  aspirations. 
Some  cases,  however,  subside  with  the  use 
of  emetine  alone.  At  times,  the  decision  to 
aspirate  is  not  easily  made;  one  must  be 
guided  by  the  degree  of  the  response  to 
emetine  and  the  presence  or  progression  of 
the  x-ray  signs  of  bulging  or  “steepling”’ 
of  the  diaphragm.  The  pus  obtained  by 
aspiration  is  usually  of  the  typical  reddish- 
brown  “anchovy  sauce”  type,  contains  dem- 
onstrable amebae  rather  infrequently,  and 
is  sterile  unless  secondary  infection  has 
occurred.  There  seems  to  be  no  virtue  in 


the  instillation  of  emetine  hydrochloride  in- 
to the  abscess  cavity;  perhaps,  the  instilla- 
tion of  penicilln  into  the  abscess  cavity 
after  aspiration  may  retard  or  prevent  the 
occurrence  of  secondary  infection.  Open 
drainage  is  indicated  only  after  secondary 
infection  has  occurred. 

In  addition  to  the  general  factors  of  viru- 
lence of  the  organisms  and  host  resistance, 
prognosis  depends  on  the  multiplicity  of  the 
lesions,  presence  or  absence  of  secondary  in- 
fection and  other  complications,  and  the 
type  of  therapy  employed.  Review  of  analy- 
sis of  a large  series  by  Ochsner  and  De- 
Bakey  reveals  the  following  approximate 
overall  mortality  figures : 10  per  cent  in 
cases  with  solitary  abscesses ; 60  to  100  per 
cent  in  those  with  multiple  abscesses ; about 
40  per  cent  in  complicated  cases  and  about 
75  per  cent  in  those  cases  with  secondary 
infection.  In  general,  the  mortality  with 
open  drainage  is  about  seven  to  eight  times 
that  with  the  more  conservative  aspiration 
procedure.  In  a collected  series  of  about 
5,000  cases,  the  mortality  from  open  drain- 
age was  45  per  cent,  while  only  6.7  per 
cent  in  those  treated  with  emetine  and 
aspiration."  The  decline  in  overall  mortality 
of  amebic  liver  abscess  is  strikingly  propor- 
tional to  the  gradual  acceptance  of  aspira- 
tion and  emetine  as  the  therapy  of  choice. 

rLEUKOPULMOXAUY  AMEBI.\SIS 

Although  cases  of  supposed  primary  ame- 
bic pneumonitis  have  been  recorded,  it 
seems  doubtful  that  primary  infection  of 
the  lung  occurs  in  the  abscence  of  previous 
bowel  infection.  Probably  75  per  cent  or 
more  of  amebic  pleuropulmonary  involve- 
ment occurs  as  a complication  of  rupture 
of  an  hepatic  abscess  through  the  dia- 
phragm, and  it  is  likely  that  the  remainder 
result  from  hematogenous  spread  from  the 
intestinal  tract.  About  15  per  cent  of  ame- 
bic liver  abscesses  are  complicated  by  pleur- 
opulmonary lesions  which  may  take  the 
form  of  a bronchohepatic  fistula,  a lung  ab- 
scess, or  an  empyema,  or  any  combination 
thereof. 

The  clinical  manifestations  of  pleuropul- 
monary involvement  vary  according  to  the 
mode  and  extent  of  the  infection.  In  amebic 
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lung  abscess  of  hematogenous  origin  the 
clinical  picture  is  little  different  from  that 
seen  in  pyogenic  lung  abscess.  In  cases 
which  complicate  liver  abscess,  pleuritic 
pain  in  the  right  lower  chest  accompanied 
by  dyspnea  and  an  unproductive  cough,  to- 
gether with  an  increase  in  the  gravity  of 
the  patient’s  general  symptoms,  usually 
herald  the  extension  of  the  process  into  the 
chest.  Expectoration  of  anchovy  sauce  spu- 
tum containing  Endameha  histolytica  is 
practically  pathognomonic  of  bronchohe- 
patic  fistula.  The  physical  findings  over  the 
right  lower  chest  may  be  those  of  fluid,  con- 
solidation or  cavitation  depending  on  the 
dominant  process  present.  However,  the 
usual  findings  are  inspiratory  lag,  dullness, 
suppression  of  breath  sounds  and  fine  rales. 
The  x-ray  findings  are  usually  those  of 
pleural  reaction,  fluid  and  consolidation  in 
the  lower  half  of  the  lung  field.  However, 
in  some  cases,  the  roentgenographic  find- 
ings are  quite  characteristic,  showing  a 
triangular  density  extending  from  a high 
right  hemi-diaphragm  toward  the  hilus  of 
the  lung. 

Treatment  is  generally  conservative.  In 
cases  with  bronchohepatic  fistulae  the  ad- 
ministration of  emetine  hydrochloride  and 
postural  drainage  is  usually  all  that  is 
necessary.  Aspiration  should  be  done  if 
pleural  effusion  is  present.  Open  drainage 
is  reserved  for  those  cases  in  which  definite 
secondary  infection  of  the  pleural  space  has 
occurred. 

Prognosis  depends  largely  on  the  type  of 
involvement  and  the  therapy  employed. 
Bronchohepatic  fistula  and  lung  abscess 
communicating  with  a bronchus  allowing 
for  good  drainage  carry  the  best  prognosis, 
mortality  being  5 to  10  per  cent,  whereas 
in  those  cases  with  empyema  mortality 
greatly  increases  to  about  75  per  cent. 

BRAIN  ABSCESS 

Amebic  brain  abscess  occurs  relatively 
rarely  and  almost  never  in  the  absence  of 
amebic  infection  of  the  liver  and/or  lungs. 
The  clinical  picture  is  much  the  same  as 
that  presented  in  pyogenic  abscess  except 
that  the  course  toward  an  invariably  fatal 


termination  in  spite  of  therapy  is  inexor- 
ably more  rapid. 

AMEBIASIS  CUTIS 

Ulceration  and  abscess  of  the  skin  is  a 
rare  complication  of  amebiasis  and  usually 
occurs  as  a secondary  manifestation  of  rup- 
ture or  drainage  of  an  hepatic  or  pericolic 
abscess  through  the  skin.  Occasional  cases 
have  been  reported  as  a result  of  perianal 
extension  of  amebic  rectitis.  Clinically, 
there  is  swelling  and  induration  followed 
by  necrosis  resulting  in  an  ulcerated  area 
having  an  irregular  contour  with  gan- 
grenous overhanging  edges.  The  condition 
is  similar  in  appearance  to  the  post-opera- 
tive synergistic  gangrene  described  by  Me- 
leney  due  to  microaerophilic  nonhemolytic 
streptococci.  Amebae  may  be  demonstrated 
in  necrotic  tissue  removed  from  the  edges 
of  the  ulceration.  Treatment  consists  in  the 
administration  of  emetine  hydrochloride 
and  wide  excision  of  the  ulcerated  area  with 
the  high-frequency  knife.  Wyatt  and  Buch- 
holz*’  reported  a mortality  of  42.3  per  cent 
in  a review  of  26  cases. 

SUMMARY 

Extra-intestinal  amebiasis  is  discussed 
relative  to  its  incidence  and  importance. 
Diagnosis  and  management  of  hepatic  and 
pleuropulmonary  involvement  are  dealt  with 
in  some  detail.  Conservative  therapy  with 
emetine  hydrochloride  and  aspiration  is 
emphasized. 
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AN  EVALUATION  OF  ANTI-AMEBIC 
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INTRODUCTION 

By  definition  the  clinical  term  “amebi- 
asis” includes  all  conditions  caused  by  the 
invasion  of  the  tissues  of  man  by  the  patho- 
genic ameba  known  as  Endamoeba  histoly- 
tica. The  invasion  of  the  various  tissues  of 
the  body  occurs  primarily  through  the  mu- 
cous membrane  of  the  large  intestine  and 
less  often  through  that  of  the  lower  portion 
of  the  ileum.  The  term  “amebic  dysentery,” 
formerly  used  to  indicate  all  infections  with 
Endamoeba  histolytica,  with  the  exception 
of  amebic  abscesses  of  various  organs,  is 
now  properly  restricted  to  infections  in 
which  the  prominent  symptom  is  a bloody 
diarrhea  induced  by  this  parasite.^ 

The  problem  of  treating  amebic  infection 
is  arousing  great  interest  among  medical 
groups  throughout  the  countries  of  the 
world.  While  military  medical  men  have 
been  conducting  first-hand,  battle-front  re- 
research in  the  treatment  and  control  of 
amebiasis  throughout  the  world,  civilian  re- 
search has  been  continuing  through  the  war 
years  in  America.  From  the  islands  of  the 
Pacific,  from  the  Orient,  from  the  Mediter- 
ranean area  and  from  countries  all  over  the 
world  have  come  reports  on  various  drugs 
used  in  the  treatment  of  this  scourge  of 
amebic  infection  which  has  plagued  armies 
and  peoples  throughout  history.  Many 
strides  have  been  made  as  a result  of  war- 
time research  in  amebiasis. 

The  end  of  the  war,  however,  has  not 
lessened  the  problems  of  amebiasis  control. 
On  the  contrary,  it  has  brought  them  closer 
home.  As  millions  of  our  military  men  and 
women  have  already  returned  to  America 
from  regions  where  amebiasis  is  endemic 
or  even  epidemic,  there  is  an  obvious  like- 
lihood of  a greatly  increased  incidence  of 
amebic  infections  in  this  country.  An  evalu- 
ation of  the  research  in  amebiasis  and  the 
drugs  used  in  the  treatment  of  this  condi- 
tion is  necessarily  in  order  at  this  time.  In 
this  paper  the  writer  will  attempt  to  pro- 


vide a concise  summary  of  the  medical  de- 
velopments which  have  taken  place  in  the 
treatment  and  control  of  amebiasis  during 
the  past  five  years  or  so. 

HISTORY 

The  causative  organism  of  amebiasis  and 
amebic  dysentery  was  first  discovered  in 
1875  by  Losch  while  examining  a stool  of  a 
patient  with  dysentery  in  St.  Petersburg, 
Russia.  At  that  time  he  gave  to  the  patho- 
genic organisms  the  name  of  “Amoeba  coli,” 
but  this  has  since  been  changed  to  Enda- 
moeba histolytica.  It  is  still  questionable 
whether  other  observers  had  seen  this 
ameba  prior  to  Losch.  However,  it  is  gen- 
erally believed  that  the  credit  for  the  dis- 
covery of  the  pathogenic  species  belongs  to 
him. 

Koch,  in  1883,  observed  five  cases  of  dys- 
entery in  Egypt,  two  of  which  were  compli- 
cated with  abscess  of  the  liver,  and  in  the 
ulcers  occurring  in  the  large  intestine  he 
found  numerous  amebae  and  in  sections 
these  were  also  found  deep  in  the  tissues  at 
the  base  of  the  ulcerations,  as  well  as  in  the 
capillaries  of  the  liver,  close  to  the  ab.scess 
walls. 

In  1886,  Kartulis  published  a paper  de- 
scribing his  results  in  the  study  of  150  cases 
of  dysentery  in  Egypt  in  all  of  which  he 
demonstrated  amebae  identical  with  those 
described  by  Losch.  Also  Kartulis  was  suc- 
cessful in  producing  dysentery  in  cats  by 
rectal  injection  of  feces  containing  amebae. 

Sir  William  Osier,  in  1890,  was  the  first 
one  in  the  United  States  to  demonstrate  the 
amebae  in  a case  of  dysentery  and  liver 
abscess,  and  his  observations  were  followed 
in  the  same  year  by  those  of  Stengel.  In 
1891,  J.  H.  Musser,  Sr.,-  at  the  University 
of  Pennsylvania  also  demonstrated  amebae 
in  a case  of  dysentery  complicated  by  ab- 
scess of  the  liver.  This  was  followed  in  the 
same  year  by  the  work  of  Dock. 

One  of  the  classics  on  the  subject  of  ame- 
biasis was  published  in  1891  in  the  form  of 
a monograph  by  Councilman  and  LaFleur 
who  reported  on  14  cases  studied  at  the 
Johns  Hopkins  Hospital.  They  concluded 
that  amebic  dysentery  is  a clinical  entity 
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and  that  it  is  characterized  by  definite  path- 
ologic lesions  produced  by  the  amebae. 

In  1893  and  1894,  Quincke  and  Roos  pub- 
lished the  first  description  of  the  cysts  of 
Endamoeba  histolytica.  A more  accurate 
description  of  the  cysts  of  this  parasite  was 
published  by  Huber  in  1903.  Schaudinn  in 
1903  accepted  the  name  for  the  genus  pre- 
viously proposed  by  Casagrandi  in  1895,  but 
named  his  pathogenic  species,  Endamoeba 
histolytica,  and  the  name  Endamoeba  coli 
to  the  non-pathogenic  species. 

The  first  observer  to  produce  an  abscess 
of  the  liver  in  an  experimental  animal  after 
the  production  of  dysentery  by  the  rectal 
injection  of  Endamoeba  histolytica  was 
Harris  (1901).  Later  amebic  abscess  of 
the  liver  was  produced  in  this  manner  by 
Craig  (1905),  Huber  (1909),  Wenyon 
(1912),  Baetjer  and  Sellards  (1914),  and 
Dale  and  Dobell  (1917).^ 

GEOGRAPHIC  DISTRIBUTION 

Amebiasis  is  worldwide  in  distribution. 
It  can  no  longer  be  considered  a tropical 
disease.  Craig^  states  that  the  infection  is 
widespread  throughout  the  United  States 
and  conservatively  estimates  that  from  5 
to  10  per  cent  of  the  population  of  this  coun- 
try is  infected  with  Endamoeba  histolytica 
and  that  at  least  50  per  cent  of  individuals 
infected  with  this  parasite  have  definite 
symptoms  which  are  caused  by  its  presence. 
HausU  believes  that  the  incidence  in  this 
country  may  well  be  even  higher  than  5 to 
10  per  cent  because  the  samplings  of  the 
population  are  perhaps  too  scattered  and 
isolated  to  be  completely  representative  of 
the  degree  of  infection. 

While  amebiasis  has  a world-wide  distri- 
bution the  severe  lesions  and  symptoms 
which  are  present  in  amebic  dysentery  oc- 
cur much  more  frequently  in  the  tropics  and 
the  warmer  poi’tions  of  the  sub-tropics  than 
in  temperate  and  cold  climates.  In  the 
United  States  cases  ' of  amebic  dysentery 
have  been  reported  from  practically  every 
state  in  the  Union  and  there  can  be  no  doubt 
that  many  cases  are  wrongly  diagosed  an- 
nually, because  of  the  widespread  belief  that 
this  type  of  dysentery  occurs  only  in  the 
tropics  or  sub-tropics.  According  to  Craig,i 


amebic  dysentery  is  most  frequently  ob- 
served in  the  United  States  in  Louisiana, 
Texas,  Georgia,  Florida,  California,  Missis- 
sippi and  Alabama,  but  a considerable 
number  of  cases  have  been  reported  from 
Virginia,  Maryland,  the  District  of  Colum- 
bia, and  the  Carolinas. 

CLASSIFICATION  OF  AMEBIASIS 

Just  as  in  the  consideration  of  the  symp- 
tomatology of  amebiasis  it  is  essential  to 
understand  the  method  by  which  Enda- 
moeba histolytica  produces  lesions  in  the 
intestine  and  the  character  of  these  lesions, 
it  is  equally  as  essential  in  the  choice  of 
specific  therapy  to  have  a working,  clinical 
classification  of  the  disease.  Specific  treat- 
ment and  the  use  of  certain  specific  drugs 
will  naturally  vary  with  the  location  of  the 
lesions  and  the  severity  of  the  infection. 

Many  clinical  classifications  of  the  vari- 
ous types  of  amebiasis  have  been  proposed 
by  different  authorities  but  the  following 
seem  to  be  the  most  useful.  Dobell  and  Low^ 
in  1922  outlined  the  following  simple 
classification:  (1)  carrier;  (2)  general 

amebiasis;  (3)  amebic  diarrhea;  and  (4) 
amebic  dysentery. 

The  clinical  classification  by  D’Antoni,^ 
a modification  of  Craig’s  classification,  ap- 
pears to  be  the  most  useful  to  the  writer. 
It  is  based  upon  symptomatology  and  it 
should  be  remembered  that  the  various  clin- 
ical classes  mentioned  tend  to  merge  into 
one  another  and  that  an  individual  who  may 
be  placed  in  one  class  may,  at  any  time,  de- 
velop symptoms  characteristic  of  one  or 
more  of  the  other  classes. 

CLINICAL  CLASSIFICATION  OF  AMEBIASIS 

1.  Asymptomatic  amebiasis 

The  patient  is  not  cognizant  of  symptoms 
and  the  lesions  are  not  confined  to  specific 
areas. 

2.  Symptomatic  amebiasis 

a.  Asyndromic  (formes  frustes)  : There 
is  a mild  toxemia  and  vague  gastrointestinal 
irritation  with  lesions  usually  not  confined 
to  specific  areas. 

b.  Syndromic:  There  may  be  symptoms 
simulating  chronic  appendicitis,  peptic  ul- 
cer, chronic  cholecystitis  with  lesions  usual- 
ly confined  to  the  cecal  area. 

c.  Dysentery  (acute  or  chronic)  : There 


no 


Nix — Anti-amebic  Drugs 


are  symptoms  of  dysentery  with  the  lesions 
throughout  the  colon,  especially  the  rectal 
and  sigmoid  areas. 

d.  Hepatitis  and  liver  abscess:  The  symp- 
toms usually  are  fever,  pain  and  tenderness 
in  the  liver  area  with  liver  lesions. 

e.  Involvement  of  other  organs  {extra- 

intestinal)  : Abscess  of  lung,  brain,  kid- 

ney, amebiasis  cutis,  and  so  on. 

LOCATION  or  l.rSloNS 

The  location  of  the  lesion  in  the  intestine 
is  important  from  both  a prognostic  and 
therapeutic  point  of  view.  It  has  been  found 
that  the  most  advanced  and  oldest  lesions 
will  usually  be  found  in  the  ileo-cecal  region, 
including  the  ileo-cecal  sphincter,  the  distal- 
most  segment  of  the  ileum,  the  cecum,  the 
appendix  and  the  ascending  colon ; next  the 
rectum  and  sigmoid  colon,  then  the  sigmoid 
and  hepatic  flexures — regions  where  stasis 
of  the  fecal  mass  occurs  most  commonly. 

Clark®  (1925)  found  the  order  of  fre- 
quency of  ulceration  was  the  cecum,  ascend- 
ing colon,  rectum,  sigmoid,  and  appendix. 
Craig’  (1934)  in  78  cases  found  lesions  in 
the  ileo-cecal  region,  the  descending  colon, 
and  the  rectum  in  57  cases;  lesions  along 
the  whole  length  of  the  colon  in  12  cases, 
but  most  severe  below  the  ileo-cecal  valve 
and  in  the  rectum ; while  in  nine  cases  the 
rectum  and  the  sigmoid  alone  showed  active 
lesions,  with  healed  lesions  in  the  ileo-cecal 
region. 

Faust  (1940)  and  D’ Antoni^  (1941) 
found  that  the  preponderance  of  lesions  oc- 
curs in  the  cecal  area  and  next  in  the  rectal 
area  and  that  these  two  levels  of  involve- 
ment primarily  condition  the  types  of 
symptoms  in  intestinal  amebiasis,  namely 
cecal  amebiasis  and  sigmoido-rectal  ame- 
biasis. 

(T.ASSIFICATIOX  OF  AMKHACTDAL  DIUJCS 

A.  The  Emetine  Group 

1.  Ipecacuanha  (ipecac) 

2.  Emetine  hydrochloride 

3.  Emetine  bismuth  iodide 

B.  The  Oxyquinoline  Derivatives 

1.  Chiniofon' 

2.  Vioform 

3.  lodoquin 

4.  Diodoquin 


C.  The  Organic  Pentavalent  Arsenicals 

1.  Carbarsone 

2.  Treparsol 

3.  Acetarsone 

D.  Miscellaneous  Drugs 

1.  Succinylsulfathiazole 

2.  Penicillin 

3.  Trilactic 

4.  Kurchi  bark 

5.  Bismuth  subnitrate 

6.  Shadocol  (sodium  tetraiodophenolph- 

thalien) 

THK  IXDIVIDFAL  AMIvF.A(TOAL  OKFGS 

Ipecacuanha : This  particular  drug  is  the 
dried  root  of  Psychotria  ipecacuanha  which 
is  native  in  Brazil  but  is  cultivated  in  India, 
the  Straits  Settlements,  and  the  Federated 
Malay  States.  The  efficiency  of  the  drug 
is  dependent  on  its  two  chief  alkaloids,  eme- 
tine and  cephaline.  Of  the  two  alkaloids 
emetine  is  by  far  the  more  potent  as  an 
amebacide,  although  cephaline  does  possess 
some  amebacidal  action.  This  drug  was  used 
for  years  in  the  treatment  of  amebiasis  by 
the  natives  of  Brazil,  on  the  European  con- 
tinent, and  in  this  country.  While  the  drug 
possesses  all  the  amebacidal  properties  of 
emetine,  its  use  in  the  modern  treatment  of 
amebiasis  is  definitely  limited  due  to  the 
difficulty  of  administration  and  the  exces- 
sive discomfort  caused  by  it. 

Emetme  : Emetine  was  first  described  in 
1817  by  Pelletier,  the  discoverer  of  quinine 
in  cinchona  bark.  Bardsley  in  1829  was  ap- 
parently the  first  person  to  use  emetine  in 
diarrheas  and  dysenteries.  In  1912  Vedder 
demonstrated  that  emetine  is  a powerful 
amebacide  to  free-living  amebae  in  cultures, 
and  the  same  year  Rogers  reported  good 
results  from  the  drug  in  the  treatment  of 
amebic  dysentery  and  hepatitis. 

Emetine  is  an  alkaloid  of  ipecacuanha 
and  is  used  in  the  form  of  the  hydrochloride 
salt  because  of  its  greater  solubility.  It  is 
prepared  in  ampules  containing  one  grain 
of  emetine  hydrochloride  in  1 c.c.  of  solu- 
tion. The  dosage  for  adults  consists  of  one 
grain  subcutaneously,  not  to  exceed  12 
grains  within  a period  of  40  days.  The  drug 
should  never  be  given  to  children  under 
eight  years  of  age  and  to  those  over  this  age 
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the  dose  must  never  exceed  one-third  of  a 
grain  daily.  The  patient  should  be  hospital- 
ized and  1 grain  of  the  drug  is  given  subcu- 
taneously per  day  for  adults  on  successive 
days  for  a period  not  to  exceed  eight  to  10 
days  and  the  course  should  not  be  repeated 
within  a shorter  interval  than  one  month. 

Emetine  relieves  the  acute  symptoms  in 
approximately  85  per  cent  of  the  cases. 
However,  despite  the  apparent  highly  ame- 
bacidal  property  of  emetine  in  vitro,  it  is 
generally  agreed  that  the  alkaloid  alone  does 
not  result  in  the  cure  of  amebic  infections 
in  more  than  10  to  15  per  cent  of  patients. 
It  is  relatively  efficient  in  the  treatment  of 
liver  abscess  and  amebic  hepatitis  and  at 
present  the  only  drug  available.  It  should 
be  reserved  only  for  use  in  the  control  of 
the  acute  symptoms  of  severe  diarrhea  and 
dysentery.  Emetine  has  a direct  lethal  ac- 
tion on  the  ambae  as  demonstrated  in  vitro 
and  is  more  effective  against  motile  forms 
than  against  the  cysts.  Concentrations  of 
emetine  necessary  to  kill  the  cystic  forms 
cannot  be  safely  obtained  in  man. 

In  therapeutic  doses  emetine  will  produce 
nausea  and  vomiting  when  taken  by  mouth. 
Emetine  frequently  causes  toxic  symptoms, 
especially  noted  when  its  action  is  cumula- 
tive from  too  high  dosage  or  from  prolonged 
therapeutic  use.  It  is  a “general  proto- 
plasmic poison,”  and  causes  hyperemia, 
cloudy  swelling  and  cellular  degeneration  in 
the  liver,  heart,  kidneys,  and  skeletal  mus- 
cles. Emetine  as  a result  of  its  myotoxic 
action  may  produce  cardiac  arrhythmias 
and  can  cause  a severe  acute  degenerative 
myocarditis  which  may  result  in  sudden 
cardiac  failure  or  death.  Myositis,  muscu- 
lar weakness,  tremors  and  pain,  especially 
in  the  arms  and  legs,  and  gastrointestinal 
symptoms  are  also  prominent  manifesta- 
tions of  emetine  poisoning. 

Back  and  Moloshok®  (1947)  have  recently 
reviewed  a series  of  21  cases  of  amebiasis 
which  were  treated  with  emetine  hydro- 
chloride. Nine  out  of  these  21  cases  devel- 
oped toxic  cardiac  effects  with  changes  in 
their  electrocardiograms.  They  found  that 
the  commonest  electrocardiographic  abnor- 


mality was  inversion  of  the  T waves,  usually 
involving  all  the  standard  leads.  All  nine 
patients  in  their  series  showed  inversion  of 
the  T waves  in  leads  II  and  III  while  six 
showed  inversion  of  the  T wave  in  lead  I 
and  4 in  lead  IV-F.  There  was  no  deviation 
or  depression  of  the  ST  segment,  but  there 
were  abnormalities  of  the  QRS  complex  in 
two  cases.  The  duration  of  the  abnormal 
findings  found  varied  from  six  weeks  to  two 
months  or  longer.  They  found,  however, 
that  the  neuromuscular  and  gastrointestinal 
symptoms  of  emetine  poisoning  preceded 
the  electrocardiographic  changes  in  the  ma- 
jority of  cases.  This  would  lead  one  to 
doubt  if  abnormal  changes  in  the  electro- 
cardiogram are  in  keeping  with  an  early 
diagnosis  of  emetine  poisoning.  They  should 
be  taken  in  every  case  receiving  emetine, 
however.  Earlier  Boyd  and  ScherB®  (1941) 
reported  similar  changes  in  the  electrocardi- 
ogram in  acute  emetine  intoxication. 

The  use  of  emetine  is  contraindicated  in 
cases  with  myocardial,  kidney  and  liver 
damage.  It  is  also  definitely  contraindicated 
in  children  under  eight  years  of  age  and  is 
best  not  used  during  pregnancy. 

Emetine  - Bismuth  - Iodide : DuMez,  in 

1915,  in  the  Philippine  Islands  first  called 
the  attention  of  medical  practitioners  to  this 
compound.  It  was  reported  upon  favorably 
by  Low  and  Dale  (1916)  and  by  Dobell 
(1916)  as  efficient  in  the  treatment  of  car- 
riers and  of  patients  resistant  to  emetine 
alone.  This  combination  is  highly  regarded 
by  many  English  authorities  who  consider 
it  the  drug  of  choice  in  the  treatment  of 
amebic  infections. 

Emetine-bismuth-iodide  contains  29  per 
cent  iodine,  12  per  cent  bismuth,  and  58  per 
cent  emetine.  The  toxicity  of  this  prepara- 
tion is  essentially  that  of  emetine.  The  dose 
of  emetine-bismuth-iodide  that  should  be 
employed  is  0.2  gram  (3  grains)  adminis- 
tered once  a day  for  21  consecutive  days. 
Rest  in  bed  to  prevent  or  lessen  nausea  and 
liability  to  cardiac  failure  is  recommended. 
This  combination  is  never  used  in  the 
United  States  in  the  treatment  of  amebiasis. 

Chiniofon  (anayodin  and  yatren)  : This 
is  an  iodine  compound  having  the  chemical 
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formula  of  7-iodo-8-hydroxyquinolin-5-sul- 
phonic  acid  and  contains  26  to  28  per  cent 
iodine.  It  was  introduced  as  an  amebacide 
in  1921  by  Muhlens  and  Menk.  In  thera- 
peutic doses  it  is  non-toxic  by  mouth  or  by 
rectum.  Two  deaths  have  been  reported 
from  its  intravenous  use  in  which  liver 
damage  was  the  outstanding  feature. 

Chiniofon  is  prepared  in  keratin-coated 
or  uncoated  pills  each  containing  4 grains 
(0.25  gram).  Three  to  four  pills  (12-14 
grains)  are  given  to  an  adult  by  mouth 
three  times  a day  for  a period  of  eight  to 
10  days.  For  children  one  grain  per  10 
pounds  of  body  weight  is  given  three  times 
a day  for  approximately  the  same  period 
of  time.  Following  meals  12  to  16  grains 
(three  or  four  tablets)  are  given  by  mouth 
for  a period  of  seven  days.  If  no  E^idamoeha 
histolytica  are  found  in  the  stools  over  a 
period  up  to  six  months,  no  further  treat- 
ment is  necessary.  If  the  stools  remain 
positive,  the  treatment  is  repeated  following 
a rest  period  of  at  least  seven  days.  The 
drug  may  be  administered  without  interfer- 
ing with  the  patient’s  daily  routine,  and  no 
precautions  are  necessary  regarding  diet  or 
exercise  except  in  cases  manifesting  symp- 
toms. 

Chiniofon  is  an  efficient  amebacide  and 
has  a proved  efficacy  of  approximately  90 
per  cent  or  better.  It  should  not  be  used  in 
the  presence  of  iodine  intolerance  or  liver 
damage  and  must  be  given  with  caution  to 
patients  with  thyroid  disease. 

Viofo7'm : Chemically,  this  compound  is 
iodochlorhydroxyquinoline,  containing  be- 
tween 37.5  and  41.5  per  cent  iodine.  It  is 
prepared  in  the  form  of  gelatin  capsules 
each  containing  4 grains  (0.25  gram) . The 
dose  for  adults  is  4 grains  (one  capsule) 
three  times  a day  for  10  days.  Twice  this 
dose  is  recommended  for  severe  infections. 
For  children  the  dose  is  one-third  grain  per 
15  pounds  of  body  weight  three  times  a day 
for  10  days.  The  course  may  be  repeated 
following  a rest  period  of  seven  days.  There 
is  no  interference  with  the  patient’s  daily 
routine. 

In  the  treatment  of  amebiasis,  vioform 
has  an  efficacy  of  approximately  80  per 


cent.  It  has  also  been  used  since  its  intro- 
duction as  a substitute  for  iodoform  as  a 
dusting  powder  for  application  to  wounds, 
burns,  skin  eruptions,  and  so  on. 

The  toxicity  of  vioform  is  slight  unless 
therapeutic  doses  are  exceeded.  It  is  con- 
sidered more  toxic  than  chiniofon  but  less 
toxic  than  carbarsone.  Contraindications 
for  its  use  are  essentially  the  same  as  for 
chiniofon. 

Diodoqiiin:  Chemically,  it  is  an  iodine 

compound  in  which  the  sodium  sulfonate 
radical  of  chiniofon  is  replaced  with  a sec- 
ond iodine  atom,  increasing  thereby  the 
iodine  content  to  63.9  per  cent.  The  drug 
is  prepared  in  tablets  containing  3.2  grains 
(0.21  gram). 

For  adults  the  dose  recommended  in  the 
treatment  of  amebiasis  is  from  22.5  to  30 
grains  (seven  to  10  tablets)  daily  for  a 
period  of  two  to  three  weeks.  The  dose  for 
children  consists  of  one  tablet  daily  per  15 
pounds  of  body  weight.  The  tablets  are 
given  in  divided  doses  following  meals,  and 
the  course  may  be  repeated  after  a rest 
period  of  seven  to  10  days. 

Diodoquin  has  been  found  to  be  non-toxic 
in  therapeutic  doses  and  only  an  occasional 
headache  and  mild  gastrointestinal  disturb- 
ance if  any  have  been  reported  from  its  use. 
It  is  considered  by  most  authorities  the  least 
toxic  of  the  amebacidal  drugs. 

Summarizing  the  clinical  results  observed 
in  his  investigation  of  the  use  of  diodoquin 
in  the  treatment  of  amebiasis,  D’Antoni”' 
(1942-43)  stated:  “On  the  basis  of  126 

cases,  diodoquin  would  seem  to  be  more  than 
92  per  cent  effective  in  single  cases  and  99 
per  cent  effective  in  all  patients  treated. 
No  drug  previously  used  in  the  treatment 
of  amebiasis  has  given  such  consistently 
satisfactory  results.”  The  drug  has  also 
been  reported  on  very  favorably  by  Hum- 
meT-'^  (1937-1940)  and  Almy^^  in  this  coun- 
try and  by  Morton^^  and  Manson-Bahr^®  in 
England. 

Manson-Bahr^®  states  that  diodoquin  “is 
well  tolerated.  The  great  advantage  of  this 
simple  treatment  is  that  in  the  vast  majori- 
ty, it  destroys  the  cysts  of  E.  histolytica  and 
is,  therefore,  especially  valuable  in  steriliz- 
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ing  ‘cyst-carriers.’  It  can  readily  be  taken 
by  ambulant  patients  and,  therefore,  elimi- 
nates the  necessity  of  hospitalization.” 

Craig^  believes  that  diodoquin  will  be  of 
definite  value  in  the  prophylactic  treatment 
of  amebiasis  and  that  further  observations 
may  well  demonstrate  that  it  is  the  most 
specific  drug  that  we  possess  for  the  treat- 
ment of  this  infection. 

Carharsone:  This  drug  was  first  pre- 

pared by  Ehrlich  and  is  a white  crystalline 
solid  without  taste  or  odor,  almost  insoluble 
in  water  but  soluble  in  alkaline  aqueous 
solutions,  and  contains  28.85  per  cent  of 
arsenic.  The  chemical  formula  of  this  com- 
pound is  4-carbaminophenylarsonic  acid. 

Carbarsone  is  directly  amebacidal  by  vir- 
tue of  its  arsenic  content.  Anderson  and 
Reed^'  (1931)  first  introduced  this  com- 
pound as  a specific  in  the  treatment  of  ame- 
biasis. It  is  more  effective  than  acetarsone 
and  has  a therapeutic  index  eight  times 
higher.  Like  chiniofon,  the  action  of  car- 
barsone on  motile  forms,  although  effective, 
is  not  as  rapid  as  that  of  emetine.  Carbar- 
sone does  not  act  on  amebae  in  abscesses  of 
the  liver  and  other  organs.  The  drug  is 
active  against  cysts. 

The  adult  dose  of  carbarsone  is  0.25  gram 
(4  grains)  taken  orally  twice  a day  for  10 
days  and  the  course  of  treatment  may  be  re- 
peated in  resistant  cases  after  an  interval 
of  10  days.  Carbarsone  can  also  be  given 
rectally  as  a retention  enema  and  is  used  in 
this  manner  for  acute  dysentery  with  motile 
amebae  in  the  stool  or  dysentery  cases  that 
have  proven  refractory  to  the  oral  admin- 
istration of  the  drug.  Anderson  and  Reed^^ 
(1934)  recommend  its  employment  daily  for 
five  days  at  least  in  the  form  of  retention 
enemata  consisting  of  200  c.c.  of  a 2 per 
cent  sodium  bicarbonate  solution  containing 
1 per  cent  carbarsone.  They  also  recommend 
that  a rapidly  acting  sedative  as  sodium 
amytal  be  given  orally  in  a dosage  of  0.2 
grams  (3  grains)  in  order  to  produce  sleep, 
thus  allowing  the  patient  to  retain  the  drug 
and  if  the  enema!  is  expelled  it  should  be 
repeated  until  at  least  five  enemata  have 
been  retained. 

Carbarsone  is  absorbed  readily  after  oral 


administration  and  is  excreted  rather  slow- 
ly in  the  urine.  Rest  periods  between  courses 
are  therefore  imperative  to  prevent  cumula- 
tive toxic  effects.  Carbarsone  appears  to 
be  one  of  the  most  innocuous  of  the  organic 
arsenicals.  Considering  the  wide  use  of  the 
drug,  few  cases  of  serious  poisoning  have 
been  reported.  Despite  the  para  position  of 
the  amino  group,  serious  optic  damage  is 
almost  unknown  but  caution  should  be  used 
in  its  administration.  Skin  rashes  of  vary- 
ing severity  but  usually  mild,  and  localized 
edemas  are  occasionally  observed.  Exacer- 
bation of  diarrhea,  mild  nausea  and  vomit- 
ing, and  vague  abdominal  pains  may  some- 
times occur.  Its  use  is  contraindicated  in 
the  presence  of  liver  and  kidney  disease. 

Reed^®  (1935)  is  of  the  opinion  that  car- 
barsone is  the  best  of  all  amebacidal  drugs.. 
He  administered  the  drug  to  330  patients 
with  amebiasis,  only  three  of  whom  showed 
symptoms  of  intolerance,  and  the  drug  was 
successful  in  eliminating  the  infection  of 
90  per  cent  of  these  patients.  Craig^  (1944) 
believes  that  carbarsone,  in  the  treatment 
of  carriers  and  mild  infections  with  Enda- 
moeba  histolytica  may  be  relied  upon  to 
eliminate  the  infection  in  from  85  to  95  per 
cent  of  the  cases,  while  a repetition  of  the 
drug  and  course  of  treatment  will  result  in 
the  elimination  of  most  of  the  resistant  in- 
fections. However,  he  believes  also  that 
since  the  drug  is  an  arsenical  and  more 
toxic  than  the  iodine  preparations,  it  is  gen- 
erally less  useful  than  the  latter  and  that 
carbarsone  treatment  should  be  reserved  for 
those  infections  which  have  proven  incura- 
ble with  the  iodine  compounds. 

Treparsol : This  drug  is  an  arsenoben- 

zolic  derivative  of  the  salvarsan  type  and  is 
furnished  in  tablets  containing  0.25  gram 
(4  grains).  It  has  been  used  in  the  treat- 
ment of  amebic  dysentery  and  amebiasis 
with  good  results  but  it  has  the  disadvan- 
tage of  the  toxicity  inherent  in  all  arsenic 
compounds,  although  the  evidence  points  to 
its  being  less  toxic  than  acetarsone. 

The  dose  of  the  drug  as  recommended  by 
Brown’^®  of  the  Mayo  Clinic  is  0.25  gram  (4 
grains)  three  times  a day  with  meals  for 
four  days;  cessation  of  the  treatment  for 
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ten  days;  and  finally  0.25  gram  three  times 
a day  for  four  days.  The  tablets  should  be 
chewed  with  the  food  as  this  causes  greater 
dispersion  of  the  arsenic. 

Acetarsone:  This  compound,  which  is 

also  known  as  Stovarsol,  was  introduced  by 
the  French  for  the  treatment  of  syphilis, 
and  is  a synthetic  arsenical  (acetylaminohy- 
droxyphenylarsonic  acid)  containing  from 
27.1  to  27.4  per  cent  of  arsenic.  It  was  for- 
merly extensively  used  in  the  treatment  of 
amebiasis  and  was  administered  in  tablet 
form  by  mouth,  each  tablet  containing  0.25 
gram  (4  grains)  of  the  compound.  It  is 
little  used  today. 

OTIIKU  DRUGS  EMPLOYED  IN  TREATMENT 

The  bacterial  flora  of  the  intestines  has 
some  bearing  on  the  virulence  of  amebic 
infection.  A purely  amebic  infection  is  rare, 
for  every  infection  is  complicated  by  the 
presence  of  pathogenic  bacteria  which  have 
penetrated  into  the  tissues  via  lesions  pro- 
duced by  the  amebae. 

Sokoloff-'*  (1945)  has  demonstrated  that 
the  virulence  of  Endamoeba  histolytica  may 
be  increased  when  it  is  inoculated  along 
with  certain  bacteria  into  experimental 
animals.  He  found  that  streptococci  and 
staphylococci  apparently  enhance  the  multi- 
plication of  Eyidamoeha  histolytica;  that 
Clostridium  perfringens  (of  the  B.  welchii 
group)  and  Lactobacillus  acidophilus  induce 
the  encystment  and  coagulation  of  the  free- 
living  amebae. 

Many  of  such  cases  complicated  by  sec- 
ondary bacterial  invasion  do  not  respond 
favorably  to  specific  anti-amebic  therapy 
and  tend  to  become  chronic.  It  has  been 
found  that  by  combating  the  bacterial  in- 
fection present  in  the  colon  and  following 
this  with  amebacidal  therapy  that  many  of 
the  so-called  “resistant”  or  chronic  forms 
of  the  infection  can  be  treated  successfully. 
Three  or  four  of  such  therapeutic  agents 
will  be  briefly  discussed  below. 

Succinylsidfathiazole ; Little  information 
has  as  yet  been  published  on  the  use  of  sul- 
fonamides or  of  penicillin  to  combat  sec- 
ondary bacterial  infection  in  amebiasis. 
However,  marked  benefit  has  been  reported 
by  Hargreaves^^  (1945)  in  severe  amebic 


infection  following  the  administration  of 
sulfasuxidine  (succinylsulfathiazole)  by 
mouth  in  conjunction  with  penicillin  intra- 
muscularly and  he  has  seen  marked  im- 
provement after  the  use  of  penicillin  alone. 
The  total  dosage  recommended  by  Har- 
greaves was  80  grams  given  in  divided  doses 
of  1 gram  every  three  to  four  hours.  A 
standard  course  of  anti-amebic  treatment 
was  given  after  completion  of  the  antibac- 
terial therapy. 

Penicillin:  As  already  mentioned  in  the 
preceding  discussion,  penicillin  has  proved 
to  be  a very  useful  adjunct  in  the  treatment 
of  chronic  cases  of  amebic  colitis  by  virtue 
of  its  ability  to  combat  secondary  bacterial 
infection.  In  addition  to  Hargreaves  an- 
other English  writer,  Willmore--  (1945), 
reports  similar  experiences  with  penicillin. 

Hargreaves  and  Willmore  recommended 
an  initial  injection  of  100,000  units  of  peni- 
cillin intramuscularly  to  be  followed  by 
33,000  units  at  three-hourly  intervals  with 
a total  dosage  of  two  million  units. 

Trilactic  is  the  anhydrous  form  of  lactic 
acid  which  dissolves  slowly  in  water,  de- 
creases the  pH  of  the  large  intestine,  and 
promotes  the  growth  of  acidophilic  bacteria. 
There  is  some  indication  that  as  a general 
rule  bacteria  which  lower  the  pH  inhibit 
the  multiplication  of  amebae.  In  vitro  ex- 
periments carried  out  at  the  University  of 
California  by  Sokoloff-'^  and  Kessel  (1945) 
have  demonstrated  a definite  antibiotic 
action  of  lactic  acid.  They  found  that  lactic 
acid  causes  coagulation  of  almost  all  amebae 
in  cultures  within  30  minutes  in  concentra- 
tions of  0.0098 ; changes  in  the  nucleus  of 
amebae  and  arrested  motility ; and  that  the 
mode  of  action  may  be  on  the  amylase 
which  is  present  in  large  quantities  in  the 
body  of  all  amebae. 

Trilactic  was  given  by  Sokoloff  to  62  pa- 
tients affected  with  acute  and  chronic  ame- 
bic infections  in  the  form  of  the  anhydrous 
form  of  lactic  acid.  For  the  acute  dysentery 
40  to  50  grams  of  trilactic  were  given  daily 
in  divided  doses  of  four  and  given  in  pul- 
verized rice  or  semi-fluid  oatmeal  for  seven 
days  and  then  gradually  decreased  after 
the  acute  stage  was  arrested.  For  chronic 
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amebiasis  without  dysentery  three  to  four 
tablespoonfus  daily  divided  into  two  doses, 
morning  and  at  night  were  given.  In  34 
cases,  or  in  54  per  cent,  complete  recovery 
was  noted.  In  19  per  cent  results  were  nega- 
tive. In  the  remaining  cases  considerable 
improvement  was  observed.  This  is  an  en- 
tirely new  form  of  anti-amebic  therapy  and 
demands  more  extensive  clinical  trial  before 
a clear  evaluation  can  be  made  of  its  ameba- 
cidal  properties. 

Kurchi  Bark:  The  bark  of  a deciduous 
tree  (Holarrhena  antidysenterica)  which  is 
a native  of  the  tropical  Himalayas,  has  for 
many  years  had  a reputation  among  the  na- 
tives of  India  and  adjacent  regions  as  a 
remedy  in  diarrhea  and  dysenteries.  The 
chemical  composition  of  the  bark  has  been 
thoroughly  studied  and  several  alkaloids 
have  been  isolated.  At  the  present  time  the 
presence  of  four  alkaloids  in  the  bark  of 
this  tree  has  been  demonstrated,  that  is, 
conessine,  holarrhenine,  kurchicine  and  kur- 
chine,  the  latter  occurring  in  the  largest 
amount.  The  favorable  results  obtained  in 
the  treatment  of  amebiasis  with  this  sub- 
stance is  due  to  a direct  action  on  the 
amebae. 

At  the  present  time  Kurchi-bismuth- 
iodide  has  largely  replaced  the  administra- 
tion of  the  total  alkaloids  by  intramuscular 
injection,  but  the  total  alkaloids  may  be 
administered  orally  in  the  form  of  the 
standard  fluid  extract  of  kurchi  bark, 
which  contains  about  0.032  gram  (I/2 
grain)  of  the  alkaloids  in  4 c.c.  The  dose 
of  the  extract  is  8 c.c.  three  times  a day 
for  as  long  as  four  to  six  weeks  in  chronic 
infections.  The  dose  of  kurchi-bismuth- 
iodide  varies  from  0.25  gram  (4  grains) 
orally  twice  a day  for  10  days  in  chronic 
amebic  infections  to  as  much  as  0.65  gram 
(10  grains)  twice  a day  for  10  days  in 
severe  amebic  infections. 

Bismuth  Subnitrate:  For  many  years 

bismuth  subnitrate  has  been  used  in  the 
treatment  of  amebic  dysentery.  The  drug 
alone  was  used  for  a while  but  has  since 
been  combined  with  emetine  and  this  com- 
bined method  is  still  in  use  by  some  today 
in  the  treatment  of  amebiasis.  The  subni- 


trate of  bismuth  acts  by  its  antiseptic  prop- 
erties upon  the  bacteria  of  the  intestine,  re- 
ducing putrefaction,  thus  indirectly  produc- 
ing degenerative  changes  in  the  ameba  be- 
cause of  this  change  in  the  environment  of 
the  organisms.  In  order  for  the  drug  to  be 
effective  it  must  be  given  in  very  large 
doses.  A heaping  teaspoonful,  equivalent  to 
about  180  grains  in  weight,  mechanically 
suspended  in  almost  a tumbler  full  of  plain, 
or  better,  effervescent  water,  or  in  milk,  is 
given  every  three  hours  day  and  night,  les- 
sening the  amount  only  when  improvement 
occurs. 

Shadocol : Chemically,  this  drug  is  sodium 
tetraiodophenolphthalein  (also  called  opacol 
and  T.I.P.) . The  acidic  form  is  prepared  for 
oral  administration  as  a suspension  of  the 
white  acid  body  which  is  turned  into  the 
blue  soluble  sodium  salt  in  the  intestinal 
canal.  The  dye  is  absorbed  from  the  intest- 
inal canal,  secreted  by  the  liver,  and  ex- 
creted with  the  bile.  One-half  bottle  of  the 
dye  is  given  to  children  under  6 years  of 
age  and  all  over  this  age  are  given  one  full 
bottle  of  the  dye.  A saline  cathartic  is  given 
the  next  morning.  No  special  dietetic  meas- 
ures and  no  other  medication  is  employed 
with  the  dye. 

Alexander,  Park-Ross,  and  Stein-^  (1944) 
from  South  Africa  reported  74  per  cent 
sterilization  of  the  intestinal  canal  follow- 
ing the  administration  of  the  shadocol  in 
the  treatment  of  amebiasis,  based  on  im- 
mediate stool  examinations.  The  follow-up 
on  this  drug  is  not  too  encouraging  but  re- 
sults in  their  hands  have  been  uniformly 
good. 

TU10.\T.MENT  OF  AMEBI.4SIS 

The  treatment  of  amebiasis  embraces  the 
treatment  of  carriers  and  mild  infections; 
amebic  enteritis  and  amebic  dysentery; 
amebic  abscess  of  the  liver,  and  other  com- 
plications of  this  infection.  However,  it 
must  be  stated  that  at  the  present  time  we 
do  not  possess  a single  drug  that  will  elim- 
inate the  amebic  infection  in  every  case.  It 
is  hoped  that  with  further  research  and  in- 
vestigation in  this  field  that  a specific 
amebacide  will  be  developed  which  will 
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eliminate  the  infection  with  Eridamoeba 
histolytica  in  every  case. 

TUB  TliEATMENT  OB  SXMPTOiMLESS  CAlOilEKS 
AM)  Mir-D  INFECTIONS 

It  is  agreed  by  most  authorities  today 
that  in  the  treatment  of  carriers  and  mild 
infections  chiniofon  is  usually  the  drug  of 
choice.  It  is  supplied  in  pills  or  tablets,  each 
containing  0.25  gram  (4  grains),  and  the 
dose  for  an  adult  is  three  tablets  or  pills 
given  three  times  a day  for  a period  of  eight 
to  10  days.  The  full  dose  sometimes  causes 
diarrhea  so  that  it  is  well  to  commence  with 
a smaller  dose  and  increase  it  as  it  is  well 
tolerated.  Chiniofon  is  not  a toxic  drug  and 
may  be  used  safely  in  mass  therapy  and  the 
treatment  does  not  interfere  with  the  occu- 
pation of  the  patient.  In  treating  children 
the  dose  of  chiniofon  should  be  governed 
according  to  age  and  general  condition. 

One  course  of  eight  to  10  days  with  chin- 
iofon is  usually  successful  in  eliminating 
Endamoeba  histolytica  in  carriers  and  mild 
symptomatic  infections  but  if  not,  the 
course  should  be  repeated  after  an  interval 
of  10  days. 

In  view  of  the  very  favorable  reports 
upon  diodoquin,  Hummel, D’Antoni^i-  i- 
and  Morton,^'*  it  is  felt  that  this  compound 
will  be  equally  efficient  in  such  infections 
and,  as  it  does  not  produce  diarrhea,  may 
be  preferable,  especially  in  children.  For 
adults  the  dose  recommended  for  oral  ad- 
ministration is  two  tablets,  each  containing 
0.21  gram  (3.2  grains)  three  times  a day 
for  a period  of  20  days.  The  dose  for  chil- 
dren consists  of  one  tablet  daily  per  15 
pounds  of  body  weight. 

If  treatment  with  either  of  these  com- 
pounds does  not  result  in  a cure,  a course 
of  treatment  with  carbarsone  should  be  fol- 
lowed, 0.65  gram  (4  grains)  of  this  com- 
pound being  administered  twice  daily,  after 
the  morning  and  evening  meals,  for  a per- 
iod of  10  days. 

THE  TKEATMENT  OB  AMEIHC  DIARRHEA  OR 
ENTERITIS 

If  the  patient  is  seen  during  an  attack  of 
severe  diarrhea,  rest  in  bed  is  indicated,  and 
the  administration  of  chiniofon  as  already 
described  but  beginning  with  not  more  than 
two  pills  three  times  a day  for  an  adult. 


The  number  of  pills  may  be  increased  pro- 
gressively with  improvement  in  the  symp- 
toms. If  the  diarrhea  is  particularly  severe, 
it  is  sometimes  wise  to  administer  emetine 
hydrochloride  subcutaneously  in  doses  not 
to  exceed  0.065  gram  (1  grain)  a day  for 
not  more  than  six  to  seven  days,  after  which 
chiniofon  should  be  administered  as  recom- 
mended. 

If  the  patient  is  seen  between  diarrheal 
attacks,  the  treatment  in  such  cases  con- 
forms very  much  to  that  as  already  de- 
scribed for  carriers.  Then,  too,  if  there  is  a 
history  of  recurrent  bouts  of  severe  diar- 
rhea, it  may  be  necessary  to  repeat  the 
course  of  treatment  with  chiniofon  after  a 
rest  period  of  about  10  days  until  the  infec- 
tion is  eliminated. 

Diodoquin  is  highly  recommended  also  for 
the  treatment  of  amebic  diarrhea  or  enter- 
itis in  dosages  as  already  outlined.  If 
neither  chiniofon  nor  diodoquin  is  successful 
in  combating  the  infection,  a course  of  car- 
barsone should  be  given  as  already  recom- 
mended in  the  treatment  of  carriers  and 
mild  symptomatic  infections. 

Care  should  be  taken  with  regard  to  the 
diet  in  cases  of  amebic  diarrhea.  It  should 
be  fluid  or  semifluid  in  character  and 
limited  to  substances  that  are  easily  di- 
gested. 

THE  TREATMENT  OF  ACUTE  DYSENTERY 

Bed  rest  is  absolutely  essential  for  pa- 
tients with  symptoms  of  acute  dysentery. 
The  acute  symptoms  can  be  controlled  with 
one  grain  (0.065  gram)  of  emetine  hydro- 
chloride given  subcutaneously  once  a day 
until  symptoms  subside  but  not  to  exceed  12 
grains,  or  even  better  never  to  administer 
it  for  more  than  10  days.  It  should  be  em- 
phasized that  emetine  hydrochloride  is  to 
be  e7nployed  only  to  co7itrol  the  acute  dysen- 
teric symptoms. 

After  the  dysenteric  symptoms  are  con- 
trolled with  emetine,  a standard  course  of 
chiniofon  or  diodoquin  is  administered  as 
in  the  treatment  of  carriers  and  those  pre- 
senting symptoms  of  enteritis.  If  either  of 
these  drugs  fails,  a full  course  of  carbar- 
sone or  vioform  is  recommended. 

D’Antoni^'i  recommends  that  neoprontosil 
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or  some  other  intestinal  antiseptic  be  ad- 
ministered in  conjunction  with  the  chinio- 
fon  or  diodoquin  to  combat  any  secondary 
bacterial  infection  that  may  be  present. 

The  English^^  recommend  the  use  of  eme- 
tine hydrochloride  subcutaneously  in  one 
grain  daily  until  the  dysenteric  symptoms 
are  relieved,  not  to  exceed  10  days,  followed 
by  emetine-bismuth-iodide  orally  in  the  dose 
of  three  grains  per  day  for  12  consecutive 
days.  In  severe  cases  this  may  be  combined 
with  daily  retention  enemata  of  chiniofon. 

To  secure  the  best  results  with  chiniofon 
alone  in  the  treatment  of  acute  amebic 
dysentery,  the  use  of  high  enemata  contain- 
ing chiniofon  should  be  combined  with 
treatment  by  mouth.  When  this  is  done,  it 
is  recommended  that  chiniofon  be  given  by 
mouth  in  doses  not  to  exceed  0.5  gram  (7.5 
grains)  three  times  a day  and  daily  enemas, 
best  given  at  night,  consisting  of  200  c.c. 
of  a 2 per  cent  warm  water  solution  of 
chiniofon  and  retained  for  several  hours  if 
possible. 

Routine  stool  examinations  should  be 
made  after  the  disappearance  of  symptoms 
and  the  treatment  with  chiniofon  or  diodo- 
quin repeated  if  they  are  found  positive  for 
Endamoebo.  histolytica. 

THE  TREATMENT  OF  CHRONIC  AMEBIC  DYSENTERY 

There  is  a great  difference  of  opinion  re- 
garding the  best  method  for  the  treatment 
of  chronic  amebic  dysentery.  In  general, 
however,  the  treatment  of  this  condition 
depends  upon  whether  the  patient  is  seen 
during  an  acute  exacerbation  of  the  dysen- 
teric symptoms  or  between  the  dysenteric 
attacks. 

In  this  country  if  the  patient  is  seen  dur- 
ing an  acute  exacerbation,  most  authorities 
recommend  the  treatment  of  the  acute 
symptoms  as  already  described  for  acute 
amebic  dysentery,  while  if  the  patient  is 
seen  during  a quiescent  period  he  should  be 
given  a course  of  chiniofon,  diodoquin,  or 
carbarsone,  if  the  stools  contain  the  amebae, 
in  the  manner  already  described.  It  is  ab- 
solutely necessary  for  patients  to  be  con- 
fined to  bed  during  an  acute  exacerbation. 
Good  nursing  care  and  a proper  diet  are  also 
absolute  essentials. 

Hargreaves^Mn  England  (1945)  outlined 


the  standard  treatment  employed  in  the 
treatment  of  Service  Personnel  with  chronic 
amebic  dysentery.  It  consisted  of  a 12  day 
course  of  emetine-bismuth-iodide  together 
with  daily  retention  enemata  of  chiniofon 
(200  c.c.  of  a 2.5  to  5 per  cent  solution  at 
body  temperature) . This  was  followed  by  a 
course  of  carbarsone,  four  grains  twice 
daily  for  12  days.  If  the  patient  had  dysen- 
teric symptoms,  this  course  was  preceded 
by  six  daily  injections  of  emetine  hydro- 
chloride of  one  grain  each  subcutaneously. 
Secondary  bacterial  invaders  were  con- 
trolled in  severe  cases  by  the  use  of  peni- 
cillin and  sulfasuxidine. 

In  contrast  to  the  above  method  of  treat- 
ing chronic  amebiasis  Adams^®  at  the  Liver- 
pool School  of  Tropical  Medicine  has  advo- 
cated a 21  day  “blunderbuss”  therapy  which 
includes  the  following:  (1)  Emetine  as 
aurementine  by  mouth  in  doses  of  one  grain 
three  times  a day  in  capsules  on  odd  num- 
bered days;  (2)  stovarsol  or  carbarsone  in 
doses  of  4 grains  three  times  a day  on  even 
numbered  days  with  a retention  enema  of 
8 to  15  oz.  of  freshly  prepared  21/2  per  cent 
quinoxyl  in  the  evening,  changing  to  a 4 per 
cent  solution  halfway  through  the  course; 
(3)  bismuth  subnitrate  in  doses  of  60  grains 
three  times  a day  in  milk  to  be  given  every 
day;  (4)  the  retention  enema  is  preceded 
by  a rectal  wash-out  with  a weak  solution 
of  sodium  bicarbonate  solution  to  remove 
the  mucous. 

A series  of  80  cases  were  studied  using 
the  two  different  methods  outlined  by  Har- 
greaves and  Adams,,  dividing  the  cases 
equally.  Out  of  the  40  cases  fried  on  the 
Standard  Treatment  advocated  by  Har- 
greaves only  six  (or  15  per  cent)  were  not 
cured ; of  the  40  cases  tried  on  the  Liverpool 
21  day  “blunderbuss”  treatment  21  cases 
(or  52  per  cent)  were  not  cured. 

TREATMENT  OF  CO'MPLICATIONS  OF  AMEBIASIS 

According  to  Craig,^  the  most  important 
of  the  complications  of  amebiasis  are  ame- 
bic hepatitis,  amebic  abscess  of  the  liver 
and  amebic  abscess  of  the  lung. 

The  treatment  of  amebic  abscess  of  the 
liver  and  of  the  lung  is  largely  a surgical 
problem,  but  the  early  recognition  of  amebic 
hepatitis  and  beginning  abscess  formation 
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is  essentially  a medical  problem.  The  only 
drug  effective  in  the  treatment  of  such 
extraintestinal  lesions  of  amebiasis  is  eme- 
tine hydrochloride.  For  the  treatment  of 
extraintestinal  amebiasis,  emetine  hydro- 
chloride is  given  in  doses  of  1 grain  daily 
subcutaneously  for  a period  not  to  exceed 
10  days.  It  should  not  be  repeated  in  less 
than  a month. 

Sodeman  and  Lewis-*^  (1945)  in  a review 
of  the  last  33  cases  of  amebic  hepatitis  seen 
at  the  New  Orleans  Charity  Hospital  and 
the  U.  S.  Marine  Hospital  at  New  Orleans 
concluded  that  early  diagnosis  led  to  effec- 
tive treatment  with  emetine  alone  in  many 
cases.  Even  at  times  when  known  abscess 
occurs  treatment  with  emetine  alone  may  be 
successful  according  to  Hodson  (1921). 

ruiTKUiA  For:  cure 

The  treatment  of  amebiasis,  pai’ticularly 
the  dysenteric  phases,  is  governed  chiefly 
by  stool  examinations  for  Endamoeba  his- 
tolytica. After  each  course  of  thei’apy  stool 
examinations  should  be  made  and  if  positive 
for  Endamoeba  histolytica  the  treatment 
should  be  repeated.  Craig^  believes  that  at 
least  three  negative  microscopic  examina- 
tions of  the  stools,  one  week  apart,  should 
be  secured  before  the  patient  is  considered 
cured  and  thereafter,  for  at  least  three 
months,  the  examination  of  the  stool  should 
be  repeated  once  a month. 

However,  it  is  my  firm  belief  that  a set 
criteria  for  cure  cannot  be  established  rig- 
idly. One  reason  for  this  statement  is  the 
very  evident  fact  that  it  is  impossible  to 
determine  whether  a patient  has  a relapse 
or  a reinfection  if  the  Endamoeba  histoly- 
tica are  found  in  the  stools  two  weeks  to 
three  months  after  treatment.  Therefore,  it 
would  seem  advisable  not  to  regard  a par- 
ticular amebacidal  drug  as  an  ineffective 
amebacide  too  hastily  on  this  particular 
basis  just  because  the  trophozoites  of  cysts 
of  Endamoeba  histolytica  reappear  in  the 
feces  after  specific  treatment.  It  is  a def- 
inite fact  that  there  is  no  one  drug  or  meth- 
od of  treatment  which  will  cure  every  case 
of  amebiasis  today.  It  is  hoped  that  with 
continued  research  and  investigation  in  the 
field  an  effective,  non-toxic  amebacide  will 


be  discovered  which  will  eliminate  the  in- 
fection in  very  case. 

('()Ax:i,t;su)Xs 

1.  Amebiasis  has  been  found  in  the  United 
States  wherever  surveys  have  been  con- 
ducted and  the  disease  can  no  longer  be 
properly  referred  to  as  a “tropical  disease” 
per  se. 

2.  Emetine  is  very  effective  in  the  treat- 
ment and  control  of  the  acute  and  severe 
symptoms  of  intestinal  amebiasis,  but  clin- 
ical results  are  sufficient  to  prove  that  eme- 
tine hydrochloride  does  not,  even  when 
given  in  repeated  courses  of  12  grains  with 
doses  of  1 grain  daily,  cure  many  cases  of 
endamebic  dysentery,  if  by  cure  is  meant 
the  destruction  of  cysts  in  the  majority  of 
cases. 

3.  Emetine  is  the  only  drug  available  at 
the  present  time  for  the  treatment  of  extra- 
intestinal amebiasis  and  such  complications 
of  intestinal  amebiasis  as  ameboma. 

4.  At  the  present  time  the  drug  of  choice 
for  the  treatment  of  intestinal  amebiasis  is 
chiniofon.  In  therapeutic  doses  it  is  non- 
toxic by  mouth  or  by  rectum  and  is  efficient 
in  90  per  cent  or  more  of  the  cases  of  ame- 
biasis. 

5.  Diodoquin  appears  to  be  equally  as  ef- 
fective as  chiniofon  in  the  treatment  of  in- 
testinal amebiasis  and,  as  it  does  not  pro- 
duce diarrhea  following  its  administration, 
may  be  preferable,  especially  in  children. 
However,  it  will  be  necessary  to  observe 
more  cases  treated  with  diodoquin  before 
a true  evaluation  of  its  efficiency  can  be 
firmly  established. 

6.  At  the  present  time  we  do  not  possess 
a single  drug  that  will  eliminate  the  amebic 
infection  in  every  case.  It  is  hoped  that  with 
further  research  in  this  field  a specific 
amebacide  will  be  developed  which  will  elim- 
inate the  infection  with  Endamoeba  histoly- 
tica in  every  case. 
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PREMATURITY— AN  ORIENTATION* 

ETHEL  C.  DUNHAM,  M.  D. 
Washington,  D.  C. 

Premature  births  constitute  at  least  5 
per  cent  of  thp  total  births  in  the  United 
States.  This  means  that  at  least  150,000 

*Presented  before  a meeting  of  the  New  Orleans 
Post-graduate  Medical  Assembly,  February  24, 
1947. 


premature  infants  were  born  in  1944.  The 
proportion  is  probably  considerably  higher 
than  this  if  a birth  weight  of  2,500  gm.  or 
less  is  used  as  the  criterion  of  prematurity. 

In  New  York  City  7.3  per  cent  of  the  nearly 
100,000  infants  born  in  1939  were  prema- 
ture on  this  basis. 

It  is  necessary  for  clinical  and  for  sta- 
tistical purposes,  to  have  a definite  and  ob- 
jective delimitation  between  a premature 
and  a mature  infant.  There  is  general 
agreement  that  a birth  weight  of  2,500  gm. 
or  less  is  the  best  criterion  for  prematurity 
based  on  clinical  indications  of  the  need  for 
special  care  and,  in  addition,  on  the  sharp 
contrast  in  mortality  among  infants  above 
and  below  this  birth  weight.  In  this  connec- 
tion Eastman^  found  that  in  the  Johns  Hop- 
kins Hospital  the  fatality  rate  (percentage 
of  deaths  among  infants  in  specified  weight 
groups,  born  alive  at  the  hospital)  was 
0.4  per  cent  among  mature  infants  (those 
weighing  at  birth  2,500  gm.  or  more), 
whereas  among  premature  infants  (those 
weighing  1,000  to  2,500  gm.)  it  was  10.7 
per  cent.  Even  among  infants  on  the  bord- 
erline of  maturity  (those  weighing  2,000  to 
2,500  gm.)  the  fatality  rate  was  4.2  per 
cent — ten  times  that  for  mature  infants. 
These  figures  apply  to  the  period  1941-45. 

The  question  has  been  raised  of  setting 
a low  birth-weight  limit  for  differentiation 
between  abortions  and  premature  live 
births.  This  is,  however,  more  difficult  than 
that  of  setting  the  upper  limit  of  birth 
weight,  since  gestation  period  and  birth 
weight  are  usually  not  closely  correlated. 
In  addition,  infants  have  survived  and 
grown  to  normal  childhood  whose  gesta- 
tion period  or  birth  weight  placed  them  in 
the  “non-viable”  obstetric  classification. 
There  are  reports  of  the  survival  of  a fairly 
large  number  of  infants  who  weighed  at 
birth  less  than  two  pounds  and  of  a few 
who  weighed  less  than  one  pound.  The 
American  Academy  of  Pediatrics  recom- 
mends that  all  live-horn  infants  weighing 
2,500  gm.  or  less  at  birth  should  be  classi- 
fied as  premature. 

This  brief  orientation  is  made  chiefly  to 
point  up  the  high  mortality  from  prema- 
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ture  birth  and  the  chief  causes  thereof  as 
well  as  the  chances  for  reducing  this  mor- 
tality and  the  prognosis  for  future  develop- 
ment of  these  infants. 

NEONATAr,  MORTALITY  FROM  PREMATURE  BIRTH 

The  mortality  rates  for  the  United  States 
birth-registration  area  are  compiled  from 
data  on  death  certificates  that  show  prema- 
turity as  the  primary  cause  of  death. 

Deaths  of  premature  infants  recorded  as 
due  to  birth  injury  or  congenital  defect  are 
classified  by  the  Bureau  of  the  Census  in 
these  latter  cause  groups  according  to  the 
rules  of  the  International  List  of  Causes 
of  Death. 

The  trend  of  the  neonatal  mortality  rates 
from  all  causes  and  from  premature  birth 
in  the  past  11  years  for  the  United  States 

TABLE  la 

NEONATAL  MORTALITY  FROM  ALL  CAUSES  AND  FROM  PREMATURE  BIRTH;  UNITED  STATES,  1034-44 

Deaths  in  the  first  month  from — 


All  causes 

Premature  birth 

Number  of 

Rate  per  1,000 

Rate  per  1,000’ 

Year 

live  births 

Number 

live  births 

Number 

live  births 

1944 

2,794,800 

68,996 

24.7 

32,065 

11.5 

1943 

2,934,860 

72,632 

24.7 

33,513 

11.4 

1942 

2,808,996 

72,122 

25.7 

33,483 

11.9 

1941 

2,513,427 

69,559 

27.7 

32,278 

12.8 

1940 

2,360,399 

67,866 

28.8 

31,437 

13.3 

1939 

2,265,588 

66,383 

29.3 

31,260 

13.8 

1938 

2,286,962 

67,735 

29.6 

31,582 

13.8 

1937 

2,203,337 

68,887 

31.3 

32,524 

14.8 

1936 

2,144,790 

69,869 

32.6 

32,452 

15.1 

1935 

2,155,105 

69,834 

32.4 

32,021 

14.9 

1934 

2,167,636 

73,841 

34.1 

33,802 

15.6 

Based  on 

data  from  U.  S.  Bureau  of 

the  Census  for  continental  United 

Stales. 

TABLE  lb 

NEONATAI. 

MORTALITY  FROM  ALL 

CAUSES 

AND  FROM  PREMATURE  BIRTH  ; LOUISIANA.  1934-44* 

Deaths  in  the  first  month  from  • — 

All  causes 

Premature  birth 

Number  of 

Rate  per  1,000 

Rate  per  1,000 

Year 

live  births 

Number 

live  births 

Number 

live  births 

1944 

61,050 

1,654 

27.1 

857 

14.0 

1943 

62,005 

1,651 

26.6 

t 

t 

1942 

58,093 

1,639 

28.2 

t 

t 

1941 

54,618 

1,931 

35.4 

929 

17.0 

1940 

50,916 

1,869 

36.7 

853 

16.8 

1939 

48,844 

1,738 

35.6 

775 

15.9 

1938 

48,867 

1,883 

38.5 

891 

18.2 

1937 

46,006 

1,622 

35.3 

778 

16.9 

1936 

43,828 

1,703 

38.9 

773 

17.6 

1935 

42,270 

1,600 

37.9 

716 

16.9 

1934 

43,003 

1,567 

36.4 

716 

16.7 

*1934-40.  by  jilace  of  occurrence:  1041-44,  by  place  of  residence. 
INot  available. 

Based  on  data  from  U.  S.  Bureau  of  tlie  Census. 


TREND  OF  NEONATAL  MORTALITY  FROM  ALL  CAUSES 
AND  FROM  PREMATURE  BIRTH 


and  for  Louisiana  are  shown  in  figure  1.* 
The  downward  trends  are  apparent,  as  is 
the  fact  that  the  rates  for  Louisiana  are 
considerably  higher  than  those  for  the 
United  States.  Tables  la  and  lb  show  the 
figures  on  which  these  trends  are  based. 
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TREND  OF  NEONATAL  MORTALITY  FROM  PREMATURE  BIRTH.  BY  RACE 
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Figure  2 shows  the  neonatal  rates  by 
race  for  the  same  period.  The  downward 
trend  in  the  United  States  is  apparent  for 
both  white  and  non-white  premature  in- 


fants. In  Louisiana  the  trend  in  the  mortal- 
ity rate  for  white  infants  was  irregular, 
and  the  rate  in  1944  was  somewhat  higher 
than  that  for  the  United  States.  The  Lou- 
isiana rate  for  non-white  infants  was  main- 
tained at  a much  higher  level  than  the  rate 
for  the  United  States  in  the  entire  period 
1934  to  1944.  In  1944  there  was  a consider- 
able decrease,  however,  in  the  Louisiana 
rate  for  non-white  infants,  but  it  was  still 
much  higher  than  that  for  the  United 
States.  The  figures  on  which  these  trends 
are  based  are  shown  in  tables  2a  and  2b. 

* Charts  and  tables  based  on  Census  Bureau  data 
prepared  by  Children’s  Bureau,  Social  Security 
Administration,  Federal  Security  Agency. 


TABLE  2a 


NEONWTAL 

DE.4THS  FROM  PREMATURE  BIRTH, 

WHITE  AND 

NON-WHITE  : 

UNITED  STATES, 

1934-41 

Number 

of  live  births 

Deaths  in 

the  first  month  from  premature  birth 

Rate  per  1,000 

Year 

Number 

live  births 

White 

Non-white 

White 

Non-white 

White 

Non-white 

1944 

2,454,700 

340,100 

27,109 

4,956 

11.0 

14.6 

1943 

2,594,763 

340,097 

28,670 

4,843 

11.0 

14.2 

1942 

2,486,934 

322,062 

28,588 

4,895 

11.5 

15.2 

1941 

2,204,903 

308,524 

27,034 

5,244 

12.3 

17.0 

1940 

2,067,953 

292,446 

26,620 

4,817 

12.9 

16.5 

1939 

1,982,671 

282,917 

26,491 

4,769 

13.4 

16.9 

1938 

2,005,955 

281,007 

26,905 

4,677 

13.4 

16.6 

1937 

1,928,437 

274,900 

27,635 

4,889 

14.3 

17.8 

1936 

1,881,883 

262,907 

27,786 

4,666 

14.8 

17.7 

193.5 

1,888,012 

267,093 

27,513 

4,508 

14.6 

16.9 

1934 

1,866,231 

301,405 

28,480 

5,322 

15.3 

17.7 

Based  on  data  from  U.  S.  Bureau  of  the  Census  for  continental  United  States. 


TABLE  2b 

NEONAT.LL  MORTALITY  PROM  PREM.YTURB  BIRTH,  WHITE  AND  NON-WHITE  ; LOUISIANA,  1934-14* 

Number  of  live  births  Deaths  in  the  first  month  from  premature  birth 

Rate  per  1,000 

Number  live  births 


Year 

White 

Non-white 

White 

Non-white 

White 

Non-white 

1944 

37,463 

23,587 

441 

416 

11.8 

17.6 

1943 

38,392 

23,613 

t 

t 

t 

t 

1942 

35,082 

23,011 

t 

t 

t 

t 

1941 

32,207 

22,411 

460 

469 

14.3 

20.9 

1940 

29,853 

21,063 

408 

445 

13.7 

21.1 

1939 

28,567 

20,277 

371 

404 

13.0 

19.9 

1938 

28,684 

20,183 

454 

437 

15.8 

21.7 

1937 

26,534 

19,472 

407 

371 

15.3 

19.1 

1936 

25,376 

18,452 

396 

377 

15.6 

20.4 

1935 

24,417 

17,853 

364 

352 

14.9 

19.7 

1934 

24,877 

18,126 

340 

376 

13.7 

20.7 

*1934-40,  by  place  of  occurrence  ; 1941-44,  by  place  of  residence. 
tNot  available. 

Based  on  data  from  U.  S.  Bureau  of  the  Census. 


122 


Dunham — Prematurity 


These  Census  Bureau  figures  give  evi- 
dence of  decreased  neonatal  mortality  from 
premature  birth.  Hospital  fatality  rates  al- 
so offer  some  evidence  that  improved  meth- 


ods of  diagnosis  and  treatment,  as  well  as 
general  care  of  these  infants,  have  been 
effective  in  saving  lives. 

Table  3,  showing  the  range  in  fatality 


T.\BLE  3 

liANGE  IN  nOSl'ITAn  FATALITY  BATES  IN  EARLIEB  AND  LATER  PERIODS 


Fatality  rate 


Period 

Total 
2,500  gm. 

Less  than 

1,000- 

1,501- 

2,001- 

or  less 

1,000  gm. 

1,500  gm. 

2,000  gm. 

2,500  gm. 

Earlier  period  (11  hos- 

pitals,  1922-40) 

15.9-32.0 

87.5-100.0 

50.0-82.5 

17.4-45.6 

3.9-15.9 

Later  period  (6  hos- 

pitals,  1940-45) 

15.0-27.4 

85.0-100.0 

41.4-55.4 

12.8-30.5 

3.7-7.9 

rates  of  premature  infants  by  birth-weight 
groups,  is  based  on  reports  from  11  hospi- 
tals with  9,711  cases  during  varying  peri- 
ods from  1922  to  1940  and  on  reports  from 
six  hospitals  with  5,126  cases  during  vary- 
ing periods  from  1940  to  1945.  It  can  be 
seen  that  in  all  weight  groups  except  the 
lowest,  both  lowest  and  highest  rates  were 
lower  in  the  later  than  in  the  earlier  period. 
These  lowered  rates  were  reported  by  hos- 
pitals in  which  some  special  efforts  have 
been  made  to  improve  methods  of  care.  In 


most  hospitals  the  country  over  the  fatality 
rates  are  not  so  favorable  as  those  shown  in 
this  table. 

CAUSES  OF  DEATH  AMONG  PREIMATURE  INFANTS 

Figure  3 shows  the  causes  of  neonatal 
deaths  in  the  United  States  for  1944  and 
table  4 gives  the  corresponding  information 
for  Louisiana.  Premature  birth,  as  in  every 
year,  holds  first  place,  accounting  for  al- 
most half  of  these  deaths.  Some  of  these 
premature  infants  died  because  they  were 


CAUSES  OF  DEATH  IN  FIRST  MONTH  OF  LIFE 

UNITED  STATES,  1944 


Cause  of  death 


Percent 

0 10  20  30  40  50  60  70  80  90  100 


All  causes 


Premoture  birth 
Injury  at  birth 
Congenital  malformations 
Other  prenatal  and  natal  causes 
Influenza  and  pneumonia 
Dysentery,  diarrhea  and  enteritis 
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TABLE  4 


CAT’SES  OF  DEATH  IN  FIRST  JI 
Cause  of  death 

(Numbers  in  parenthesis  are  those  of  the 
International  List  of  Causes  of  Death) 

All  causes 

Premature  birth  (159) 

Injury  at  birth  (160) 

Congenital  malformations  (157) 

Other  prenatal  and  natal  causes 
Congenital  debility  (158) 

Other  diseases  peculiar  to  the 
first  year  of  life  (161)* 

Syphilis  (30) 

Influenza  and  pneumonia  (33,  107-109) 

Dysentery,  diarrhea  and  enteritis  (27,  119) 

All  other  specified  causes 

Ill-defined  and  unknown  causes  (199,  200) 

*Tliat  occunvcl  iu  the  first  uiontli. 

Based  on  data  from  f.  S.  Bureau  of  the  Census  ( 
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umber  of 

Per  cent 

Rate  per  1,000 

deaths 

distribution 

live  births 

1,654 
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27.1 
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51.8 

14.0 

217 

13.1 
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too  immature  for  extra-uterine  existence. 
Some  died  because  of  conditions  associated 
with  birth ; anoxia,  birth  trauma,  or  congen- 
ital malformations  not  diagnosed.  Some 
died  because  they  received  inadequate  care : 
that  is,  they  were  unnecessarily  exposed  to 
infections,  lived  under  unsuitable  environ- 
mental conditions,  were  improperly  fed,  or 


were  improperly  or  inadequately  treated 
when  they  became  ill. 

An  indication  of  the  relative  importance 
of  the  various  causes  of  death  of  premature 
infants  is  obtained  from  study  of  the  pro- 
portion of  these  infants  that  died  at  vari- 
ous ages.  The  data  for  the  United  States 
and  for  Louisiana  in  1944  are  shown  in 
table  5. 


TABLE  5 


NEONATAl,  iUORTALITY  FROM  PREMATURE  BIRTH,  BY  ACxE  ; UNITED  STATES  AND  LOUISIANA,  1044 


United  States 


Louisiana 


Age  at  death 


Number  of  deaths 


Under  one  month  32,065 

Under  one  day  18,909 

One  day  to  six  days  9,750 

One  week  to  three  weeks  3,406 


Per  cent 

Number  of  deaths 

Per  cent 

100.0 

857 

100.0 

59.0 

477 

55.7 

30.4 

237 

27.6 

10.6 

143 

16.7 

More  than  half  of  the  deaths  of  prema- 
ture infants  occurred  on  the  first  day  both 
in  the  United  States  as  a whole  and  in  Lou- 
isiana. These  deaths  can  be  reduced:  (1) 
by  the  use  of  analgesics  and  anesthetics 
for  women  in  labor  that  will  not  result  in 
fetal  anoxia;  (2)  by  methods  of  resuscita- 
tion suitable  to  these  small  delicate  infants ; 
(3)  by  conservation  of  the  infants’  body 
heat  and  administration  of  oxygen. 

Both  in  the  country  as  a whole  and  in 
Louisiana  more  than  one-fourth  of  the 


deaths  occurred  from  the  second  to  the 
seventh  day.  These  deaths  can  be  reduced 
by  providing:  (1)  skilled  medical  and 

nursing  care;  (2)  suitable  environmental 
conditions — temperature,  humidity,  venti- 
lation. increased  oxygen,  and  protection 
from  infection;  (3)  suitable  feeding  and 
fluids;  and  (4)  appropriate  treatment  for 
diseases  peculiar  to  these  first  days  of  life. 

In  the  third  period,  from  the  end  of  thh 
first  week  to  the  end  of  the  first  month, 
occurred  only  11  per  cent  of  the  deaths  in 
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the  United  States  but  17  per  cent  of  those 
in  Louisiana.  Deaths  in  this  period  are  due 
largely  to  infection,  and  these  are  prevent- 
able. 

The  proportion  of  deaths  of  premature 
infants  that  occur  between  the  end  of  the 
neonatal  period  and  the  end  of  the  first 
year  is  very  small. 

In  addition  to  improvement  in  methods 
for  the  diagnosis  and  treatment  of  abnor- 
mal conditions  in  the  infants,  prevention 
of  premature  labor  or  prolongation  of  preg- 
nancy until  the  fetus  weighs  at  least  1,500 
gm.  (always  with  consideration  of  the 
mother’s  welfare,  of  course)  will  do  much 
to  reduce  morbidity  and  mortality  from 
premature  birth. 

INCILIKNTE  ,\M)  PREVENTION  OF 
PREMATURE  BIRTH 

Adequate  prenatal  care  plays  an  import- 
ant role  both  in  the  incidence  of  premature 
birth  and  in  the  proportion  of  premature 
infants  who  die.  Parmelee-  has  shown  that 
in  a large  series  of  hospital  maternity  cases 
only  5.2  per  cent  of  the  infants  were  pre- 
mature among  the  mothers  who  were 
healthy,  but  8.4  per  cent  were  premature 
among  the  mothers  who  had  medical  com- 
plications. Of  the  infants  of  healthy  moth- 
ers only  1.8  per  cent  died,  compared  with 
3.5  per  cent  of  the  infants  of  mothers  with 
complications. 

Becks  has  given  careful  consideration  to 
this  aspect  of  prevention  of  prematurity. 
He  found,  for  example,  that  although  for 
some  women  with  cardiac  conditions,  preg- 
nancy should  not  be  risked,  others  may  be 
brought  safely  to  term  with  proper  treat- 
ment. He  stresses  the  importance  of  cardi- 
ologic consultation  service  through  preg- 
nancy for  these  cases.  The  danger  of  heart 
failure  is  greatest  in  the  eighth  month  of 
pregnancy,  according  to  Carr  and  Hamil- 
ton.^ Whites  has  found  in  her  studies  of 
diabetic  women  that  premature  births  were 
reduced  from  40  to  15  per  cent  when  treat- 
ment to  correct  hormonal  imbalance  (estro- 
gen and  progesterone)  was  combined  with 
insulin  therapy. 

Syphilis  is  known  to  be  a cause  of  prema- 
ture birth,  and  in  these  cases  premature 


birth  is  preventable  by  early  and  adequate 
treatment  of  the  mother. 

In  regard  to  obstetric  complicdtions  of 
pregnancy,  Anderson,  Brown,  and  Lyon''» 
have  shown  that  statistically  certain  obstet- 
ric complications  such  as  toxemia  are  not 
per  se  causes  of  premature  labor,  but  ante- 
partum bleeding  was  definitely  associated 
with  low  birth  weight.  However,  in  com- 
paring the  incidence  of  each  complication 
in  mothers  of  mature  infants  and  in  mothers 
of  premature  infants,  the  authors  did  not 
take  into  consideration  in  this  preliminary 
report  either  the  severity  of  the  complica- 
tion or  its  relation  to  induced  labor.  Ob- 
viously when  labor  is  induced  or  operative 
delivery  is  undertaken  prematurely  to  save 
the  mother’s  life,  the  complication  must  be 
considered  the  cause  of  the  premature 
birth.  As  is  brought  out  by  Beck,=^  severe 
toxemia  and  eclampsia,  with  which  prema- 
ture birth  is  most  frequently  associated, 
usually  do  not  occur  when  early  and  ade- 
quate prenatal  care  is  given  with  due  re- 
gard to  the  mother’s  diet  and  rest. 

There  are,  unfortunately,  a fairly  large 
proportion  of  premature  births  for  which 
no  cause  is  determined.  In  this  category 
such  factors  as  poor  nutrition,  overwork, 
emotional  disturbances,  and  so  forth,  may 
play  a role.  Information  is  scanty  because 
medical  histories  do  not  usually  record  such 
items.  A number  of  statistical  studies  of  the 
quality  of  maternal  diet  in  relation  to  the 
incidence  of  premature  birth  have  shown 
that  the  incidence  is  highest  when  the  diet 
is  poor;  lowest  when  the  diet  is  “good.”  The 
incidence  of  prematurity  has  been  found  to 
be  related  also  to  economic  status.  It  is 
higher  among  negroes  than  among  whites 
and  higher  among  hospital  ward  patients 
than  among  private  patients.  These  differ- 
ences may  be  related,  of  course,  to  poorer 
environmental  conditions,  poorer  diets, 
harder  work,  and  more  illness  among  the 
lower  than  among  the  higher  economic 
groups. 

PROGNOSIS 

Finally  the  evidence  must  be  weighed  not 
only  as  to  the  premature  infant’s  chances  of 
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survival  but  as  to  his  chances  for  normal 
growth  and  development. 

Speaking  in  terms  of  survival  rates 
rather  than  fatality  rates,  table  6 shows  the 
expected  survival  rates  based  on  a mean 
between  the  low  and  the  high  rates  report- 


ed (1940-1945)  by  five  hospitals,  giving  a 
better  than  average  grade  of  care.  It  can 
be  seen  that  in  the  birth-weight  group  less 
than  1,000  gm.  only  a small  proportion  of 
the  infants  can  be  expected  to  survive.  In 
the  highest  birth-weight  group  (2,001-2-500 


TABLE  6 

PREMATURE  INFANTS:  FATALITY  AND  vSURYIVAL  RATES;  .5  HOSPITALS  — 4.737  CASES 


Birth  weight 

Fatality  rate 

gm. 

Lowest 

Highest 

Estimated  sur\ 

Less  than  1,000 

85.0 

100.0 

8.0 

1,000  - 1,500 

41.4 

55.4 

52.0 

1,501  -2,000 

12.8 

30.5 

78.0 

2,001  - 2,500 

3.7 

7.9 

94.0 

Total 

15.0 

27.4 

79.0 

gm.)  94  per  cent  should  be  expected  to  sur- 
vive. It  is  particularly  significant  that  the 
survival  rate  is  so  high  in  the  two  inter- 
mediate groups  (52  and  78  per  cent  respec- 
tively) . 

Data  on  physical  growth,  compiled  on 
measurements  of  North  American  prema- 
ture infants,  are  meager  and  not  entirely 
satisfactory,  particularly  for  infants  in  the 
lowest  birth-weight  group.  Studies  of 
growth  in  the  first  few  months  of  life  con- 
firm the  findings  in  earlier  European 
studies  that  the  fetal  rate  of  growth  is  not 
interfered  with  by  birth  except  temporari- 
ly. The  rate  of  growth  is  greater  the  more 
immature  the  infant.  Comparisons  of  weight 
and  height  of  premature  with  mature  in- 
fants must  be  corrected  for  conceptional 
age. 

In  regard  to  later  growth  the  studies  of 
Mohr  and  Bartelme'^  made  in  Hess’  clinic 
in  Chicago,  show  that  the  premature  infant 
tends  to  catch  up  in  weight  and  length  with 
his  siblings  at  some  time  near  the  end  of 
the  first  to  the  fourth  year  or  later  depend- 
ing on  the  degree  of  prematurity. 

In  regard  to  mental  development  of  the 
premature  infant,  the  studies  of  Mohr  and 
Bartelme'*  based  on  relatively  large  num- 
bers of  premature  infants  and  those  of 
Gesell®  based  on  long-term  studies  of  indi- 
vidual infants  show  that  premature  infants 
who  do  not  suffer' from  intracranial  injury 
compare  favorably  with  full-term  infants. 
Mohr  and  Bartelme^  found  that  “those  chil- 
dren whose  birth  weight  was  low  apparent- 


ly developed  mentally  equally  as  well  as 
those  of  heavier  birth  weight.”  Mental  de- 
velopment also  must  be  correlated  with  con- 
ceptional rather  than  chronologic  age  up  to 
the  time  at  which  the  premature  infant  at- 
tains maturity. 
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HOARSENESS* 

ITS  POSSIBLE  IMPLICATIONS  AND  ITS 
PROPER  MANAGEMENT 

GEORGE  J.  TAQUINO,  M.  D.t 

New  Orleans 

One  morning  recently,  at  an  otolaryngo- 
logic operative  clinic  at  Charity  Hospital 

*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 

tFrom  the  Department  of  Otolaryngology  of  the 
School  of  Medicine  of  Louisiana  State  University. 
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of  Louisiana  at  New  Orleans,  four  patients 
were  seen  with  possible  carcinoma  of  the 
larynx.  Biopsy  was  positive  in  three  of  the 
four  cases.  In  all  three  of  the  positive  cases 
the  disease  was  inoperable.  In  all  four  cases 
the  patient’s  history  included  the  state- 
ment that  some  time  before — usually  a 
fairly  long  time  before — there  had  occurred 
some  alteration  in  his  voice  to  which  he  had 
paid  no  attention. 

It  must  be  granted  that  the  striking  com- 
bination of  circumstances  just  decribed  is 
not  usual.  One  seldom  sees  in  the  course 
of  a few  hours  three  patients  with  proved 
caicinoma  of  the  larynx.  But  the  rest  of  the 
story  is  not  at  all  unusual.  It  is,  in  fact,  a 
sad  commonplace.  Hoarseness  is  almost  al- 
ways the  first  symptom  of  carcinoma  of 
the  larynx.  Hoarseness  is  almost  always 
ignored  by  the  patient  for  longer  or  shorter 
periods  of  time.  In  too  many  instances,  if 
he  does  seek  medical  advice,  hoarseness, 
which  is  a symptom  only,  is  treated  as  if 
it  were  a disease.  And  the  end-result  is  that 
most  patients  with  carcinoma  of  the  larynx 
are  beyond  salvage  when  they  are  first  seen 
by  the  otolaryngologist. 

If  proof  of  these  statements  is  needed, 
statistics  from  the  New  Orleans  Charity 
Hospital  supply  it.  Carcinoma  of  the  larynx 
begins  in  perhaps  80  per  cent  of  all  cases 
on  the  anterior  half  of  the  vocal  cord.  In 
this  location  it  promptly  interferes  with  ap- 
pioximation  or  vibration  of  the  cord  and 
disturbances  of  the  voice  occur  correspond- 
ingly promptly.  The  majority  of  malignant 
neoplasms  of  the  larynx  are  squamous-cell 
and  therefore  slow-growing.  Metastases 
occur  late  because  lymphatic  drainage  of 
the  anterior  half  of  the  larynx  is  scanty. 
The  circumstances  in  carcinoma  of  the 
larynx  are  thus  highly  favorable  for  cure, 
and  complete  removal  of  the  growth  with  a 
margin  of  healthy  tissue  is  possible  in  most 
cases  which  are  seen  early.  Yet  at  the  New 
Orleans  Charity  Hospital,  over  the  two 
year  period  ending  June  30,  1946,  13 
tracheotomies  were  performed  in  carcinoma 
of  the  larynx,  against  no  laryngectomies 
and  laryngofissures.  In  the  face  of  these 
proportions  it  is  scarcely  necessary  to  dwell 


further  on  the  gloomy  picture  of  this  di.s- i 
ease  in  an  indigent  hospital  population,  | 
though  it  might  be  well  to  add  that  the  ! 
experience  in  private  practice  is  often  al-  , 
most  equally  gloomy.  It  also  seems  unneces- 1 
sary  to  offer  an  apology,  or  even  to  present 
an  explanation,  for  these  remarks  on  i 
hoarseness.  ' 

ET I OI.OG IC  C(JX.S11)E1!.\T lOX S 

How  important  a symptom  hoarseness  : 
may  be  is  evident  in  the  recent  comprehen- 
sive article  by  Frank. ^ Defining  hoarseness 
as  any  alteration  in  the  speaking  voice 
which  gives  it  a rough  or  rasping  chai’acter 
— a definition  in  which  we  concur — he  lists 
12  separate  categories  and  96  separate  dis- 
eases and  conditions  which  may  give  rise  to 
it.  The  list,  on  the  surface,  is  very  complete. 
Whoever  reads  it,  however,  could  with  very 
little  effort  add  several  other  etiologic  pos- 
sibilities. 

Hoarseness  may  be  the  residuum,  in  collo- 
quial language  the  hangover  of  a common 
cold.  It  may  be  the  first  symptom  of  an  ex- 
trinsic and  potentially  serious  condition 
such  as  aneurysm  of  the  aorta  or  the  sub- 
clavian artery,  or  a tumor  of  the  pons  or 
medulla,  or  the  so-called  syndrome  of  the 
jugular  foramen.  These  conditions  are  ad- 
mittedly unusual,  but  any  one  of  them  may 
occur,  as  any  other  rare  disease  may  occur, 
in  the  case  immediately  under  considera- 
tion, and  they  should  always  be  borne  in 
mind  as  possibilities.  In  fact,  an  experi- 
enced otolaryngologist  could  do  worse  than 
keep  Frank’s  comprehensive  list  under  the 
glass  on  his  desk,  while  the  general  practi- 
tioner, to  whom  this  plea  is  chiefly  ad- 
dressed, would  profit  even  more  greatly  by 
the  reminder. 

To  speak  generally,  hoarseness  usually 
occurs  under  certain  special  circumstances 
which  may  be  roughly  classified  as:  (1) 
voice  strain;  (2)  acute  inflammatory  and 
infectious  conditions:  (3)  tuberculosis; 

(4)  syphilis;  and  (-5)  neoplasms. 

Most  of  these  conditions  need  no  special 
discussion,  though  a word  or  two  of  com- 
ment will  perhaps  be  useful  about  certain 
of  them.  Voice  strain,  for  instance,  is  not 
limited  to  singers,  public  speakers,  teachers. 
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auctioneers  and  street  hawkers.  It  also 
occurs  in  persons  in  constant  association 
with  deaf  persons  who  do  not  use  hearing 
aids.  Children  or  adolescents  suffering  from 
hoarseness  ought  to  be  questioned  about 
their  attendance  at  football  games  and  sim- 
ilar sports,  where  misuse  of  the  voice  is 
almost  contagious.  Even  an  adult  who  habit- 
ually attends  baseball  games  sometimes 
provides  the  clue  to  his  own  disability  when 
he  contributes  that  information : There  are 
such  things  as  screamer’s  nodes  as  well  as 
singer’s  nodes. 

In  this  connection  it  might  be  mentioned 
that  laryngeal  neurosis,  which  may  be  evi- 
denced by  hoarseness  as  well  as  aphonia,  is 
a definite  clinical  entity.  Numerous  in- 
stances of  it  were  observed  during  the  war, 
and  Greene,  in  a discussion  of  Orton’s- 
communication,  recalled  that  in  France  and 
England  during  the  1938  Munich  crisis,  the 
almost  epidemic  hoarseness  observed  in 
many  patients  came  to  be  known  as 
“Munich  sore  throat”  and  was  proved  to  be 
on  a non-organic  basis. 

Not  a great  deal  need  be  said  about  acute 
laryngeal  conditions.  Fever,  malaise,  rapid 
pulse,  exanthemata,  an  elevated  blood 
count  and  other  systemic  manifestations 
provide  clues  which  are  difficult  to  over- 
look. The  warning  is  perhaps  wise  that 
diphtheria  is  always  a possible  diagnosis 
until  it  is  adequately  excluded ; the  disease 
still  occurs  and  hoarseness  is  sometimes  a 
first  symptom. 

This  leaves  us,  then,  with  three  condi- 
tions of  extreme  importance  as  the  under- 
lying causes  of  hoarseness,  namely,  tuber- 
culosis, syphilis,  and  neoplasms,  chiefly  of 
the  malignant  variety.  Whether  or  not 
tuberculosis  is  ever  primary  in  the  larynx 
is  not  a matter  of  great  importance.  The 
important  consideration  is  that  it  is  usually 
associated  with  pulmonary  tuberculosis, 
that  it  is  sometimes  the  first  manifestation 
of  an  obscure  and  unsuspected  thoracic  dis- 
ease, and  that  involvement  of  the  larynx 
materially  increas'es  the  risk  of  the  pulmon- 
ary disease.  In  my  personal  experience 
laryngeal  tuberculosis  has  invaribly  been 
associated  with  pulmonary  tuberculosis. 


The  latter  disease  must  therefore  always 
be  excluded  in  all  cases  of  hoarseness, 
while  laryngeal  involvement  must  always  be 
sought  for  in  all  cases  of  the  pulmonary 
disease. 

Hoarseness  may  be  the  first  symptom  to 
call  attention  to  the  presence  of  systemic 
syphilis.  More  often  it  is  part  of  the  gen- 
eral picture.  Chancre  is  most  unusual,  but 
secondary  and  tertiary  manifestations  are 
not  infrequent.  The  recurrent  laryngeal 
nerve  may  be  affected  as  part  of  the  local 
process,  as  part  of  syphilis  of  the  central 
nervous  system,  or  as  the  result  of  pressure 
by  an  aneurysm  or  by  a gumma  of  the  medi- 
astinum. 

Benign  neoplasms  of  the  larynx  are  fre- 
quently responsible  for  persistent  hoarse- 
ness. Papillomas  are  the  most  common 
variety,  especially  in  children,  but  fibromas, 
myomas,  lipomas,  chondromas  and  cysts,  es- 
pecially of  the  epiglottis,  may  also  occur. 
They  are  usually  evident  on  proper  exam- 
ination. Papillomas  may  show  a tendency 
to  recurrence,  even  after  adequate  removal, 
until  the  young  patients  in  whom  they  are 
most  often  seen  outgrow  them. 

Malignant  tumors  of  the  larynx,  as  has 
already  been  intimated,  are  the  most  serious 
of  the  underlying  causes  of  hoarseness, 
though,  if  they  are  recognized  promptly, 
there  is  no  cause  for  pessimism.  The  thing 
to  be  borne  in  mind  about  them,  as  well  as 
about  tuberculosis  and  syphilis,  is  that  dif- 
ferential diagnosis  is  of  vital  importance, 
vital  being'  used  in  its  elementary  signifi- 
cance— pertaining  to  life.  The  treatment  of 
all  three  diseases  is  essentially  different. 
The  patient’s  life  may  be  put  in  jeopardy 
if  tuberculosis  or  syphilis  is  not  recognized 
and  if  proper  treatment  is  not  promptly  ap- 
plied. His  death  warrant  is  signed  if  there 
is  delay  in  the  recognition  of  caixinoma. 
With  the  other  two  diseases  it  may  be  pos- 
sible to  recover  lost  ground.  With  malig- 
nancy it  is  never  possible. 

DIxVGXOSTIC  MEASURES 

A discussion  of  diagnosis  in  a patient 
whose  presenting  symptom  is  hoarseness 
could  well  begin  with  the  statement  that  the 
physician  who  makes  such  a diagnosis  as 
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chronic  laryngitis  or  laryngeal  neurosis 
takes  upon  himself  a heavy  responsibility 
unless  he  has  excluded  every  other  possible 
cause  of  alteration  in  the  voice.  There  is 
one  peculiarly  fortunate  consideration  about 
hoarseness.  It  points  directly  toward  the 
structure,  the  larynx,  which  gives  rise  to 
the  symptom.  That  consideration,  on  the 
other  hand,  may  be  disastrous  rather  than 
fortunate  if  the  physician  shuts  his  mind  as 
to  what  it  may  imply  and,  in  particular,  if 
he  fails  to  remember  that  even  though  the 
symptom  arises  in  the  larynx,  the  disease 
which  causes  it  may  lie  at  a considerable 
distance  from  that  organ.  The  physician 
who  fails  to  bear  that  fact  in  mind  is  the 
physician  who  treats  a patient  for  hoarse- 
ness without  proper  investigation  and 
who  compounds  the  error  by  using  local 
measui’es. 

It  is  a safe  rule  that  any  hoarseness  which 
has  lasted  more  than  two  weeks  demands 
investigation,  which  means  considerably 
more  than  looking  into  the  throat.  An  ade- 
quate study  should  include. 

1.  A complete  history,  including  an  in- 
quiry into  the  patient’s  habits,  use  of  to- 
bacco and  alcohol,  occupation,  and  occupa- 
tional environment,  with  particular  respect 
to  dust,  smoke  and  gases. 

2.  A complete  physical  examination. 

3.  Indirect  laryngoscopy. 

4.  Laboratory  studies,  including  urinal- 
ysis, blood  studies,  blood  serology,  metabolic 
tests,  and  roentgenologic  examination  of  the 
chest  and  sinuses. 

5.  Direct  laryngoscopy,  bronchoscopy  or 
esophagoscopy,  according  to  the  indications 
in  the  special  case. 

6.  Biopsy. 

Certain  points  in  this  diagnostic  regimen 
need  special  comment.  It  should  be  empha- 
sized that  while  very  few  practitioners  who 
are  not  specialists  in  otolaryngology  are 
able  to  make  a satisfactory  examination  of 
the  larynx  by  mirrors,  there  is  no  reason 
why  every  practitioner  should  not  train 
himself  to  do  so.  It  is  not  the  responsibility 
of  the  physician  who  is  not  a specialist  to 
make  a differential  diagnosis.  It  is  defi- 
nitely his  responsibility  to  know  the  normal, 


so  that  he  can  recognize  deviations  from  it 
and  can  refer  the  patient  to  a qualified  spe- 
cialist for  such  additional  examinations  as 
may  be  necessary. 

Another  point  to  be  emphasized  in  indi- 
rect laryngoscopy  is  that  the  examination 
is  not  satisfactory  unless  there  is  a full 
view  of  the  entire  larynx  and  anterior 
commissure.  Jackson’s^  warning  should  be 
remembered,  that  death  lurks  behind  an 
overhanging  epiglottis.  If  the  desired  view 
is  not  possible  for  this  or  any  other  reason, 
the  patient  should  at  once  be  referred  for 
direct  laryngoscopy,  which  is  a hospital 
procedure,  not  an  office  method.  Indirect 
laryngoscopy,  however,  is  satisfactory  and 
adequate  in  a very  large  proportion  of  cases. 
With  patience  it  can  be  carried  out  even  on 
a child.  Without  patience  it  is  difficult  to 
carry  out  even  on  an  adult. 

Special  examinations  should  not  be  un- 
duly delayed,  the  patient  himself  is  likely 
already  to  have  delayed  too  long.  Damitz 
and  Dill,'*  in  an  interesting  analysis  of  300 
consecutive  cases  of  hoarseness  at  the 
Henry  Ford  Hospital,  found  that  the  dura- 
tion of  hoarseness  before  the  patients  were 
seen  ranged  from  eight  and  a half  weeks  in 
chronic  non-specific  laryngitis,  to  two  weeks 
in  benign  neoplasms.  In  malignancy  the 
duration  was  nine  and  a half  months. 

Biopsy  is  the  definitive  step  of  differen- 
tial diagnosis.  Without  it  a conclusive  diag- 
nosis is  not  possible,  and  upon  its  outcome 
depends  the  form  of  therapy  to  be  followed 
in  the  special  case.  The  specimen  is  usually 
small  and  the  safety  of  the  patient  demands 
that  it  be  passed  upon  by  a well  qualified 
pathologist. 

TriEK.WY 

Not  a great  deal  need  be  said  about  thera- 
py in  a presentation  on  hoarseness,  and 
what  is  said  here  is  chiefly  in  the  way  of 
warning.  The  fundamental  point  has  al- 
ready been  made,  that  the  symptom  must 
not  be  treated.  Instead,  the  disease  is 
treated  when  the  etiology  of  the  symptom 
has  been  established. 

The  first  principle  of  treatment,  regard- 
less of  the  underlying  disease,  is  absolute 
prohibition  of  the  use  of  the  voice.  The 
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common  advice  to  the  patient  to  whisper 
if  there  is  something  important  to  be  said 
is  incorrect.  A whisper  causes  more  trauma 
to  the  larynx  than  does  the  full  speaking 
voice.  Almost  the  only  exception  to  the  rule 
that  the  voice  should  be  completely  rested  is 
in  laryngeal  neurosis,  in  which  rest  only 
makes  a bad  matter  worse. 

General  hygienic  measures  are  important. 
If  the  patient  works  in  an  unfavorable  en- 
vironment, he  should,  preferably,  change 
his  occupation.  Failing  that,  he  should 
spend  as  much  time  as  possible  in  the  fresh 
air.  Tobacco  and  alcohol  are  not  permitted. 

Local  applications  are  seldom  of  value. 
Steam  inhalations  are  useful  in  acute  con- 
ditions, though  moisture,  rather  than  heat 
or  any  special  drug,  is  responsible  for  what- 
ever effects  may  be  achieved.  Expectorant 
mixtures  are  useful  in  conditions  in  which 
they  are  indicated.  Opiates  and  their  deriva- 
tives, which  destroy  the  cough  reflex — an 
overlooked  form  of  therapy — should  be 
avoided ; they  are  extremely  dangerous. 
Atropine,  which  dries  up  secretions,  is  also 
contraindicated.  All  measures  of  this  kind 
sacrifice  the  ultimate  good  for  temporary 
comfort. 

When  the  basic  cause  of  hoarseness  is 
some  systemic  condition,  treatment  is  the 
business  of  the  appropriate  specialist,  who 
is  not  the  otolaryngologist.  It  is  particu- 
larly important  in  tuberculosis  that  man- 
agement be  in  the  hands  of  an  experienced 
phthisiologist.  Syphilis  also  demands  ex- 
pert care.  If  diphtheria  is  suspected  as  a 
possible  cause  of  hoarseness,  antitoxin 
should  be  given  at  once,  in  full  doses.  Lab- 
oratory confirmation  is  necessary  for  a 
final  diagnosis,  but  delay  in  therapy  may 
be  fatal. 

Hoarseness  due  to  neoplasms,  or,  to  state 
it  more  correctly,  neoplasms  of  the  larynx 
which  give  rise  to  hoarseness,  are  treated 
by  local  incision  if  they  are  benign,  by 
laryngofissure,  laryngectomy,  or,  in  the  oc- 
casional carefully  selected  case,  by  irradia- 
tion, if  they  are  malignant.  In  late  cases 
the  only  procedure  is  palliative,  and  it  may 
fairly  be  said  that  every  case  in  which 
tracheotomy  is  employed  is  one  more  illus- 


tration of  the  danger  of  delaying  a complete 
investigation  of  hoarseness. 

SUMMARY  AND  CONCLUSIONS 

1.  Hoarseness  is  a symptom,  the  pres- 
ence of  which,  for  longer  than  two  weeks, 
demands  a thorough  investigation.  It  may 
arise  from  a variety  of  causes,  of  which 
tuberculosis,  syphilis  and  carcinoma  of  the 
larynx  are  the  most  important. 

2.  The  business  of  the  physician  who  is 
confronted  with  a patient  complaining  of 
hoarseness  is  not  to  treat  the  symptom  but 
to  diagnose  the  disease  which  gives  rise 
to  it. 

3.  The  routine  of  investigation  is  de- 
scribed, and  it  is  emphasized  that  biopsy 
should  not  be  omitted  in  any  case  in  which 
the  diagnosis  is  not  absolutely  clear  without 
it. 

4.  The  general  practitioner  carries  a 
heavy  responsibility  in  the  diagnosis  of  the 
causes  of  hoarseness,  since  he  so  often  sees 
the  patient  first.  He  can  readily  train  him- 
self to  perform  indirect  laryngoscopy.  His 
function  is  not  to  make  a differential  diag- 
nosis, but  to  recognize  deviatons  from  the 
normal,  so  that  the  patient  can  be  referred 
to  a specialist  for  appropriate  further 
study. 

5.  Education  of  the  lay  public  as  to  the 
possible  implications  of  hoarseness  is  an 
essential  phase  of  all  cancer  educational 
campaigns. 
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DISCUSSION 

Dr.  W.  A.  Wagner  (New  Orleans)  : Dr.  Taquino 
has  brought  forth  something  that  is  timely.  I think 
that  all  of  us  larygologists  have  seen  malignancies 
late  and  when  I say  late  perhaps  I should  empha- 
size that  too  late.  I saw  a malignancy  recently — a 
patient  who  had  been  under  treatment  for  better 
than  six  months  by  his  family  physician.  Now  he 
presents  an  inoperable  malignancy  of  the  larynx. 
If  it  were  not  for  the  fact  that  he  developed  the 
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mass  in  the  upper  clavicular  region  that  did  not 
precede  but  followed  masses  up  along  the  upper 
cervical  line  of  lymph  node,  he  perhaps  would  not 
have  been  in  to  see  me,  but  because  of  the  mass 
which  occurred  the  doctor  thought  there  was  some 
cause  in  the  throat.  There  is  no  reason  for  that. 
I think  that  the  general  practitioner  should  be  cau- 
tioned just  as  Dr.  Taquino  bas  done,  that  the  early 
sign  of  malignancy  of  the  larynx  is  hoarseness  and 
when  you  wait  for  masses  or  other  signs  and  symp- 
toms you  are  going  to  have  types  of  lesions  that  we, 
who  are  able  to  handle  them  properly,  must  resort 
to  palliation.  Palliation  is  all  right  and  has  been 
all  right  perhaps  years  ago,  but  today  nobody 
should  ask  for  palliation  of  a malignancy  of  the 
larynx  when  we  are  able  today  properly  to  handle 
malignancies  of  the  larynx.  It  is  true,  as  Dr. 
Taquino  well  brought  the  point  out,  that  hoarse- 
ness is  not  the  only  sign  of  malignancy  nor  is 
hoarseness  always  indicative  of  malignancy.  We 
see  many  lesions  that  are  producing  hoarseness 
that  are  non-malignant  but  unless  the  doctor — and 
I say  the  doctor,  the  general  practitioner,  is  con- 
scious of  the  variety  of  causes  of  hoarseness  then 
only  will  we  be  able  to  get  these  patients  early.  If 
he  is  not  we  will  not  be  able  to  save  them;  even 
though  radiology  has  contributed  much  in  the  treat- 
ment of  malignancy  it  has  fallen  short  and  when 
I say  fallen  short  I mean  that.  We  can  read  all 
the  wonderful  results  by  such  men  as  Cutler  and 
others  who  have  had  a tremendous  experience  with 
x-ray  therapy  but  if  we  are  going  to  resort  to  x-ray 
therapy  to  save  all  malignancies  of  the  larynx  we 
are  going  to  fall  short  just  like  the  radiologist  with 
his  x-ray  apparatus.  Irradiation  does  have  merit, 
but  early  malignancy — and  I feel  sure  of  this  when 
I speak  these  words — because  I am  merely  quoting 
authorities — that  those  early  malignancies  are  bet- 


ter treated  by  surgical  intervention  than  by  irradi- 
ation. 

Dr.  Taquino  should  be  complimented  and  this 
thought  should  be  conveyed  to  the  general  practi- 
tioner not  just  this  time  but  time  and  time  again. 

Dr.  Joseph  Stamm  (New  Orleans)  : I would  like 

to  ask  one  question.  Would  Dr.  Taquino  briefly 
tell  us  how  he  would  handle  leukoplakia? 

Dr.  Taquino  (in  closing)  : I would  like  to  em- 

phasize one  point.  Surgery  can  not  be  replaced  by 
x-ray  therapy.  Surgery  is  the  ideal  thing  to  do 
when  dealing  with  a malignant  growth.  I think 
results  from  operation  are  so  far  superior  that  one 
ought  not  to  consider  other  therapy  except  in  cases 
where  it  is  a physical  impossibility  to  do  an  opera- 
tion. I have  a patient  on  whom  I have  just  done 
a tracheotomy  five  days  ago.  The  man  walked  in 
the  office.  He  had  refused  to  see  doctors.  He  has 
definitely  got  a carcinoma  of  the  larynx.  I did  a 
tracheotomy  on  him — he  has  mediastinal  involve- 
ment, so  there  was  nothing  to  do  but  palliative 
treatment.  How  much  good  it  will  be  I do  not 
know.  He  will  probably  get  along  just  as  well  with 
tracheotomy  as  with  x-ray  therapy. 

In  school,  I teach  all  of  my  students  to  become 
familiar  with  the  use  of  the  laryngeal  mirror,  thus 
being  able  to  recognize  a normal  larynx  from  an 
abnormal  one.  The  student  should  be  able  to  dif- 
ferentiate between  a normal  and  abnormal  condi- 
tion, so  when  the  abnormal  one  presents  itself  he 
should  be  able  to  recognize  it  immediately  and  see 
that  the  patient  is  placed  in  the  proper  hands. 

I also  tell  them  when  an  abnormality  appears  to 
ask  themselves  the  question, — Am  I dealing  with  a 
cancer,  and  then  prove  whether  or  not  it  is  present 
and  be  sure  also  that  you  prove  the  diagnosis  before 
advising  tbe  patient  that  he  has  or  has  not  a 
cancer;  do  not  make  any  rash  statements  or  use 
rash  judgment  in  the  treatment  of  the  patient. 
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SOUTHERN  REGIONAL 
CONFERENCE 

The  Council  on  Medical  Service  of  the 
A.M.A.  is  sponsoring  a Southern  Regional 


Conference  to  be  held  at  the  Roosevelt 
Hotel  in  New  Orleans  Thursday  and  Friday, 
October  23-24.  This  conference  will  include 
representatives  from  the  States  of  Texas, 
Oklahoma,  Arkansas,  Mississippi,  Alabama 
and  Louisiana.  The  purpose  of  the  meeting 
is  to  discuss  certain  problems  of  these  var- 
ious states:  Liaison  Between  the  A.M.A. 
and  the  Component  Medical  Societies;  The 
Washington  Legislative  Picture;  Medical 
Society  Public  Relations ; Prepayment  Med- 
ical and  Surgical  Care  Plan  Problems;  In- 
dustrial Health  Problems  of  the  South ; and 
Rural  Health  Problems. 

The  President-elect  of  the  A.M.A.,  Dr. 
R.  L.  Sensenich  has  tentatively  agreed  to 
address  the  meeting  and  addresses  of  wel- 
come will  be  made  by  Dr.  Gilbert  C.  Ander- 
son, President  of  the  Louisiana  State  Med- 
ical Society  and  Dr.  H.  Ashton  Thomas, 
President  of  the  Orleans  Parish  Medical 
Society. 

The  meeting  is  being  held  under  the 
chairmanship  of  Dr.  James  R.  McVay  of 
the  national  organization  and  Dr.  A.  V. 

. Friedrichs  of  the  State  Society.  The  Lou- 
isiana State  University  Medical  School  and 
the  Tulane  University  School  of  Medicine 
have  been  invited  to  send  representatives 
to  this  conference.  All  physicians  who  may 
be  interested  in  these  problems  are  also  in- 
vited to  attend. 

A full  program  may  be  found  on  pages 
134,  135  of  this  issue  of  the  Journal. 

o 

KALA-AZAR  IN  LOUISIANA 

The  recent  report  by  H.  D.  Ecker  and  J. 
M.  Lubitz  of  two  cases  of  visceral  leishman- 
iasis in  Louisiana  should  sharpen  the  sus- 
picions of  physicians  concerning  the  possi- 
bility of  kala-azar  in  patients  complaining 
of  symptoms  or  signs  consistent  with  this 
disorder.  This  is  particularly  true  now  be- 
cause of  the  increase  in  amount  and  rapid- 
ity of  world  travel  and  especially  because 
of  the  return  of  great  numbers  of  veterans 
from  endemic  areas.  In  view  of  the  fact 
that  the  incubation  period  may  exceed  one 
year,  infected  individuals  may  be  dis- 
charged from  the  Services  in  apparently 
good  physical  condition.  Obviously  such 
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possibility  will  exist  months  after  the  with- 
drawal of  the  last  of  our  armed  forces. 

The  diagnosis  may  be  suspected  in  pa- 
tients with  fever,  weight  loss,  anemia,  leu- 
kopenia, abnormal  proteins  and  enlarged 
liver  and  spleen.  Confirmation  depends  on 
the  identification  of  the  Leishman-Donovan 
bodies  by  means  of  culture,  blood  or  tissue 
examination.  It  is  recommended  that  re- 
peated sternal  marrow  studies  be  done  be- 
fore resorting  to  the  more  hazardous  liver 
and  splenic  punctures  for  the  parasite  oc- 
curs in  groups  or  colonies  and  one  or  more 
marrow  smears  may  yield  negative  results 
even  in  the  hands  of  experienced  examiners. 

Treatment  with  pentavalent  antimony 
compounds  or  stilbamidine  is  highly  effec- 
tive. Stilbamidine  offers  hope  of  cure  in 
those  instances  which  fail  to  respond  to  the 
pentavalent  antimoniols.  Toxicity  with  any 
of  these  drugs  is  low  when  proper  precau- 
tions of  administration  are  observed. 

Drs.  Ecker  and  Lubitz  are  to  be  com- 
mended on  their  clinical  acumen  in  recog- 
nizing and  successfully  treating  the  first 
two  cases  of  kala-azar  in  Louisiana. 
o 

THE  DIAGNOSIS  OF  MALARIA 

Inquiry  made  at  the  Louisiana  State  Char- 
ity Hospital  in  New  Orleans  has  revealed 
that  no  cases  of  malaria  endemic  to  Lou- 
isiana have  been  treated  in  the  past  three 
years.  Further,  patients  sent  in  to  Charity 
Hospital  with  a diagnosis  of  malaria  have 
proved  to  be  suffering  from  other  febrile 
disorders  in  very  many  instances.  Thus, 
most  of  the  malaria  present  in  our  state  is 
treated  by  country  practitioners.  These 
busy  men  will  welcome  the  improvements 
made  in  the  technic  of  staining  plas- 
modia.  Thick  films  are  not  made  as  thick 
as  formerly.  The  amount  of  blood,  2 to  4 
small  drops,  is  spread,  not  stirred,  with  a 
clean  wooden  applicator,  match  or  glass 
rod,  so  that  when  the  slide  is  turned  ver- 
tically the  blood  does  not  immediately  form 
a definite  drop  at  the  dependent  point; 
instead  of  flowing  quickly  it  should  appear 
to  crawl.  The  slide  is  then  placed  flat  and 
allowed  to  dry.  Each  slide  should  bear 


some  identification  mark.  Walker’s  method 
of  staining  with  Giemsa  Blue  which  demon- 
strates the  malarial  parasites  most  beauti- 
fully is  as  follows : 

Dip  for  one  second  in  methylene  blue- 
phosphate  solution.’ 

Wash  gently  in  distilled  water  to  remove 
excess  blue  solution. 

Place  face  doivmvard  on  a curved  stain- 
ing plate  in  diluted  Giemsa  stain-  for  eight 
to  ten  minutes  (1  drop  to  each  cubic  cen- 
timeter of  buffer  water’). 

Drain  and  dry  thoroughly  with  gentle 
heat. 

Examine  under  oil  immersion.  The  mar- 
gin of  the  thick  film  usually  shows  better 
color  differentiatio7i  than  does  the  center. 

Note  the  absence  of  red  blood  cells,  the 
rich  blue-violet  color  of  the  nuclei  of  leu- 
kocytes, the  red-violet  dark  cytoplasmic 
granules  of  polymorphonuclears,  the  cop- 
pery-red eosinophilic  granules,  groups  of 
pale  violet  platelets.  The  morphology  of 
leukocytes  is  well  preserved.  Each  parasite 
consists  of  one  or  more  masses  of  reddish 
chromatin  closely  associated  with  a variable 
amount  of  greenish  blue  cytoplasm.  Pig- 
ment may  be  recognized  in  the  larger  para- 
sites. Parasites  are  easily  distinguished 
from  ruptured  leukocytes,  platelets,  bac- 
teria, spores  and  other  artefacts.  Many  bac- 
teria are  present  in  blood  from  punctures  of 
skin  and  are  ignored. 

Physicians  interested  may  obtain  these 
solutions  at  a very  nominal  cost  from  Dr. 
A.  J.  Walker  of  the  Department  of  Tropical 
Medicine  at  Tulane  University  School  of 


Medicine. 

1.  Methylene  blue-phosphate 

Methylene  blue  0.5  Gm. 

Disodium  monohydrogen  phos- 
phate, anhydrous  (Na^HPOJ  1.5  Gm. 

Monopotassium  dihydrogen 

phosphate  (KH;,PO^  0.5  Gm. 

Distilled  water 400  cc. 


Filter  before  use ; avoid  evaporation. 
2.  Giemsa  Stain-,  any  well  known 
brand  (certified)  in  liquid 
form  or: — Giesma  powdered 


stain  (certified)  0.75  Gm. 

Pure  methyl  alcohol 65  cc. 
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phate  anhydrous  7 parts 

Monopotassium  dihydrogen  phos- 
phate   4 parts 

Mix  thoroughly  in  a mortar.  Add  2.0  Gm. 
to  1000  cc.  distilled  water.  Renew  if 
slightly  cloudy. 

O 

ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  membei’s  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


Pure  glycerine 35  cc. 

Shake  well  in  bottle  with  glass  beads  and 
keep  tightly  stoppered  at  all  times. 
Use  from  30  cc.  or  60  cc.  bottles. 

3.  Buffer  Water 

Disodium  monohydrogen  phos- 


VETERANS  ADMINISTRATION 
AGREEMENT  FOR  MEDICAL 
CARE  OF  VETERANS 
In  December,  1946  the  Louisiana  State 
Medical  Society  entered  into  an  agreement 
with  the  Veterans  Administration  for  med- 
ical care  of  veterans  with  service  connected 
disabilities.  The  object  of  this  agreement 
was  to  furnish  for  veterans  medical  care  by 
the  physicians  in  their  home  town  and  ob- 
viate the  necessity  of  going  to  another  lo- 
cality for  service. 

During  the  past  months  since  the  con- 
tract has  been  in  effect  there  have  been 
some  complaints  concerning  the  operation 
of  this  agreement.  In  order  that  an  appro- 
priate investigation  may  be  made  concern- 
ing inadequacies  of  the  plan  it  is  requested 
that  comment  be  furnished  by  members  of 
the  State  Society  concerning  their  experi- 
ence with  this  project.  In  submitting  such 
information  it  is  desired  that  full  facts  in 
connection  with  specific  cases  be  given.  The 
data  will  be  compiled  and  an  effort  will  be* 
made  to  have  all  discrepancies  clarified. 

Further  information  will  be  carried  in 
future  issues  of  the  Journal. 

0 

SOUTHERN  REGIONAL  CONFERENCE 
OF  AMA  TO  BE  HELD  IN  NEW 
ORLEANS  IN  OCTOBER 
The  Southern  Regional  Conference  spon- 
sored by  the  Council  on  Medical  Service  of 
the  American  Medical  Association  will  be 
held  in  New  Orleans  at  the  Roosevelt  Hotel 
on  Thursday,  October  23,  and  Friday,  Oc- 
tober 24.  Arrangements  for  the  confer- 


ence are  being  handled  by  the  Council  on 
Medical  Service  and  Public  Relations  of  the 
Louisiana  State  Medical  Society.  Dr.  A.  V. 
Friedrichs  is  chairman  of  the  arrange- 
ments. 

The  States  of  Alabama,  Mississippi,  Tex- 
as, Oklahoma,  Arkansas,  Tennessee,  and 
Louisiana  will  participate  in  the  confer- 
ence. Committees  invited  to  attend  the  con- 
ference from  the  mentioned  State  Societies 
are:  Public  Relations  Committee,  Prepay- 
ment Medical  and  Surgical  Care  Plan  Com- 
mittee, Industrial  Health  Committee,  Rural 
Health  Committee  and  officers  and  direc- 
tors of  the  various  state  and  county  (parish) 
medical  societies  in  the  South. 

While  the  conference  is  primarily  a meet- 
ing of  the  officers,  directors,  and  commit- 
tees of  the  various  State  Societies  in  the 
South,  any  doctor  interested  in  the  meeting 
is  invited  to  attend.  The  meeting  is  open 
to  all  physicians,  particularly  those  inter- 
ested in  the  expansion  of  medical  care  in 
industrial  and  rural  areas. 

Numerous  distinguished  guests  from  the 
American  Medical  Association  are  sched- 
uled to  appear  on  the  program  together 
with  many  well  known  representatives  from 
the  various  states. 

The  meeting  will  be  opened  by  Addresses 
of  Welcome  by  Dr.  Gilbert  C.  Anderson, 
President,  Louisiana  State  Medical  Society, 
and  Dr.  H.  Ashton  Thomas,  President  of 
the  Orleans  Parish  Medical  Society.  Amer- 
ican Medical  Association  representatives 
scheduled  to  appear  on  the  program  on 
Thursday,  October  23,  are  Dr.  James  R. 
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McVay,  Chairman  of  the  Council  on  Med- 
ical Service  of  the  AMA,  Dr.  George  F. 
Lull,  Secretary  and  General  Manager  of  the 
AMA,  and  Dr.  Joseph  S.  Lawrence,  Direc- 
tor of  the  Washington  Office  of  the  Council 
on  Medical  Service  of  the  AMA. 

The  subject  “What  is  Good  Medical  So- 
ciety Public  Relations”  will  be  discussed  on 
Thursday  morning  with  Henry  S.  Johnson, 
Director  of  Public  Relations  of  the  Medical 
Society  of  Virginia,  as  Moderator. 

The  afternoon  session  of  the  Thursday 
program  has  been  devoted  to  a discussion 
of  “Prepayment  Medical  and  Sui'gical  Care 
Plan  Problems”. 

The  program  on  Friday  morning,  October 
24,  will  be  devoted  to  “Industrial  Health 
Problems  of  the  South”,  with  Dr.  Stanley 
J.  Seeger,  Chairman  of  the  Council  on  In- 
dustrial Health  of  the  AMA,  as  Moderator. 

“Rural  Health  Problems”  will  be  the 
topic  for  discussion  on  Friday  afternoon. 
Dr.  J.  Paul  Jones  of  Camden,  Alabama,  of 
the  Committee  on  Rural  Medical  Service  of 
the  AMA,  will  be  the  Moderator  at  this 
session. 

Each  morning  and  afternoon  session  will 
have  panel  discussants  to  lead  the  discus- 
sion of  the  problems  and  everyone  in  at- 
tendance may  participate  actively  in  the 
discussions. 

A cocktail  party  has  been  scheduled  for 
Thursday  evening,  5 to  7 p.  m.  in  the  Roose- 
velt Hotel.  The  party  is  scheduled  with  the 
object  of  offering  an  opportunity  to  mem- 
bers of  the  State  Society  to  meet  the  visit- 
ing guests  from  the  AMA  and  other  State 
Societies. 

Following  is  a copy  of  the  tentative  pro- 
gram as  announced  by  the  Council  on  Med- 
ical Service  of  the  AMA. 

A TENTATIVE  PROGRAM 
For 

THE  SOUTHERN  REGIONAL  CONFERENCE 
Roosevelt  Hotel,  October  23-24 
New  Orleans,  La. 

Chaii-man — Janies  R.  McVay,  M.  D.,  Chairman 
Council  on  Medical  Service 
American  Medical  Association 
THURSDAY,  OCTOBER  23 
9:00  a.  m. — Registration 


9:30  a.  m. — Address  of  Welcome 

Gilbert  C.  Anderson,  M.  D.,  Pres- 
ident, Louisiana  State  Medical  So- 
ciety 

H.  Ashton  Thomas,  M.  D.,  Pres- 
ident, Orleans  Pai’ish  Medical  So- 
ciety 

9:45  a.  m. — Purpose  of  Meeting 

James  R.  McVay,  M.  D. 

10:00  a.  m. — Liaison  between  AMA  and  the  Com- 
ponent Medical  Societies,  George  F. 
Lull,  M.  D.,  Secretary  and  General 
Manager,  AMA 

10:30  a.  m. — The  Washington  Legislative  Picture 
Joseph  S.  Lawrence,  M.  D.,  Direc- 
tor, Washington  Office  of  the  Coun- 
cil on  Medical  Service  of  the  AMA 
What  is  Good  Medical  Society  Public 
Relations? 

11:00  a.  m. — Public  Relations  Round  Table  Discus- 
sion 

Moderator — Henry  S.  Johnson,  Di- 
rector of  Public  Relations,  Medical 
Society  of  Virginia 
Panel  Discussayits — 

A.  V.  Friedrichs,  M.  D.,  Chairman, 
Council  on  Medical  Service  and 
Public  Relations,  Louisiana  State 
Medical  Society 

Donovan  C.  Browne,  M.  D.,  Chair- 
man, Public  Relations  Committee, 
Orleans  Parish  Medical  Society 
Richard  Graham,  Executive  Secre- 
tary, Oklahoma  State  Medical  As- 
sociation 

W.  R.  Brooksher,  M.  D.,  Secretary, 
Ai’kansas  Medical  Society 
Holman  Taylor,  M.  D.,  Secretary, 
State  Medical  Association  of  Texas 


1:00  p.  m. — Luncheon  (Dutch) 


THURSDAY,  OCTOBER  23 
Afternoon  Session 

2:30  p.  m. — Prepayment  Medical  and  Surgical 
Care  Plan  Problems 
Prepayment  Medical  and  Surgical 
Care  Plan  Round  Table  Discussion 
Moderator — Charles  R.  Henry,  M.  D., 
Chairman  Committee  on  Medical 
Service  and  Public  Relations,  Ar- 
kansas Medical  Society,  Little  Rock, 
Arkansas 

Panel  Discussayits — 

O.  B.  Owens,  M.  D.,  President,  Lou- 
isiana Physicians  Service,  Alex- 
andria, Louisiana 

W.  R.  McBee,  Executive  Director, 
Group  Medical  and  Surgical  Serv- 
ice, Dallas,  Texas 


Orleans  Parish  Medical  Society 
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Ed  S.  Moore,  Manager,  Hospital 
Service  Corporation  of  Alabama, 
Birmingham,  Alabama 
Edward  F.  Groner,  Manager,  Hos- 
pital Service  Association  of  New 
Orleans,  New  Orleans,  Louisiana 
Report  of  States — 

Alabama — Mississippi — Texas — 
Oklahoma — Arkansas — Tennessee — 
Louisiana 

FRIDAY,  OCTOBER  24 
Morning  Session 

10:00  a.  m. — Industrial  Health  Problems  of  the 
South 

Industrial  Health  Round  Table  Dis- 
cussion* 

Moderator — Stanley  J.  Seeger,  M. 
D.,  Chairman,  Council  on  Industrial 
Health  of  the  AMA 
Panel  Discussants — 

Lloyd  Noland,  M.  D.,  Medical  Di- 
rector, Tennessee  Coal,  Iron  and 
R.  R.  Co.,  Fairfield,  Alabama 
J.  T.  Scott,  Jr.,  M.  D.,  Chairman, 
Committee  on  Industrial  Health, 
Louisiana  State  Medical  Society, 
New  Orleans,  Louisiana. 

Carl  Nau,  M.  D.,  Prof,  of  Physi- 
ology, Preventive  Medicine  and 
Public  Health,  University  of  Texas 
Medical  School,  Galveston 
Jean  Felton,  M.  D.,  Superintendent, 
Health  Dept.,  Monsanto  Chemical 
Company,  Clinton  Laboratories,  P. 
O.  Box  1991,  Knoxville,  Tenn. 


0.  M.  Derryberry,  M.  D.,  Chief  of 
Employee  Health  Services  Division, 
Tennessee  Valley  Authority,  Chat- 
tanooga, Tennessee 

*The  Industrial  Health  group  will  meet  separ- 
ately on  Friday  afternoon  to  discuss  the  technical 
problems  of  industrial  programs. 


12:15  p.  m. — Luncheon  (Dutch) 


FRIDAY,  OCTOBER  24 
Afternoon  Session 
2:00  p.  m. — Rural  Health  Problems 

Rural  Health  Round  Table  Discussion 
Moderator — J.  Paul  Jones,  Camden, 
Alabama,  Committee  on  Rural  Med- 
ical Service,  AMA 
Panel  Discussants — 

Allen  T.  Stewart,  M.  D.,  Member 
National  Committee  on  Rural  Med- 
ical Service,  Lubbock,  Texas 
Guy  R.  Jones,  M.  D.,  Chairman, 
State  Society  Committee  on  Rural 
Medical  Service,  Lockport,  La. 
Chairman,  Mississippi  Rural  Health 
Committee 

A.  S.  Buchanan,  M.  D.,  Prescott, 
Arkansas  State  Society  Committee 
on  Rural  Medical  Service 


The  preceding  program  is  a tentative  program 
and  invitations  have  been  extended  to  personnel 
listed  thereon.  However,  final  acceptance  of  their 
appearance  on  the  program  was  not  received  when 
this  article  went  to  press. 


o- 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


Sept.  9. 

Sept.  15. 
Sept.  18. 


Sept.  19. 
Sept.  24. 
Sept.  25. 
Sept.  26. 

Oct.  1. 
Oct.  2. 


Oct.  3. 
Oct.  6. 

Oct.  7. 


Orleans  Parish  Radiological  Society, 
7:30  p.  m. 

Hotel  Dieu  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Touro  In- 
Infirmary,  12  noon. 

Veterans  Administration  Hospital  Staff, 
8 p.  m. 

Lakeshore  Hospital  Staff,  8 p.  m. 

French  Hospital  Staff,  8 p.  m. 

DePaul  Sanitarium  Staff,  8 p.  m. 

New  Orleans  Dispensary  for  Women 
and  Children  Staff,  8 p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Touro  In- 
firmary, 12  noon. 

Executive  Committee,  Baptist  Hospital, 
8 p.  m. 

Ochsner  Clinic  Staff,  8 p m. 

Board  of  Directors,  Orleans  Parish 
Medical  Society,  8 p.  m. 

Eye,  Ear,  Nose  and  Throat  Staff,  8 p.  m. 


Oct.  8.  Woman’s  Auxiliary,  Orleans  Club,  3 

p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

0 

NEWS  ITEMS 

Dr.  Earl  Conway  Smith  was  elected  president  of 
the  New  Orleans  Gynecological  and  Obstetrical 
Society  at  the  annual  meeting  of  this  organization 
July  1.  Other  officers  elected  were:  Dr.  W.  D. 
Beacham,  president-elect;  Dr.  Curtis  H.  Tyrone, 
vice-president;  Dr.  John  S.  Hei-ring,  secretary;  and 
Dr.  Harry  Meyer,  treasurer. 

Dr.  G.  J.  von  Langermann  was  recently  elected 
recording  secretary  of  the  Altrusa  Club  of  New 
Orleans. 


Drs.  W.  D.  Beacham,  John  W.  Weed  and  B. 
Bernard  Weinstein  attended  the  meeting  of  the 
American  Society  for  the  study  of  Sterility  in  At- 
lantic City. 
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Dr.  Weinstein  presented  a paper  before  the  So-  of  the  Research  Correlating  Committee  of  which  he 
ciety  on  the  “Surgical  Management  of  the  Tuhal  is  chairman. 

Factor  in  Sterility”,  and  presided  over  a meeting  N.  J.  Tessitore,  Secy. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


1948  ANNUAL  MEETING 

Following  is  personnel  of  Advisory  Committee 
and  list  of  chairmen  of  committees  who  have  been 
appointed  to  handle  the  forthcoming  meeting  of  the 
State  Society  in  Monroe,  April  12-14,  1948. 

Advisory  Committee:  John  G.  Snelling,  Chair- 
man, A.  Scott  Hamilton,  Co-Chairman,  C.  P.  Gray, 
Sr.,  James  Q.  Graves,  George  Wright  and  DeWitt 
T.  Milam. 

Badges,  Signs  and  Decorations:  Dr.  Wood  Scott. 

Banquet:  Dr.  C.  P.  Gi’ay,  Jr. 

Budget  and  Finance:  Dr.  Henson  Coon. 

Commercial  Exhibits:  Dr.  Clifford  Johnson. 

Entertainment:  Dr.  C.  B.  P''linn. 

Golf : Dr.  Fred  Marx. 

Hotel  and  Meeting  Rooms:  Dr.  J.  W.  Cummins. 

Lanterns  and  Sound  Equipment:  Dr.  M.  W. 
Hunter. 

Luncheons : Dr.  Henry  Guerriero. 

Program : Dr.  Glenn  Gallaspy. 

Publicity:  Dr.  W.  L.  Bendel. 

Registration : Dr.  P.  L.  Perot. 

Scientific  Exhibits:  Dr.  J.  E.  Walsworth. 

Transportation:  Dr.  George  Varino. 


JARRETT  RESIGNS 

Dr.  Lewis  E.  Jarrett  who  has  been  director  of 
Touro  Infirmary  since  April  7,  1944  has  resigned 
his  position  at  this  institution.  Dr.  Jarrett  came 
to  New  Orleans  from  Richmond,  Virginia.  In  his 
short  stay  in  this  city  he  has  become  very  well 
liked  and  very  popular.  Last  year  he  was  elected 
president  of  the  Louisiana  Hospital  Association.  It 
is  with  considerable  regret  that  the  medical  pro- 
fession will  see  Dr.  Jarrett  leave  the  city. 


NEW  SCHOOL  OF  PREVENTIVE  AND 
TROPICAL  MEDICINE 
Dr.  Rufus  C.  Harris,  president  of  the  Tulane 
University  has  announced  that  the  medical  school 
is  prepared  to  give  a new  course  in  the  Department 


of  Tropical  Medicine  and  Public  Health  which  will 
lead  to  a master’s  degree  in  public  health  (tropical 
medicine).  All  of  the  required  courses  that  will 
lead  to  a master’s  degree  in  public  health  will  be 
given,  plus  extra  courses  in  tropical  medicine.  Pre- 
ventive medicine  and  public  health  activties  will 
be  those  that  are  given  at  the  important  schools  of 
public  health  throughout  the  country  but  an  addi- 
tion of  the  electives  in  tropical  medicine  for  certain 
required  courses  will  qualify  the  man  who  wishes 
to  practice  in  the  tropics  to  be  a well  rounded  pub- 
lic health  officer  as  well  as  skilled  in  the  field  of 
tropical  medicine. 


AMERICAN  HOSPITAL  ASSOCIATION 
The  forty-ninth  annual  convention  of  the  Amer- 
ican Hospital  Association  will  he  held  Monday, 
September  22-25,  in  St.  Louis,  Missouri.  There  will 
be  an  opening  general  session  on  the  first  day, 
following  which  the  convention  will  be  broken  into 
four  sections  on  Professional  Practice,  Adminis- 
trative Practice,  Hospital  Planning  and  Plant 
Operation  and  Special  Aspects  of  Hospital  Admin- 
istration. The  final  afternoon  session  will  consist 
of  a resume  of  the  discussion  in  all  of  the  special 
sessions  under  the  topic  “American  Hospitals  To- 
day”. 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  OF  NEW  ORLEANS 
At  an  organization  meeting  of  the  American 
Academy  of  General  Practice  of  New  Orleans  held 
on  August  20,  Dr.  Joseph  C.  Menendez  was  elected 
president.  Dr.  F.  A.  Fatter,  vice-president  and  Dr. 
R.  E.  Gillaspie,  secretary-treasurer.  Named  to 
serve  as  members  of  the  Board  of  Director  sare  Dr. 
E.  L.  Leckert,  Dr.  W.  A.  Gillaspie,  Dr.  Charles 
Moseley,  Dr.  Lucien  C.  Delery,  Dr.  Joseph  J.  Cio- 
lino.  Dr.  Theo  F.  Kirn,  Dr.  N.  J.  Chetta,  Dr.  George 
Barnes  and  Dr.  Frank  Gallo.  Dr.  J.  P.  Sanders,  of 
Shreveport,  president  of  the  American  Academy  of 
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General  Practice  of  Louisiana  and  a representative 
on  the  Board  of  Directors  of  the  national  organiza- 
tion, addressed  the  group. 


CONSTRUCTION  OF  V.  A.  HOSPITALS 
TO  BE  DELAYED 

On  account  of  the  increasing  cost  of  building  of 
hospitals  the  V.  A.  hospital  project  necessarily  will 
have  to  be  considerably  delayed.  Large  amounts  of 
money  have  been  voted  for  these  hospitals  but  the 
cost  has  gone  up  so  rapidly  that  the  almost  one 
billion  dollars  that  is  available  will  not  begin  to 
complete  the  program  as  outlined  by  General  Brad- 
ley and  Colonel  Hardin. 

The  V.  A.  hospital  which  is  to  be  built  back  of 
the  Charity  Hospital  in  New  Orleans  has  already 
been  started  to  a limited  degree.  The  gas  plant 
has  been  removed  from  the  property,  the  ground 
has  been  cleared  and  the  preliminary  test  piling 
has  been  initiated. 

This  delay  is  unfortunate  as  there  is  a very  dis- 
tinct need  and  want  for  the  new  institutions.  It 
might  be  added  that  hospital  costs  have  increased 
from  85  cents  a cubic  foot  in  1945  to  $1.25  in  1946, 
to  $1.80  as  of  today. 


POSTGRADUATE  COURSES— AMERICAN 
COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  announces 
a series  of  courses  in  various  phases  of  internal 
medicine.  These  courses  are  given  in  various  por- 
tions of  the  country  and  are  scheduled  to  run  from 
September  1 until  the  middle  of  December.  The 
detailed  programs  for  the  first  five  have  been  is- 
sued. The  first  is  internal  medicine  at  the  Uni- 
versity of  Pittsburgh  Medical  Center  and  other 
Pittsburgh  institutions  from  September  1-13. 
Course  No.  2 is  on  psychosomatic  medicine  under 
the  direction  of  Dr.  F.  G.  Ebaugh  and  will  be  given 
at  the  University  of  Colorado  Medical  Center  from 
September  8-20.  Course  No.  3,  is  on  the  mechanics 
of  disease  under  the  direction  of  Dr.  George  W. 
Thorn  of  Peter  Bent  Brigham  Hospital  where  the 
course  will  be  held  for  two  weeks  beginning  Sep- 
tember 15.  Course  No.  4 will  be  of  a week’s  dura- 
tion under  the  direction  of  Dr.  W.  B.  Castle  at 
various  Boston  institutions.  The  course  will  be 
devoted  to  subjects  on  hematology  and  blood  dis- 
orders and  will  start  October  13.  Course  No.  5 is 
likewise  for  one  week  and  will  be  held  under  the 
auspices  of  the  University  of  Pennsylvania  Grad- 
uate School  of  Medicine  with  Dr.  J.  H.  Comroe,  Jr. 
acting  as  director.  This  course  will  be  on  the  phy- 
siological basis  for  internal  medicine  and  is  sched- 
uled to  begin  October  20. 

Subsequent  courses  will  be  conducted  at  the 
Southwestern  Medical  College,  Dallas,  Texas,  on 
cardiovascular  disease ; chemotherapy  at  the  Boston 
University  School  of  Medicine;  internal  medicine 
at  the  University  of  Wisconsin  Medical  School, 
Madison;  at  the  Massachusetts  General  Hospital  on 


recent  advances  in  the  diagnosis  and  treatment  of 
cardiovascular  disease;  gastroenterology  at  the 
Graduate  Hospital  of  the  University  of  Pennsyl- 
vania; cardiology  at  the  Yale  University  School  of 
Medicine,  and  the  last  one  that  has  been  provided 
for  is  one  in  general  medicine  at  the  University 
of  Texas  School  of  Medicine. 

These  courses  are  open  primarily  to  the  Fellows 
and  Associates  of  the  American  College  of  Physi- 
cians. In  the  event  that  within  a period  of  three 
weeks  before  a course  commences  the  minimal 
registration  figures  have  not  obtained,  non-mem- 
bers may  take  the  course.  Minimal  registration, 
depending  on  the  institution  and  the  course,  is 
from  25  to  70.  The  fees  vary  from  $60-$120  for 
members  of  the  College  and  for  non-members 
double  the  figures.  Further  information  may  be 
obtained  from  Mr.  E.  R.  Loveland,  4200  Pine  St., 
Philadelphia  4,  Pa. 


LOUISIANA  STATE  SOCIETY  OF  MEDICAL 
TECHNOLOGISTS 

The  Louisiana  State  Society  of  Medical  Tech- 
nologists, in  cooperation  with  the  American  So- 
ciety of  Medical  Technologists  will  sponsor  a four 
day  seminar  at  Loyola  University  in  New  Orleans 
September  29-October  2,  1947.  Registered  medical 
technologists  from  Texas,  Florida,  Arkansas,  Mis- 
sissippi and  Louisiana  have  been  invited  to  attend 
and  all  interested  doctors  and  students  are  invited 
to  be  guests.  The  program  will  consist  of  lectures 
and  demonstrations  on  mycology  and  hematology 
to  be  given  by  outstanding  medical  men  of  New 
Orleans.  Anyone  planning  to  attend  this  seminar 
should  notify  Miss  Dorothy  Dickinson,  Secretary 
of  the  Louisiana  State  Society  of  Medical  Techno- 
logists, P.  0.  Box  1368,  Alexandi'ia. 


MEETING  MISSISSIPPI  VALLEY 
MEDICAL  SOCIETY 

The  12th  Annual  Meeting  of  the  Mississippi 
Valley  Medical  Society  at  Burlington,  Iowa,  Oct. 
1-3,  will  have  over  30  clinician-teacher  speakers. 
Oct.  1 will  feature  an  all-St.  Louis  program  con- 
ducted by  clinical  teachers  from  St.  Louis  and 
Washington  Universities.  On  Oct.  2 there  will  be 
speakers  from  vaidous  medical  centers  including 
Dr.  E.  L.  Bortz,  President,  American  Medical 
Ass’n.,  Dr.  I.  H.  Neece,  President,  Illinois  State 
Medical  Society,  Dr.  M.  B.  Simpson,  President, 
Missouri  State  Medical  Assn.,  and  Dr.  H.  A.  Spil- 
man.  President,  Iowa  State  Medical  Society.  There 
will  be  a social  hour  and  banquet  on  this  date.  The 
afternoon  program  will  be  devoted  to  presentations 
by  a group  from  the  University  of  Iowa.  Oct.  3 
will  feature  an  all-Chicago  program  with  a number 
of  well-known  clinical  teachers  from  Chicago  med- 
ical schools.  A Clinico-Pathologic  Conference  and 
a Round  Table  luncheon  will  be  featured  on  this 
date. 
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THE  EYE-BANK  FOR  SIGHT 
RESTORATION,  INC. 

An  affiliated  “Eye-Bank”  has  been  organized  in 
New  Orleans,  La.,  which  will  have  the  cooperation 
of  the  Louisiana  State  University  Medical  School 
and  the  Tulane  University  Medical  School,  it  was 
announced  here  at  national  headquarters  of  The 
Eye-Bank  for  Sight  Restoration,  Inc.  Other  affili- 
ated Eye-Banks  are  functioning  in  Boston  and 
Chicago. 

The  new  Eye-Bank  is  located  in  the  Hutchinson 
Memorial  Building,  New  Orleans,  and  Mrs.  Orville 
Ewing  is  serving  as  Executive  Director.  The  offi- 
cers are  Charles  E.  Fenner,  President;  Dr.  Wil- 
liam B.  Clark,  1st  Vice  President;  Dr.  George 
L.  Hardin,  2d  Vice  President;  John  F.  Reilly, 
Treasurer;  and  John  W.  Sims,  Secretary. 


ACADEMY-INTERNATIONAL  OF  MEDICINE 

This  organization  announces  that  as  a service 
to  the  profession  it  is  offering  to  mail,  upon  re- 
quest, to  any  member  of  the  Louisiana  State  Medi- 
cal Society  a complimentary  copy  of  their  medical 
and  surgical  film  catalogue  which  contains  a list 
of  the  films  that  are  2iow  available  and  the  source 
from  which  they  may  be  obtained  by  the  borrower. 

Requests  for  the  catalogue  should  be  sent  to  the 
Academy  - International  of  Medicine,  214  West 
Sixth  Street,  Topeka,  Kansas. 


MICROFILM  SERVICE  STILL  AVAILABLE 

Through  the  microfilm  service  of  the  Army  Med- 
ical Library,  physicians,  libraries  and  professional 
workers  almost  anywhere  in  the  world  may  obtain 
facsimile  replicas  of  the  great  bulk  of  existing 
medical  literature  on  35  millimeter  film,  according 
to  Colonel  J.  H.  McNinch,  Commandant  of  the 
Army  Medical  Library. 

Any  page  of  a medical  journal,  book  or  manu- 
script is  photographed  with  high-speed  cameras  in 
the  microfilm  process.  The  physician  or  researcher 
requesting  the  material  receives  the  film  reproduc- 
tion reduced  to  the  size  of  a large  postage  stamp 
for  each  page.  These  pages  can  be  read  either  in 
small-size  film  reviewers  which  enlarge  the  tiny 
microfilm,  or  they  can  be  projected  to  large,  read- 
able size  in  special  machines  now  available  in 
inany  libraries  and  research  centers.  A whole  book 
on  microfilm  takes  only  as  much  space  as  the 
corner  of  a coat  pocket. 

Costs  are  moderate  for  the  microfilm  duplicating 
service  that  brings  the  world’s  medical  literature 
into  the  office  of  any  physician  however  remote. 
Articles  in  medical  periodicals  are  duplicated  on 
microfilm  for  fifty  cents  each.  Books  are  dupli- 
cated for  fifty  cents  for  each  fifty  pages  or  frac- 
tion thereof.  Photostats  are  priced  at  fifty  cents 
for  each  ten  pages  or  fraction  thereof  for  any 
single  volume.  There  are  certain  restrictions  on 
photoduplication  to  protect  the  rights  of  copyright 
owners. 


INDUSTRIAL  HYGIENE  DIVISION- 
FEDERAL  SECURITY  AGENCY 
Formation  of  an  Atomic  Radiations  Unit  in  the 
Chemical  Section  of  the  Industrial  Hygiene  Divi- 
sion, U.  S.  Public  Health  Service,  was  announced 
by  Dr.  J.  G.  Townsend,  Chief  of  the  Division.  Dun- 
can Holaday,  Engineer  (R),  is  in  charge  of  the 
new  Unit. 

The  new  Unit  will  advise  and  assist  State  indus- 
trial hygiene  units  in  detecting  and  evaluating 
health  hazards  produced  by  the  use  of  radio-active 
isotopes  and  high  energy  machines  such  as  x-ray 
machines  and  betatrons. 


PHYSICIAN  WANTED 
The  town  of  Vinton,  Louisiana  is  in  need  of  a 
physician.  Population  approximately  3,000.  At 
present  the  nearest  doctors  are  15  miles  east  and 
12  miles  west  of  town.  Equipment  for  sale  by  re- 
tiring physician.  Contact  Mrs.  Jo  McGann,  Clerk, 
Town  of  Vinton. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  Department  of  Com- 
merce, from  the  figures  reported  by  the  New 
Oi’leans  Health  Department  announces  that  for 
the  week  ending  July  5 there  were  84  deaths  in 
the  City  of  New  Orleans,  50  being  in  the  white 
population  and  34  in  the  nonwhite.  Of  these  deaths 
six  were  in  infants  under  one  year  of  age;  four 
white  and  two  colored.  The  week  which  terminated 
July  12  showed  an  increase  of  70  deaths;  the  un- 
usual number  of  106  occurring  in  the  white  popu- 
lation and  48  in  the  colored.  An  increase  was  also 
noted  in  the  number  of  infant  deaths,  there  being 
a total  of  16  with  ten  of  these  occurring  in  the 
white  race.  There  was  a decrease  of  40  deaths  in 
the  city  during  the  week  which  ended  July  19. 
Seventy-two  white  citizens  and  42  colored  expired 
this  week.  The  number  of  infant  deaths  was  the 
same  as  for  the  preceding  week,  however  the  ma- 
jority of  these  occurred  in  the  colored  population; 
11  colored  and  five  white.  The  report  for  July 
26  indicated  152  deaths  which  was  considerably 
higher  than  the  number  for  the  week  of  July  19 
and  exceeded  the  three  year  median  corresponding 
week  by  21.  This  week  the  deaths  were  divided  86 
and  66  between  the  white  and  colored  respectively. 
The  week  of  August  2 showed  a drop  in  number  of 
deaths  over  the  previous  week  this  year,  however 
the  number  was  over  the  three  year  median.  There 
were  137  deaths  reported;  92  white,  45  colored  and 
17  in  children  under  one  year  of  age. 


INFECTIOUS  DISEASE  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  ending  July  5 showed  pul- 
monary tuberculosis  leading  all  other  reported  dis- 
eases. There  were  45  cases  of  pulmonary  tubercu- 
losis listed  followed  by  25  of  measles,  and  14  of 
bacillary  dysentery.  No  other  diseases  were  re- 
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ported  in  numbers  greater  than  ten.  There  were, 
however,  four  cases  of  poliomyelitis  reported  in 
Caddo  Parish  and  two  cases  of  meningococcus  men- 
ingitis reported;  one  each  from  Pointe  Coupee  and 
Eichland  Parishes.  Cancer  led  all  reportable  dis- 
eases for  the  week  ending  July  12  when  there  were 
44  cases  reported.  Pulmonary  tuberculosis  followed 
with  34  cases  and  unclassified  pneumonia  with  22. 
Report  of  poliomyelitis  cases  decreased  this  week  to 
one  case  from  St.  Landry  Parish.  Pulmonary  tuber- 
culosis and  cancer  still  headed  the  lists  of  diseases 
reported  for  the  week  ending  July  19.  This  week 
there  were  39  of  the  former  and  37  of  the  latter 
reported,  and  again,  the  only  other  disease  reported 
in  number  greater  than  ten  was  unclassified  pneu- 
monia with  16  instances.  One  case  of  meningococ- 
cus meningitis  was  reported  from  St.  Bernard  Par- 
ish and  one  case  of  poliomyelitis  from  Caddo.  The 
number  of  pulmonary  tuberculosis  cases  decreased 
during  the  week  ending  July  26  to  12  cases,  how- 
ever cancer  was  still  in  the  lead  with  49  cases,  fol- 
lowed by  33  of  unclassified  pneumonia,  15  of 
whooping  cough  and  12  of  amebiases.  Poliomyelitis 
was  still  in  evidence  in  Caddo  Parish  where  two  ad- 
ditional cases  were  reported  and  another  was  re- 
ported in  Calcasieu.  Caddo  Parish  also  reported 
one  case  of  meningococcus  meningitis  and  Ouachita 
Parish  reported  two  cases  of  this  disease. 


MONTHLY  MORBIDITY  FOR  VENEREAL 
DISEASES  STATE  OF  LOUISIANA 
Month  Ending  June  30,  1947 


Total 

Total 

Total 

This 

Previous 

to  Date 

Month 

Months 

1947 

Chanchroid 

49 

280 

328 

Gonorrhea  1118 

6279 

7397 

Granuloma  Inguinale 

23 

82 

105 

Lymphopathia  Venereum 

3 

38 

41 

Syphilis 

860 

4908 

5768 

FRANK  BROSTROM 
1894-1947 

Dr.  Frank  Brostrom  died  suddenly  in  New  Or- 
leans on  July  31.  Dr.  Brostrom  was  one  of  the 
well  known  group  of  orthopedic  surgeons  in 
New  Orleans.  He  was  connected  with  the  staff  of 
Touro  Infirmary  and  the  New  Orleans  Dispensary 
for  Women  and  Children.  He  came  to  New  Orleans 
some  fifteen  years  ago,  already  well  trained  in  his 
specialty.  He  had  been  with  the  Infantile  Paralysis 
Foundation  in  Warm  Springs,  Georgia  for  a period 
of  time  and  is  said  to  have  attended  the  late  Presi- 
dent Roosevelt.  Dr.  Brostrom  was  not  only  an  out- 
standing man  in  his  field  but  also  was  notable  for 
the  kind  and  splendid  service  he  gave  to  his  indi- 
gent patients. 

Shortly  after  migx-ating  to  New  Orleans  Dr. 
Brostrom  became  a member  of  the  State  Medical 
Society.  He  was  a graduate  of  Jefferson  Medical 
College  in  Philadelphia. 


BOOK  REVIEWS 


Occupational  Diseases  of  the  Skin : By  Louis 

Schwartz,  M.  D.,  Louis  Tulpian,  M.  D.  and  Sam- 
uel Pack,  B.  S.,  M.  D.  2d  ed.  rev.  Philadelphia, 
Lea  & Febiger,  1947.  Pp.  964,  Ulus.  pi.  Price, 
$12.50. 

This  is  a thoroughly  revised  and  improved  text. 
It  should  be  of  especial  interest  to  those  practicing 
industrial  medicine  and  surgery,  employers  in 
occupations  presenting  hazards  to  the  employee,  to 
the  insurer  and  to  those  eligible  or  ineligible  of 
employment.  Compensation  laws  of  the  several 
states  are  described  and  an  extensive  bibliography 
are  included. 

Sensitivity  to  external  irritants  showing  the  in- 
fluence of  race,  color,  perspiration,  diet,  age,  sex, 
season,  cleanliness  and  either  existing  or  previous 
dermatoses,  are  fully  discussed. 

Patch  testing  is  outlined  and  its  value  after  the 
development  of  a dermatitis  venenata  or  its  use 
before  employment  is  stressed.  Pages  and  pages  of 
detailed  descriptions  of  irritations,  with  their 
causes,  methods  of  weeding  out  diseases  or  other 
causes  and  methods  of  approach  are  contained  in 


this  volume,  the  life’s  work  of  Dr.  Louis  Schwartz 
in  his  office  as  Industrial  Surgeon  of  the  U.  S. 
Public  Health  Service  with  the  able  assistance  of 
Drs.  Tulpian  and  Pack.  It  is  a volume  of  experience 
detailed  to  keep  the  employer  and  employee  out  of 
the  law  court  and  a necessary  text  for  the  inter- 
ested physician. 

M.  T.  Van  Studdiford,  M.  D. 


If  You  Need  an  Operation'.  By  Richard  A.  Leo- 
nardo, M.  D.,  Ch.  M.,  F.I.C.S.  New  York,  Froben 
Press,  1947.  Pp.  198.  Price,  $3.00. 

If  one  realizes  the  mental  state  that  prospective 
surgical  patients  and  their  relatives  go  through, 
then  the  publication  of  this  book  fulfills  a very 
necessary  role — one  might  say  it  should  be  part  of 
the  preoperative  treatment. 

Confusing  thoughts  which  naturally  arise  in  the 
patient’s  mind  are  simply  and  lucidly  classified. 

The  medical  “language”  used  should  not  be  be- 
yond the  grasp  of  the  average  patient  (or  their 
relatives  mind  you)  and  the  author  deals  intelli- 
gently from  the  surgeon’s  and  patient’s  points  ot 
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view,  with  the  general  outline  of  the  object  and 
procedure  of  the  operation. 

But,  to  certain  types  of  patients,  a little  knowl- 
edge is  a dangerous  thing,  and  as  the  author  deals 
with  postoperative  complications  as  well,  such 
highly  strung  patients  would  do  well  not  to  read 
the  book. 

In  general,  however,  it  is  felt  that  both  patient 
and  surgeon  will  greatly  benefit  from  a perusal  of 
this  book. 

Denis  Rosenberg,  M.  D. 


Diseases  of  the  Skin,  for  Practitioners  and  Stud- 
ents: By  George  Clinton  Andrews,  A.  B.,  M.  D. 
3d  ed.  Philadelphia,  W.  B.  Saunders  Co.  1946. 
Ulus.  Pp.  937.  Price,  $10.00. 

This  edition,  like  its  predecessors  is  ideal  for  the 
student  and  practitioner.  Emphasis  has  been  placed 
on  removing  much  of  the  old  and  obsolete  material 
which  was  “carried  over”  from  older  authorities 
and  a concise,  condensed  description  of  new  dis- 
coveries has  filled  the  space.  This  edition  has  a 
greater  amount  of  printed  matter  due  to  a better 
utilization  of  the  space  on  each  page. 

The  Chapter  on  Symptomatology  and  General 
Diagnosis  makes  for  a better  understanding  of  the 
material  in  orderly  form.  Roentgen  ray  therapy, 
which  is  excellently  described  and  radium  therapy 
are  brought  up  to  date.  Dermatitis  venenata  is 
enlarged  upon  and  the  role  of  focal  infection  is 
stressed  in  all  the  toxic  manifestations  of  derma- 
toses. The  use  and  misuse  of  the  sulfones  and 
antibiotics  are  fully  discussed.  The  author  has 
spared  no  effort  in  getting  outside  assistance  for 
such  subjects  as  fungous  diseases,  pathology  of 
varisosities  and  occupational  diseases.  This  edition 
is  highly  recommended  for  the  ready-reference 
shelf  of  the  medical  profession. 

M.  T.  Van  Studdiford,  M.  D. 


Muscle  Testing,  Techniques  in  Manual  Examina- 
tion: By  Lucille  Daniels,  M.  A.,  Marian  Wil- 

liams, M.  A.  and  Catherine  Worthingham,  M.  A. 
Philadelphia,  W.  B.  Saunders  Co.,  1946.  Pp.  189, 
illus.  Price,  $2.50. 

This  book  presents  a detailed  yet  simplified  and 
coordinated  approach  towards  manual  muscle  test- 
ing. It  is  a practical  manual  designed  primarily 
for  teaching  the  student  to  analyze  and  grade 
movement  in  terms  of  specific  muscular  action.  The 
introduction  briefly  but  adequately  covers  the 
origin  and  development  of  muscle  testing  in  this 
country,  and  a helpful  chart  shows  nine  different 
methods  of  muscle  testing  which  have  been  used  by 
different  individuals  or  groups. 

The  book  deals  with  muscle  groups  of  defined 
body  areas,  and  emphasis  has  been  placed  on  the 
testing  of  prime  movers  in  relation  to  the  principal 
joints  of  each  segment  of  the  body.  The  assimila- 
tion of  valuable  anatomic  information  concerning 
muscle  insertions  and  origins,  joint  ranges,  and 


nerve  distribution  with  physiological  data  concern- 
ing prime  movers,  fixation  of  specific  group  action 
and  synergistic  action,  along  with  clearly  illus- 
trated methods  for  testing  neuromuscular  condi- 
tions in  a systematized  order  meets  a definite  need 
for  students,  physical  therapists,  and  physicians 
and  surgeons  interested  in  the  teaching  and  prac- 
tice of  orthopedic  surgery  and  physical  medicine. 

Another  outstanding  feature  is  the  abundance  of 
clear  and  concise  diagrammatic  drawings  which 
amply  supplement  the  text. 

The  only  undesirable  feature  is  the  lack  of  a 
more  permanent  binding. 

R.  M.  Kimball,  M.  D. 


Therapeutic  Exercise:  By  F.  H.  Ewerhardt,  M.  D. 

and  Gertrude  Riddle,  B.  S.,  R.  N.,  R.  P.  T. 

Philadelphia,  Lea  & Febiger,  1947.  Pp.  152. 

Price,  $2.50. 

This  book  is  concise  manual  designed  for  stud- 
ents of  physical  education,  occupational  therapy, 
and  physical  therapy.  The  material  is  presented  in 
a didactic  fashion  with  anatomic  and  physiologic 
consideration  of  joint  movements  and  their  analy- 
sis, particular  emphasis  having  been  placed  on  the 
musculature  and  nerve  supply  of  the  extremities. 

The  physiology  and  special  application  of  thera- 
peutic exercises  are  well  presented  with  adequate 
space  devoted  to  the  indications  and  contraindica- 
tions, as  well  as  the  specific  exercises  utilized  in 
the  treatment  of  weakness  of  the  feet,  abdomen, 
and  the  low  back,  and  the  preoperative  manage- 
ment of  scolosis. 

The  section  on  the  teaching  of  posture,  and  the 
application  of  exercises  in  cardiac  and  respiratory 
disease,  as  well  as  other  common  conditions,  should 
be  of  benefit  to  the  general  practitioner. 

The  section  on  poliomyelitis  is  concerned  pri- 
marily with  the  Kenny  Method  during  the  acute 
phase  and  the  methods  of  muscle  function  testing 
and  muscle  re-education  during  the  latter  phases, 
without,  however,  any  reference  to  the  use  of 
braces. 

The  section  on  spastic  paralysis  is  well  balanced, 
and  presents  the  current  methods  available  for 
rehabilitation  of  the  various  types  of  this  disorder. 

The  text  suffers  by  the  lack  of  illustrations,  and 
the  didactic  approach  necessary  for  conciseness,  but 
it  is  a handy  reference  book  for  surgeons  and 
physiotherapists  who  wish  to  give  the  patient  a 
precise  program  of  exercise,  and  it  adequately  ful- 
fills its  object  as  a teaching  manual. 

R.  M.  Kimball,  M.  D. 
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RADIOTHERAPY  FOR  GYNECOLOGIC 
CANCER* 

MANUEL  GARCIA,  M.  D.t 

AND 

JOSEPH  V.  SCHLOSSER,  M.  D.f 
New  Orleans 

From  the  standpoint  of  their  incidence, 
malignant  tumors  of  the  female  genital 
tract  constitute  one  of  the  major  forms  of 
cancer.  Thus,  in  an  analysis  of  17,635  ad- 
missions for  cancer  at  the  Charity  Hospital 
between  1928  and  1937  we  find  that  27  per 
cent  of  the  material  is  made  up  of  neoplasms 
of  the  female  pelvic  organs.  Furthermore, 
a study  of  the  7,630  admissions  for  cancer 
of  the  cervix  in  the  period  1904-1944  dem- 
onstrates a steady  upward  trend  in  the 
absolute  number  of  women  coming  in  for 
treatment.  The  high  morbidity,  the  pro- 
longed suffering,  and  the  great  loss  in  life, 
render  this  particular  group  of  tumors  of 
marked  importance  in  general  medicine. 
Fortunately,  there  are  sound  reasons  for 
believing  that  alertness  in  diagnosis  fol- 
lowed promptly  by  correct  treatment  can 
offer  a very  hopeful  outlook.  Radiation 
therapy  has  made  substantial  contributions 
to  the  progress  in  this  field,  and  in  the  pres- 
ent report  we  propose  to  discuss  the  general 
principles  of  treatment  observed  in  the  ir- 
radiation of  these  tumors. 

The,  anatomic  distribution  of  the  cases 
seen  in  the  Division  of  Therapeutic  Radi- 

*Read before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 

fProm  the  Department  of  Radiology,  Charity 
Hospital  of  Louisiana  at  New  Orleans,  and  the 
Department  of  Medicine  of  the  Tulane  University 
School  of  Medicine. 


ology  since  1938  is  shown  in  table  1.  This 
should  not  be  taken  as  representative  of  the 
distribution  in  unselected  material,  since  the 

TABLE  1 

CI-IAKITY  HOSPITAL 

DIVISIO'N  OP  THERAPEUTIC  RADIOLOGY 
GYNECOLOGIC  CANCER 
1938-1947 

No.  of 
Cases 


Carcinoma  of  cervix  1600 

Endometrial  carcinoma  98 

Chorioepithelioma  12 

Endometrial  sarcoma  1 

Leiomyosarcoma  of  uterus  16 

Carcinoma  of  Fallopian  tube  4 

Carcinoma  of  vagina  33 

Ovarian  carcinoma  80 

Other  ovarian  tumors  23 

Carcinoma  of  vulva  18 

Carcinoma  of  Bartholin  gland  1 

Carcinoma  of  urethra  6 


Total  1898 


cases  were  referred  to  us  specifically  for 
the  purpose  of  receiving  radiation  therapy ; 
obviously,  the  patients  handled  exclusively 
by  operation  remained  in  the  gynecologic 
services.  There  is  no  doubt,  however,  re- 
garding the  predominance  exhibited  by  car- 
cinomas of  the  cervix.  They  are  five  times 
as  frequent  as  all  other  tumors  put  together. 
As  indicated  in  table  2,  with  variations  in 

TABLE  2 

RACIAL  DISTRIBUTION 


Negro 

White 

Per  cent 

Per  cent 

Vulvar  carcinoma 

89 

11 

Fallopian  carcinoma 

75 

25 

Uterine  sarcoma 

70 

30 

Urethal  carcinoma 

67 

33 

Cervical  carcinoma 

66 

34 

Ovarian  tumors 

60 

40 

Endometrial  carcinoma 

43 

57 

Chorioepithelioma 

42 

58 
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the  racial  distribution  occur,  depending  on 
the  type  of  neoplasm,  and  we  are  impressed 
by  the  fact  that,  except  in  endometrial  car- 
cinoma and  chorioepithelioma,  negroes  are 
in  the  majority.  These  features  have  been 
previously  commented  upon  by  several 
writers  (Jeff  Miller,  Johnson  and  Tyrone, 
Graffagnino  and  McFettridge) . 

METHOD  OF  TREATMENT 

The  scope  and  usefulness  of  radiation 
therapy  in  dealing  with  these  tumors  varies. 
(See  Table  IV) . The  method  of  treatment  to 
be  chosen  depends  on  several  factors  which 
can  be  defined  only  by  discussion  of  the  in- 
dividual neoplasms.  In  general,  both  radical 
operations  and  radical  irradiation,  inde- 
pendently or  in  combination,  can,  under  cer- 
tain circumstances,  bring  about  permanent 
control  in  a proportion  of  the  cases.  Empha- 
sis should  be  placed  on  the  radical  concept  of 
treatment.  While  it  is  true  that  we  have 
all  seen  patients  occasionally  recover  fol- 
lowing incomplete  operations  and  inade- 
quate radiation  therapy,  it  is  self-evident 
nevertheless  that  the  maximum  achieve- 
ment is  dependent  on  rigorous  application 
of  the  more  extensive  and  thorough  thera- 
peutic procedures.  In  almost  every  instance 
loss  of  efficiency  means  loss  of  life. 

The  treatment  of  choice  in  carcinoma  of 
the  cervix  in  all  forms  of  the  disease  is 
radiation  therapy.  This  presupposes  that 
the  method  of  irradiation  to  be  employed  is 
capable  of  yielding  optimum  results.  Obvi- 
ously, a single  capsule  of  radium  inserted  in 
the  cervical  canal  for  a period  of  24  hours, 
more  or  less,  does  not  belong  in  this  cate- 
gory. The  correct  plan  of  treatment  implies 
complete  diagnosis  and  thorough  irradia- 
tion. This  includes  radium  application,  with 
a field  intensity  of  gamma  radiation  encom- 
passing the  whole  primary  tumor  and  its 
immediate  neighborhood,  and  external  x-ray 
therapy,  administered  with  the  intent  of 
irradiating  adequately  all  potential  tumor 
sites  in  the  lateral  half  of  the  parametria 
and  the  nodes  along  the  pelvic  wall.  By  com- 
plete diagnosis  is  meant  not  only  that  a his- 
tologic report  should  be  available,  but  also 
that  we  should  have  full  data  on  the  ana- 
tomic extent  of  the  disease,  as  far  as  this 


can  be  determined  by  clinical  examination, 
on  the  gross  architecture  of  the  neoplasm, 
on  the  degree  of  infection,  on  the  status  of 
the  urinary  tract,  and  on  the  existence  of 
systemic  complications  and  conditions  that 
may  influence  the  outcome  of  treatment. 
The  primary  morbidity  and  immediate  mor- 
tality are  greater  in  the  presence  of  infec- 
tion. In  addition  the  proportion  of  cases  salv- 
aged is  substantially  lower.  We  know  that  in- 
fection is  a bar  to  effective  treatment  and 
efforts  must  be  made  to  assess  its  severity 
initially  and  to  institute  measures  for  its 
control.  Fortunately,  radiation  itself  in  the 
form  of  preliminary  x-ray  is  efficacious  for 
this  purpose  and  in  recent  years  the  avail- 
ability of  chemotherapy  has  constituted  an 
important  advance  in  the  management  of 
inflammatory  complications.  Fungating 
tumors,  even  though  alarming  in  appear- 
ance, are  more  readily  controlled  than  in- 
filtrating tumors  or  those  that  have  formed 
a crater.  A urological  survey  is  an  essential 
step  in  the  study  of  the  case.  The  spread 
of  cervical  cancer  along  the  parametria  pro- 
duces encirclement  and  compression  of  the 
ureters.  There  is  some  degree  of  obstruc- 
tion present  on  one  or  both  sides  in  about 
half  of  the  cases  on  admission.  Severe 
hydronephrosis  and  urinary  infection  are 
not  uncommon  findings.  Presence  of  either 
or  both  makes  the  life  expectancy  of  the 
patient  rather  brief.  Treatment  should  be 
undertaken,  nevertheless,  since  suppression 
of  the  disease  remains  possible.  Anemia  is 
a frequent  problem  and  must  be  corrected 
by  transfusion  and  medication.  The  age  of 
the  patient  should  be  taken  into  considera- 
tion. Infection  is  more  frequent  in  younger 
women  and  exacerbations  of  silent  latent  in- 
fections is  not  uncommon.  In  older  women 
arteriosclerosis  and  diabetes  may  cause  suf- 
ficient vascular  changes  to  make  full  dosage 
unusually  dangerous.  The  presence  of 
syphilis  seems  to  be  an  unfavorable  factor. 
The  clearest  objective  finding  for  prognos- 
tic purposes  is  the  anatomic  extent  of  the 
disease,  and  there  is  nothing  more  striking 
than  the  correlation  between  the  chance  for 
recovery  and  the  grouping  of  the  cases  ac- 
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cording  to  the  League  of  Nations  classifica- 
tion. Table  3 shows  the  results  obtained  in 

TABLE  3 

CARCINOMA  OF  THE  CERVIX 
JUNE  1,  1040— MAY  31,  1941 
COLORED  WOMEN 

Absolute 
five  year 
Survival 


No.  of 

Sur- 

rate 

Cases 

vivors 

per  cent 

Stage  I 

7 

6 

86 

II 

39 

20 

51 

III 

62 

19 

30 

IV 

11 

1 

9 

Recurrences  and 

prophylactic 

7 

4 

57 

Total 

126 

50 

40 

colored  patients  treated  subsequent  to  the 
period  covered  in  our  last  report.  Contrary 
to  our  former  impression,  we  see  that  the 
absolute  salvage  in  the  negro  can  match  the 
one  obtained  in  any  series  of  white  patients 
whenever  there  is  no  great  disparity  in  the 
quality  of  the  initial  material. 

It  may  be  stated,  perhaps  somewhat 
dogmatically,  that  two  radium  technics 
yield  optimum  results,  that  of  Regaud  and 
Lacassagne,  or  that  of  Forsell  and  Heyman, 
and  we  believe  that  a considerable  improve- 
ment in  the  results  of  treatment  would  be 
achieved  generally  if  either  one  of  these 
technics  was  adopted  to  the  exclusion  of  all 
others.  Implantation  of  radium  needles  in 
the  periphery  of  the  cervix  as  a routine 
method  is  associated  with  greater  im.medi- 
ate  danger  and  a higher  incidence  of  late 
complications  without  a corresponding  im- 
provement in  the  end  results.  The  same  is 
true  of  radon  implants,  even  when  an  effort 
is  made  to  distribute  the  radiation  sources 
far  laterally  in  the  parametria.  Careful 
physical  studies  have  been  made  by  Arne- 
son,  Lucas,  Mayneord,  Sandler,  Neary, 
Nolan  and  Quimby,  and  others,  showing 
that  no  matter  how  the  radium  is  dis- 
tributed in  the, cervix,  vaginal  vault,  or  the 
parametria,  the  amount  of  gamma  radiation 
reaching  the  lateral  half  of  the  parametria 
and  pelvic  wall  lies  below  the  effective 
dosage  required  for  the  destruction  of  ex- 


tension of  the  tumor  in  these  regions.  The 
apparent  superiority  of  the  Pitts  and  Water- 
man technic  when  compared  with  others  lies 
in  the  fact  that  the  rates  of  recovery  for  each 
stage  apply  to  the  Schmitz  classification 
and  not  to  the  League  of  Nations  classifica- 
tion. Interstitial  radiation  does  have  a lim- 
ited field  of  usefulness,  as  in  cases  with 
complete  occlusion  of  the  cervical  os,  in  car- 
cinoma of  the  stump  with  a very  short 
cervical  canal,  and  in  the  treatment  of  re- 
currences. Intravaginal  x-ray  therapy  ordi- 
narily is  a poor  substitute  for  a good  intra- 
cavity radium  technic.  It  must  be  em- 
ployed, however,  if  infection  prevents 
radium  therapy.  The  massive  dose  technic 
of  radium  therapy  developed  by  Burman  in 
Baltimore  and  Bailey  and  Healy  in  New 
York  yield  less  satisfactory  results  and  are 
associated  with  a somewhat  greater  inci- 
dence of  undesirable  sequels  (late  ulcera- 
tion of  the  bladder).  The  value  of  the  two 
preferred  technics  is  enhanced  by  variation 
of  the  distribution  of  the  radioactive  foci  in 
accordance  with  the  individual  require- 
ments of  the  case,  which  is  made  possible 
by  pre-calculation  of  the  tissue  dose.  It  is 
evident  that  a stenosed  vagina  cannot  re- 
ceive the  same  exposure  in  mgm.  hours  as 
a fungating  tumor  with  a wide  vaginal 
vault,  without  over-treating  in  the  first  in- 
stance or  under-treating  in  the  second  in- 
stance, according  to  which  is  made  the  basis 
for  comparison.  The  alarming  recent  re- 
ports as  to  the  frequency  of  intestinal  and 
bladder  complications,  as  well  as  on  the  ex- 
hausting effects  of  external  x-ray  therapy, 
are  consequent  to  the  employment  of  tech- 
nics which  ignore  the  real  purpose  of  x-ray 
therapy  in  combination  with  intracavitary 
radium  therapy.  Given  adequate  irradia- 
tion in  the  central  zone  of  the  pelvis  with 
a radium  application,  the  sole  object  of 
x-ray  therapy  is  to  supplement  the  areas  of 
defective  dosage  along  the  lateral  half  of 
the  parametria  and  in  the  region  of  the 
pelvic  walls.  From  an  analysis  of  the  inci- 
dence of  pelvic  node  metastasis  in  operative 
and  autopsy  material,  it  has  been  estab- 
lished that  metastases  occur  with  any  de- 
gree of  frequency  in  curable  patients  only 
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in  the  so-called  stage  I lymphatic-spread  re- 
gion. This  includes  the  hypogastric  nodes, 
the  obturator  nodes  and  the  so-called  prin- 
cipal nodes  of  Leveuf  and  Godard.  Exten- 
sion to  the  sacral  nodes  is  rare.  Invasion 
of  the  nodes  of  the  promontory  and  of  the 
lumbar  nodes  is  beyond  the  scope  of  cura- 
tive irradiation.  For  these  reasons,  external 
pelvic  irradiation  should  have  a restricted 
goal,  as  previously  indicated,  and  this  goal 
can  be  attained  with  the  employment  of 
small  fields,  anteriorly  and  posteriorly,  so 
directed  that  the  cervix  itself,  the  rectum 
and  bladder,  and  the  femoral  necks  do  not 
lie  in  the  path  of  the  x-ray  beams.  Only  a 
small  volume  of  intestine  is  directly  irradi- 
ated. In  this  manner  the  incidence  of  pri- 
mary irritative  reactions  in  the  intestinal 
and  urinary  tracts,  and  late  sequels  can  be 
kept  at  a minimum;  in  fact,  the  incidence 
can  be  made  negligible.  Furthermore,  with- 
out sacrificing  the  true  purpose  of  the  ex- 
ternal treatment,  the  systemic  effects  can 
be  reduced  so  that  the  patient,  instead  of 
becoming  exhausted,  improves  during  the 
course  of  treatment;  this  follows  from  the 
reduction  of  the  total  amount  of  energy  that 
the  body  has  to  handle.  It  may  be  added 
that  this  technic  is  feasible  with  ordinary 
200  kilovolt  equipment,  provided  long  dis- 
tances and  heavy  filtration  are  employed. 
The  required  dosage  need  not  exceed  3000 
r at  the  tumor  region  when  the  treatment 
is  delivered  over  the  course  of  24  to  30  days. 

Carcinomas  of  the  urethra  and  vagina 
are  principally  problems  for  radiation 
therapy.  In  relatively  limited  carcinomas 
of  the  urethra  and  vagina,  control  of  the 
disease  can  be  obtained  using  an  interstitial 
radium  implant  by  the  method  of  Paterson 
and  Parker  and  administering  approximate- 
ly 6000  r (gamma)  in  seven  days.  This 
should  be  supplemented  by  external  x-ray 
therapy  as  in  carcinoma  of  the  cervix.  Of 
the  33  carcinomas  of  the  vagina,  half  were 
treated  more  than  three  years  ago  and  of 
these  seven  have  had  three  year  arrest  of 
the  disease.  Although  the  number  of  cases 
is  small,  this  proportion  of  control  is  con- 
siderably more  encouraging  than  the  fig- 


ures given  in  the  literature  (illustrative 
case  given  below). 

C.\SB  NO.  1 

Carcinoma  of  the  vagina-.  Mrs.  J.  C.  W.,  a white 
female,  53  years  of  age,  was  admitted  December 
12,  1940  with  an  ulcerated  mass  of  the  posterior 
vaginal  wall  continuously  infiltrating  along  the 
sacro-uterine  ligaments  to  the  hollow  of  the  sac- 
rum. The  posterior  vaginal  fornix  and  the  cervix 
itself  were  free  of  tumor.  Biopsy  showed  squamous 
cell  carcinoma.  Because  of  the  infiltration  of  the 
rectovaginal  septum,  a colostomy  was  performed 
following  external  x-ray  therapy,  which  delivered 
2000  r in  air  to  each  of  six  pelvic  fields  between 
December  16,  1940  and  January  20,  1941.  On  March 
18,  1941  a single  plane  implant  was  made  in  the 
posterior  vaginal  wall  using  an  exposure  of  1950 
mghrs.  of  radium  in  a period  of  five  days.  The 
tumor  disappeared  and  the  patient  remained  well 
at  her  last  follow-up  visit  on  April  17,  1947  at 
which  time  closure  of  the  colostomy  was  recom- 
mended. The  survival  period  in  this  case  is  six 
years  and  four  months. 

Endometrial  carcinoma  occurs  predomi- 
nantly in  women  past  the  menopause  and 
tends  to  be  confined  to  the  uterus  for  long 
periods  of  time.  Histologically  it  is  an 
adenocarcinoma  with  varying  degrees  of 
maturity.  In  cases  that  remain  operable 
panhysterectomy  with  removal  of  the  ad- 
nexa gives  a salvage  of  between  50  and  60 
per  cent  in  five  years.  There  is  consider- 
able evidence  to  indicate  that  this  figure 
can  be  improved  10  to  15  per  cent  by  com- 
bining surgery  with  radium  therapy.  It  is 
generally  agreed  that  the  best  method  of 
managing  this  lesion  is  to  introduce  radium 
into  the  uterine  cavity  at  the  time  of  diag- 
nostic curettage  and  to  leave  it  in  for  an 
exposure  of  3600  to  4000  mghrs.  The  sur- 
gical procedure  should  then  be  performed 
six  weeks  later,  and  after  convalescence 
external  x-ray  therapy  should  be  instituted. 
Much  doubt  has  been  cast  on  the  utility  of 
the  radium  therapy,  since  approximately 
half  of  the  surgical  specimens  show  residual 
cancer.  As  a matter  of  fact,  in  our  own 
experience  only  nine  of  30  patients  showed 
no  residual  cancer.  This  apparent  failure 
is  difficult  to  interpret  since  patients  who 
receive  radiation  alone  show  the  same  sal- 
vage rate  as  those  treated  exclusively  by 
operation.  In  this  connection  it  is  well  to 
mention  that  increasing  the  exposure  to 
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even  high  levels  (9000  mghrs.  or  more)  as 
was  done  by  Friedman  and  his  co-workers 
is  not  necessarily  associated  with  better 
eradication  of  the  disease.  It  is  necessary 
to  consider  the  duration  of  the  application, 
since  typically  adenocarcinomas  are  more 
effectively  controlled  by  crowding  of  the 
dosage;  an  exposure  of  4500  mghrs.  for  in- 
stance, may  be  more  effective  than  one  of 
9000  mghrs.  if  the  first  is  given  within  48 
hours  and  the  second  over  a period  of  seven 
days  or  more.  Without  a doubt  the  Swedish 
school  has  brought  the  technic  of  radium 
therapy  for  fundal  carcinoma  to  its  highest 
efficiency,  and  report  the  best  results. 

Because  of  the  age  distribution,  a consid- 
erable proportion  of  cases  of  fundal  carci- 
noma are  inoperable  on  clinical  grounds, 
that  is,  the  uterus  is  technically  removable 
but  intercurrent  disease  makes  the  patient 
unsuitable  for  radical  surgery  (marked 
obesity,  hypertension,  diabetes,  or  heart 
disease).  Under  these  circumstances  reli- 
ance must  be  placed  entirely  on  adequate 
radiotherapy.  This  includes  a radium  ap- 
plication by  the  method  of  Heyman  or 
Hurdon,  followed  in  a month  by  external 
x-ray  therapy.  As  previously  stated,  the 
results  under  these  circumstances  are 
equally  as  good  as  those  of  surgery  alone. 
In  a third  group  of  cases,  the  disease  has 
become  too  extensive  for  operative  inter- 
ference and  such  have  to  be  treated  by  radi- 
ation, using  either  the  combined  method  as 
for  technically  operable  cases  whenever  pos- 
sible, or  external  x-ray  therapy  alone,  for 
palliative  purposes.  The  group  of  patients 
treated  by  us  more  than  five  years  ago  is 
too  small  to  give  representative  figures,  but 
examples  of  our  plan  for  the  management 
of  these  cases  are  given  below. 

CASE  NO.  2 

Endometrial  carcinoma:  A colored  female,  57 

years  of  age,  was  admitted  December  9,  1943  with 
a history  of  profuse  vaginal  hemorrhage  for  five 
days;  menopause  10  years  before.  Physical  exam- 
ination revealed  a well  developed,  obese  colored 
female,  blood  pressure  210 /170,  the  heart  was  en- 
larged outside  the  midclavicular  line  with  an 
apical  systolic  murmur  and  occasional  extrasystole 
v/as  heard.  The  abdomen  was  large,  no  masses  were 
palpable.  Pelvic  examination  revealed  a smooth, 
normal  appearing  cervix  with  a small  uterus. 


There  was  bleeding  from  the  external  os.  Hemo- 
globin 65  per  cent,  RBC  3.2  million.  Four  days 
after  admission  a D.  & C.  was  done.  Biopsy 
report:  papillary  adenocarcinoma.  The  patient 

received  radium  therapy  in  the  form  of  a tandem 
in  the  corpus  in  two  applications  from  January 
1,  1944  to  January  6,  1944  for  an  exposure  of  two, 
750  mghrs,  and  again  from  January  7,  1944  to 
January  9,  1944  for  the  same  amount,  the  total 
exposure  being  5500  mghrs.  The  patient  was  re- 
admitted on  April  18,  1944  for  a contemplated 
hysterectomy.  At  the  time  of  laparotomy  April 
21,  1944  the  uterus  was  found  to  be  small,  firm, 
and  contained  small  irregular  nodules.  There  was 
no  evidence  of  extension  of  the  tumor.  A total 
hysterectomy  and  bilateral  salpingo-oophrectomy 
was  performed.  On  sectioning  the  uterus  the  endo- 
metrium was  found  to  be  thin,  pale,  and  pink, 
there  was  no  gross  evidence  of  tumor.  Pathologic 
report:  leiomyomata  of  the  uterus;  chronic  cer- 
vicitis; chronic  salpingitis;  corpora  albicantia  of 
ovaries.  The  patient  has  been  followed  in  gyne- 
oology  clinic  and  in  orthopedic  clinic  where  she  is 
being  treated  for  a hypertrophic  arthritis.  She 
remains  well  to  date,  a period  of  three  years. 

CASE  NO.  3 

Endometrial  carcinoma:  Mrs.  M.  W.,  a white 
female,  52  years  of  age,  was  admitted  on  July  20, 
1942  complaining  of  incontinence  on  sneezing  and 
coughing  and  urgency  and  burning  on  urina- 
tion. Menopause  two  years  before,  but  the  month 
prior  to  admission  vaginal  bleeding  had  been  ex- 
perienced for  one  day.  General  physical  examina- 
tion revealed  an  obese  white  female  who  was 
essentially  normal.  Pelvic  examination  revealed  re- 
laxed perineum,  cystocele,  rectocele  and  urethro- 
cele. On  July  27,  1942  an  anterior  and  posterior 
colporrhapy,  dilation  and  curettage  were  done.  Bi- 
opsy report:  Andenocarcinoma  of  the  uterus.  A 
radium  tandem  containing  45  mg.  was  applied  in 
the  uterine  fundus  from  August  11,  1942  to  August 
13,  1942  for  a total  of  2250  mghrs.  Reapplication 
on  August  14,  1942,  with  -the  intention  of  repeat- 
ing the  above  exposure.  However,  temperature  rose 
to  102.2  and  the  radium  was  removed.  Marked 
lower  abdominal  tenderness  and  rigidity  with  re- 
bound tenderness  were  present  and  it  was  felt 
that  a pelvic  peritonitis  was  present,  but  the  fever 
rapidly  subsided.  Four  days  later  there  was  another 
elevation  of  temperature  associated  with  a copious, 
foul-smelling,  purulent  vaginal  discharge.  Sulfa- 
thiazole  and  blood  transfusions  were  given  and  the 
fever  gradually  subsided,  in  two  weeks.  At  this 
time  dilatation  of  the  cervix  revealed  no  pyome- 
trium  and  the  patient  was  discharged.  She  was 
re-admitted  on  October  8,  1942.  Laparotomy  on 
October  16,  1942  revealed  a small  uterus  normal 
in  size,  shape  and  position.  The  right  ovary  was 
cystic  and  was  surrounded  by  a large  indurated 
mass  of  tissue.  Areas  of  both  the  large  and  small 
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bowel  were  firmly  adherent  to  the  uterine  fundus 
and  because  of  this,  it  was  deemed  inadvisable  to 
attempt  a hysterectomy,  and  the  abdomen  was 
closed.  Because  of  the  patient’s  large  size,  post- 
operative x-ray  was  thought  futile.  She  was  fol- 
lowed in  clinic  and  in  1944  developed  abdominal 
swelling  due  apparently  to  ascites.  This  finding 
disappeared  spontaneously,  however,  and  the  pa- 
tient has  remained  well  to  date,  a survival  of  four 
years  and  eight  months  following  radium  therapy 
only. 

Endometrial  sarcoma  and  leiomyosar- 
coma of  the  uterus  are  rather  infrequent 
conditions  but  the  plan  of  treatment  is  the 
same  as  for  endometrial  carcinoma.  This 
is  also  true  of  chorioepithelioma,  as  illus- 
trated. 

CASE  NO.  4 

Chorioepithelioma : Mrs.  R.  C.,  a white  female, 
39  years  of  age,  was  admitted  April  13,  1943  with 
complaint  of  bleeding  for  three  weeks  and  pains 
in  lower  abdomen.  She  had  missed  her  normal 
menstrual  period  in  February  and  was  told  by  her 
physician  that  she  was  pregnant.  This  was  followed 
by  periods  of  nausea  and  occasional  vomiting. 
Three  weeks  prior  to  admission  she  began  to  bleed 
profusely  and  passed  material  which  “looked  like 
grapes.”  Twenty-four  hours  prior  to  admission, 
she  had  an  attack  of  pain,  bleeding  and  passed 
more  of  the  same  material.  General  physical  ex- 
amination revealed  a well  developed  patient  with 
no  abnormalties.  Pelvic  examination  revealed  a 
vagina  filled  with  blood  clots,  and  a dilated  cervical 
os,  protruding  from  which  was  a mass  of  tissue 
in  grape-like  clusters.  These  were  removed.  The 
uterus  was  enlarged  to  the  size  of  a five  and  a 
half  months  pregnancy  and  was  very  firm.  Path- 
ologic report  on  removed  material : Hydatidiform 
mole,  placenta  with  marked  proliferation  of  syn- 
citial  cell  layer.  The  proliferative  activity  strongly 
suggests  chorioepithelioma.  The  patient  was  given 
several  transfusions  and  laparotomy  was  per- 
formed on  April  26,  1943.  The  uterus  was  found 
to  be  enlarged,  smooth  and  somewhat  soft. 
The  ovaries  appeared  normal.  A total  hysterec- 
tomy and  bilateral  salpingo-oophrectomy  was  per- 
formed. Pathologic  report:  Chorioepithelioma  of 
uterus;  chronic  cervicitis;  ovary,  corpus  luteum. 
The  patient  received  external  x-ray  therapy  to  the 
pelvis  through  six  ports  from  May  24,  1943  to 
July  1,  1943,  delivering  a tumor  dose  of  4000  r to 
the  lateral-borders  of  the  parametria.  The  patient 
has  been  followed  in  clinic  and  has  remained  free 
of  disease  to  date,  representing  a survival  period 
of  four  years. 

Ovarian  tumors  include  a miscellaneous 
collection  of  neoplasms,  some  of  which  are 
very  malignant  and  some  rather  innocent. 
In  any  event,  the  treatment  is  primarily 


surgical,  radiation  being  reserved  as  a sup- 
plement to  the  surgical  procedure  or  as  a 
palliative  measure  in  cases  too  extensive  for 
removal.  It  is  considered  good  surgical 
practice  in  these  cases  to  remove  as  much 
of  the  tumor  as  possible,  even  if  the  extirpa- 
tion is  incomplete,  because  considerable 
palliation  is  obtained  in  this  manner.  Al- 
though the  evidence  is  not  conclusive,  it  is 
generally  considered  advisable  to  give  x-ray 
therapy  following  extirpation  of  the  pelvic 
organs,  unless,  of  course,  the  tumor  is  defi- 
nitely benign.  Even  in  the  presence  of 
widespread  seeding  of  the  peritoneum,  x-ray 
therapy  can  be  undertaken  with  the  expec- 
tation of  producing  regression  of  the  tumor 
and  suppression  of  ascites  for  long  periods 
of  time. 

CASE  NO.  .-) 

Granulosa  cell  carcinoma  of  ovary:  Mrs.  A.  B., 
a white  female,  37  years  of  age,  was  admitted 
May  27,  1940  with  complaint  of  pain  in  the  right 
side  with  nausea  but  no  vomiting.  Examination  re- 
vealed cystocele,  rectocele,  a uterus  displaced  to 
the  left  and  a cystic  mass  approximately  12  cm. 
in  diameter  located  in  the  right  adnexal  region. 
RBC  4.2  million  per  cu.  mm.  WBC  10,000.  Urine 
negative.  On  May  30,  1940  a Hegar  perineorrhaphy 
was  performed  followed  by  a laparatomy.  Explora- 
tion revealed  the  right  ovary  to  be  approximately  15 
cm.  in  diameter,  soft  in  consistency,  pink  in  color, 
with  a rent  6 cm.  long  on  the  posterior  surface 
through  which  protruded  material  resembling  pla- 
cental tissue.  A right  salpingo-ooprectomy  was  done 
under  the  impression  that  the  lesion  was  an  ovarian 
pregnancy.  Specimen  revealed:  granulosa  cell  car- 
cinoma of  ovary  with  areas  of  luteinization.  X-ray 
was  given  to  the  pelvis  through  six  ports  (10  x 
15  cm.)  from  June  10,  1940  to  July  12,  1940:  2000 
r per  port.  Radium  therapy  was  given  in  the  form 
of  a tandem  and  colpostats  in  two  applications  from 
August  13,  1940  to  August  18,  1940  inclusive  for 
a total  of  7000  mghrs.  At  this  time  the  patient 
presented  a small  nodule  located  in  the  right  va- 
ginal introitus  which  was  thought  to  represent  an 
extension  of  the  carcinoma.  This  was  treated  at 
the  same  time  by  means  of  a single  plane  implant 
for  250  mghrs.  The  patient  has  been  followed  in 
the  clinic  and  has  remained  well  for  a period  of 
seven  years. 

CASE  NO.  (i 

Bilateral  papillary  cyst  adenocarcinoma  of  the 
ovary:  N.  C.,  a colored  female,  27  years  of  age, 
was  admitted  October  4,  1939  with  complaint  of 
pain  in  the  left  lower  quadrant  present  for  eight 
months  with  an  increase  in  severity  during  the 
last  month.  There  had  been  no  change  in  the  nor- 
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mal  menstrual  periodicity.  Abdominal  examination 
revealed  a large,  firm,  tender,  irregular,  rounded 
tumor  mass  which  was  felt  to  extend  to  the  level 
of  the  umbilicus.  Pelvic  examination  revealed  the 
cervix  displaced  to  the  left,  and  a round  tender 
mass  in  the  cul-de-sac.  It  was  felt  that  the  patient 
had  uterine  fibroids  associated  with  ovarian  cyst. 
Laparotomy  on  October  18,  1939  revealed  bilateral 
cysts  of  the  ovaries.  The  cystic  mass  in  the  left 
side  was  the  larger,  extending  to  the  level  of  the 
umbilicus.  Both  cysts  were  bound  down  with  ad- 
hesions. Both  cysts  were  removed,  the  right  being 
ruptured  in  the  process,  with  the  spillage  of 
chocolate-colored  material.  A supravaginal  hy- 
sterectomy was  done.  On  sectioning,  both  cysts 
were  found  to  be  lined  with  papillary  growths. 
Pathologic  report:  Bilateral  papillary  cystadeno- 
carcinoma  of  the  ovary.  The  patient  received  ex- 
ternal x-ray  therapy  to  the  pelvis  through  six  ports 
from  October  30,  1939  to  January  10,  1940,  re- 
ceiving 2600  r per  port.  She  was  last  seen  in 
clinic  in  November  of  1944,  at  which  time  she  was 
doing  well,  representing  a survival  of  five  years. 

Carcinoma  of  the  vulva  in  its  curable 
stages  is  a surgical  problem.  It  occurs  prin- 
cipally in  very  aged  women  and  character- 
istically is  a squamous  carcinoma  of 
low  grade  malignancy.  In  favorable  cases 
a high  proportion  of  cures  can  be  ob- 
tained by  vulvectomy,  followed  by  inguinal 
dissection  according  to  the  criteria  estab- 
lished by  Taussig.  These  cases  are  rarely 
suited  for  curative  irradiation,  since  the 
doses  of  radiation  required  are  not  well  tol- 
erated by  the  vulva.  However,  if  the  lesion 
is  well  circumscribed  and  superficial,  2nd 
operation  is  refused  or  inadvisable,  radium 
therapy  can  be  undertaken,  with  a good 
prospect  for  success.  Dosage  must  be  mod- 
erate. Extensive  lesions,  which  form  the 
bulk  of  the  cases  seen,  and  which  are  too 
wide-spread  for  curative  surgery  or  irradia- 
tion can  be  benefitted  by  moderate  amounts 
of  external  x-ray  therapy.  We  have  seen  a 
number  of  very  bulky  carcinomas  of  the 
vulva,  occurring  in  relatively  young  colored 
women  with  a long  history  of  lymphogranu- 
loma inguinale.  These  tumors  are  rather 
radio-sensitive  but  in  most  instances  the 
'disease  recurs  and  proves  fatal.  A study  of 
vulvar  carcinoma  at  Charity  Hospital  has 
been  recently  completed  by  Dr.  Arthur 
Lunin,  of  the  Department  of  Pathology. 


SUMMARY 

The  relative  incidence  and  the  therapeu- 
tic principles  of  gynecologic  cancer  are  dis- 
cussed. The  preferred  plan  of  treatment 
for  the  various  neoplasms  is  presented  with 
illustrative  case  histories.  Results  obtained 
in  the  treatment  of  carcinoma  of  the  cervix 
in  the  negro  are  reported. 

TABLE  4 


GYNECOLOGIC  CANCER 


Surgery 

Radiation 

and  radiation 

Alone 

Per  cent 

Per  cent 

Vulvar  carcinoma 

17 

83 

Carcinoma  of  fundus 

57 

43 

Ovarian  tumors 

57 

43 

Chorioepithelioma 

67 

33 

Uterine  sarcoma 

70 

30 

Fallopian  carcinoma 

100 
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INFECTIOUS  HEPATITIS  AND  HOM- 
OLOGOUS SERUM  JAUNDICE 

THE  SAME  OR  DIFFERENT  DISEASES 

CARL  N.  HAGGARD,  M.  D. 

New  Orleans 

INTRODUCTION 

Infectious  hepatitis,  known  also  as  infec- 
tive hepatitis,  epidemic  catarrhal  .iaundice, 
common  infective  hepatitis,  .jaundice,  non- 
spirochetal  infectious  jaundice,  campaig’n 
jaundice,  catarrhal  jaundice,  ictere  conta- 
gieux,  jaunesse  de  champs  and  Kreigsic- 
terus,  is  a well  known  affliction  of  armies 
in  the  field  and  particularly  prevalent  dur- 
ing times  of  war. 

During  World  War  II,  jaundice  was  a 
major  medical  problem  among  the  troops  of 
the  allies. 

Now,  either  due  to  increased  conscious- 
ness of  the  possibility  of  infectious  hepati- 
tis or  homologous  serum  jaundice  in  jaun- 
diced patients,  or  due  to  an  actual  increase 
in  the  morbidity  of  the  aforementioned  dis- 
eases, the  diagnosis  is  frequently  made.  Be- 
cause of  the  great  interest,  as  well  as  con- 
fusion, existing  concerning  these  two  dis- 
eases, and  in  the  hope  of  creating  some 
order  out  of  the  immense  volume  of  litera- 
ture on  this  subject,  this  paper  is  written. 

NATURAL  HISTORY 

In  a recent  paper  by  Lucke,  reference  is 
made  to  epidemics  of  the  disease  in  foreign 
armies  in  the  Franco-Prussian  War,  in  the 
South  African  wars  and  in  World  War  I. 

In  the  American  Civil  War  there  were 
over  50,000  cases  and  231  deaths  among 


Union  troops  and  a small  epidemic  occurred 
in  our  Army  of  Occupation  in  1919. 

In  1934,  incidences  of  jaundice  following 
inoculation  with  yellow  fever  vaccine  were 
observed.  Jaundice  was  thought  to  be  a 
coincidental  or  superimposed  feature.  Nor- 
mal human  serum  was  being  used  at  this 
time  as  a vehicle  during  desiccation  for  the 
neurotropic  strain  of  yellow  fever  virus, 
then  employed  as  a vaccine. 

In  1936  and  1937,  when  using  the  atten- 
uated pantropic  yellow  fever  virus  strain 
#170,  with  and  without  additional  injec- 
tions of  human  immune  serum,  further  in- 
stances of  jaundice  occurred,  the  cases  be- 
ing so  numerous  they  could  no  longer  be 
considered  coincidental. 

In  1937  and  1938,  Findlay  and  Mac- 
Callum  demonstrated  that  the  icterogenic 
agent  had  no  relation  to  the  strain  of  yel- 
low fever  virus  used,  but  that  it  was  de- 
rived from  the  human  serum  used  in  the 
preparation  of  the  vaccine. 

They  further  demonstrated  that  the  agent 
had  many  of  the  properties  of  a virus  by 
heating  the  serum  to  56°  C.  for  30  minutes 
and  filtering  through  a Seitz  filter  before 
use  and  producing  jaundice  in  those 
inoculated. 

It  is  the  purpose  of  this  paper  to  com- 
pare the  two  diseases,  infectious  hepatitis 
and  homologous  serum  jaundice,  to  point 
out  their  similarities  and  dissimilarities  in 
an  attempt  to  establish  the  uniquity  of  each 
disease  or  the  close  kinship  of  the  two,  and 
thus  to  aid  the  reader  in  reaching  a con- 
clusion concerning  the  homogeneity  or 
heterogeneity  of  the  two  and  also  to  express 
my  conclusions. 

The  quest  for  the  solution  to  the  problem 
posed  by  this  paper  is  further  complicated 
by  the  fact  that  the  etiologic  agent  (or 
agents)  of  the  two  diseases  has  never  been 
satisfactorily  isolated  and  demonstrated 
conclusively.  It  is  perhaps  redundant  at  this 
point  to  remark  that  were  the  etiologic 
agent  (or  agents)  isolated  and  demonstra- 
ble, the  problem  would  be  solved  and  the 
necessity  for  this  paper  obviated. 

I shall  trace  the  natural  history,  epidemi- 
ological, clinical  and  biochemical  aspects  of 
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the  disease  in  order  to  demonstrate  the  like- 
nesses and  differences  in  the  two  diseases 
since,  lacking  other  essential  data,  this 
method  although  tedious  is  nevertheless 
essential. 

Experimental  data  are  sparse  and  quite 
repetitious.  However,  since  it  is  only 
through  well  conducted  experiments  that  a 
solution  is  to  be  reached,  it  is  hoped  that 
new  lines  of  investigation  may  be  pointed 
out  by  the  inquiries  and  surmises  of  this 
paper. 

EPIDEMIOLOGIC  ASPECTS 

Walker,  in  his  investigation  of  the  epi- 
demiology of  infectious  hepatitis  and  homo- 
logous serum  jaundice  in  the  United  States 
Army  in  1942,  found  that  the  incubation 
period  was  around  30  days  for  infectious 
hepatitis  and  two  to  four  months  for  homol- 
ogous serum  jaundice. 

Homologous  serum  jaundice  had  a low 
degree  of  communicability,  while  infectious 
hepatitis  was  more  highly  communicable. 

One  outbreak  of  jaundice  in  the  Army 
had  been  preceded  by  vaccination  for  yel- 
low fever  two  months  previously. 

In  1943,  Findlay  and  Martin  produced 
mild  jaundice  in  human  volunteers  by  in- 
stilling into  their  noses  the  nasal  washings 
of  three  patients  from  the  North  African 
theatre  in  the  pre-icteric  and  early  stages 
of  hepatitis  following  yellow  fever  immuni- 
zation. Apparent  transmission  of  the  two 
diseases  in  this  manner  will  be  further  dis- 
cussed under  experimental  aspects  of  the 
diseases. 

The  apparent  restriction  of  the  disease  in 
North  Africa  to  certain  insect-ridden  areas 
plus  the  tendency  of  incidence  curves  to- 
ward a relationship  with  those  of  malaria 
and  sandfly  fever,  but  occurring  three 
months  later,  led  observers  to  the  belief 
that  infectious  hepatitis  is  transmitted  by 
blood-sucking  insects  and  that  the  pro- 
longed incubation  period  that  obtains  in 
post-vaccinal  hepatitis  also  obtains  in  the 
naturally  occurring  disease.  Furthermore 
the  virus  of  infectious  hepatitis  is  proved 
by  experiments  to  occur  in  human  feces. 
It  is  spread  under  conditions  that  favor  the 


spread  of  bacillary  dysentery.  Frasher  and 
Hallgren  report  cases  due  to  contamination 
of  drinking  water. 

In  the  same  epidemic  it  was  found  that 
the  highest  incidence  of  cases  occurred  in 
October  and  November. 

This  same  investigator  found  in  studying 
the  epidemiology  of  infectious  hepatitis  in 
the  British  Army  in  Sicily  in  1943  and  1944, 
that  the  disease  followed  dysenteries  most 
frequently  by  two  to  three  months.  The 
most  likely  explanation  is  that  the  condi- 
tions which  favored  the  spread  of  the  other 
infection  also  favored  the  spread  of  infec- 
tious hepatitis. 

The  orthodox  belief  that  infectious  hepa- 
titis is  spread  by  droplets  from  the  respira- 
tory tract  is  supported  by  the  autumn- 
winter  incidence  of  the  disease  in  Sweden, 
Great  Britian  and  the  Mediterranean  area 
as  is  also  the  apparent  transmission  of  the 
disease  by  casual  contact. 

The  indescribable  filth  and  plague  of 
flies  in  the  Alamein  line  and  the  constant 
inspiration  and  ingestion  of  all  prevading 
dust  were  features  of  the  life  of  troops  in 
1942  which  suggested  that  feces,  flies  and 
dust  might  have  played  a part  in  the  spread 
of  the  infection.  Lack  of  water  and  wash- 
ing facilities  also  increased  the  risks  of 
spread  by  fingers  contaminated  by  drop- 
lets or  feces. 

Findlay  and  Martin,  in  further  investi- 
gations, reported  that  climate,  physical 
strain,  diet  and  alcohol  seemed  to  have  no 
influence  on  the  attack  rate. 

Younger  men  were  usually  affected.  Air 
crew  members  as  a group  seemed  to  have 
the  greatest  number  of  cases.  Among  these 
the  attack  rate  among  officers  was  greater 
than  the  attack  rate  among  enlisted  men. 
The  fact  that  they  ate  in  a common  mess 
where  communal  dishes  were  used  which 
were  washed  together,  while  the  men  ate 
out  of  their  own  utensils  and,  theoretically, 
each  used  his  own,  further  substantiates 
the  opinion  that  contact  is  the  mode  of 
spread  of  infectious  hepatitis.  The  higher 
incidence  among  officers  in  the  Mediter- 
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ranean  area  may  have  been  due  to  increased 
opportunities  for  contact. 

Homologous  serum  jaundice  follows  the 
parenteral  injection  of  blood  or  blood  prod- 
ucts usually  by  six  weeks  to  six  months.  As 
little  as  0.01  c.c.  of  plasma  introduced  par- 
enterally  has  been  known  to  produce  the 
disease.  As  far  as  is  known,  no  other  mode 
of  transmission  is  present. 

The  British  Ministry  of  Health  attributes 
48  cases  of  jaundice  with  eight  deaths  to 
the  use  of  pooled  convalescent  serum  and 
adult  human  serum  for  measles.  The  incuba- 
tion period  varied  from  16  to  161  days. 

The  blood  group  and  Rh  factor  have  no 
relationship  to  susceptibility  as  was  proved 
in  12  cases  following  transfusion. 

The  icterogenic  serum  was  examined  with 
an  electron  microscope  and  showed  no  par- 
ticles of  uniform  morphology. 

Parr,  investigating  homologous  serum 
jaundice  in  the  Army  under  the  unique  con- 
ditions of  control  which  existed  in  the 
armed  forces  as  far  as  the  nature  and  “in- 
vasion” of  the  etiologic  agent  are  con- 
cerned, found  the  incubation  period  in  dif- 
ferent epidemics  to  vary  as  follows : 

Site  Incubiitioii  Period  Extremes 

Fort  Custer  104  days  8S-121  days 

Camp  Poik  90  days  S.'j-loO  days 

Iceland  99  days  79-140  days 

These  incubation  periods  were  measured 
from  time  of  inoculation  to  onset  of  jaun- 
dice and  no  consideration  for  subclinical, 
non-icteric  states  was  made.  As  will  be 
shown  later,  hepatic  damage  may  precede 
the  onset  of  jaundice  by  many  weeks  so  that 
one  must  be  cautious  in  interpreting  incu- 
bation periods  as  determined  above. 

Booth  and  Okell  found  in  their  investiga- 
tion of  cases  of  jaundice  in  England  that 
cases  following  yellow  fever  virus  inocula- 
tion or  measles  convalescent  plasma  always 
developed  between  60  to  100  days  after 
inoculation. 

The  incubation  period  of  the  naturally 
occurring  jaundice  was  between  20  and  40 
days.  From  evidence  collected  the  cases 
were  probably  infectious  in  the  pre-icteric 
stage  and  the  disease  was  spread  via  drop- 


let infection.  Booth  and  Okell  surmised  that 
differences  in  the  portal  of  entry  may  be 
responsible  for  difference  in  the  incubation 
periods  of  the  two  diseases. 

Neefe,  Miller  and  Charnock  state  that  in 
investigating  homologous  serum  jaundice 
they  were  led  to  the  belief  that  the  causa- 
tive agent  is  a virus  by  the  fact  that  it  was 
invisble  under  the  microscope,  it  passed 
through  bacteria-retaining  filters,  it  per- 
sisted in  serum-chick-embryo  media,  and 
was  resistant  to  procedures  that  ordinarily 
kill  vegetative  bacteria. 

Findlay,  Martin  and  Mitchell,  in  a series 
of  investigations  were  convinced  that  the 
only  point  of  clinical  difference  between  in- 
fectious hepatitis  and  homologous  serum  ! 
jaundice  is  in  the  supposedly  longer  incuba- ; 
tion  period  in  infectious  hepatitis  following 
yellow  fever  inoculation ; an  average  of  100 
or  more  days,  as  against  20  days  for  infec- 
tious hepatitis. 

Turner,  Snavely  et  ah,  studying  acute 
hepatitis  occurring  in  soldiers  at  Camp 
Polk,  after  inoculation  with  yellow  fever 
vaccine,  found  the  incubation  period  to  vary  j 
between  nine  and  23  weeks.  Fifty  per  cent : 
of  the  cases  developed  symptoms  during  the 
fourth  month  after  inoculation ; 52  per  cent 
were  admitted  during  the  first  week  of  ill-  j 
ness;  41  per  cent  during  the  second  weekj 
and  7 per  cent  from  the  fourth  to  the  ninth  i 
week.  ; 

Hoagland  and  Shank,  in  a review  of  200  j 
cases  of  infectious  hepatitis,  found  the  I 
acute  febrile  period  was  preceded  by  pro- 1 
dromal  symptoms  two  to  six  days  before) 
the  onset  of  icterus.  In  contrast  to  the  cor-  i 
responding  period  in  homologous  serum  i 
jaundice  this  seems  to  be  enough  evidencej 
to  warrant  a differentiation  in  the  two  ill- 1 
nesses.  However,  as  will  be  shown  later,|| 
many  factors  affect  the  incubation  period  j 
and  one  must  not  mistake  their  effect  upon  i 
the  incubation  period  as  a property  of  the  | 
virus  per  se.  | 

Infectious  hepatitis  affects  the  greatest  ] 
number  of  persons  in  the  fall  and  early  win- 1 
ter.  This  has  been  borne  out  by  the  epidemi-  \ 
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ological  studies  of  many  investigators,  chief 
among  whom  is  Gould. 

CLINICAL  PICTURE 

Infectious  hepatitis  and  homologous 
serum  jaundice  present  a clinical  picture 
which  makes  it  impossible  to  distinguish 
one  from  the  other.  This  has  accounted  for 
much  of  the  confusion  existing  about  the 
two  diseases.  The  only  way  to  differentiate 
the  two  is  through  the  determination  of 
the  incubation  period  together  with  a his- 
tory of  previous  inoculations  or  transfu- 
sions with  human  blood  or  serum  or  derived 
products. 

Nausea,  vomiting,  right  upper  quadrant 
pain  or  distress,  headache,  and  not  uncom- 
monly, diarrhea,  are  among  the  first 
symptoms. 

Icterus  usually  appears  on  an  average  of 
five  days  after  the  onset.  The  height  of  the 
icterus  is  not  proportional  to  the  clinical 
symptoms ; the  icteric  index  varies  from  12- 
15  in  the  subicteric  cases  and  to  220  in 
the  severely  jaundiced  patients.  Liver  ten- 
derness and  hepatomegaly  occur  in  about 
60  per  cent  of  the  cases.  The  red  cell  count 
is  normal  as  is  also  the  hemoglobin  and 
white  cell  and  differential  count.  Leukocyto- 
sis is  rare.  Hematuria  and  back  pain  may 
occur  late.  The  period  of  disability  varies 
from  21  to  90  days  and  averages  35  days. 

Some  observers  report  the  onset  as  occur- 
ring with  acute  chills  and  fever  and  mild 
prostration  together  with  the  aforesaid 
symptoms.  The  more  usual  picture  is  that 
of  a patient  who  feels  perfectly  well  one 
day,  arising  the  next  day  with  a marked 
anorexia,  headache,  and  upper  respiratory 
symptoms.  These  lead  him  to  believe  he  is 
developing  a cold  until  four  to  six  days 
following  the  onset  of  symptoms  he  becomes 
jaundiced. 

Again  to  quote  Turner  in  his  investiga- 
tions of  homologous  serum  jaundice  at 
Camp  Polk:  anorexia  occurred  in  77  per 
cent  of  the  patients,  weakness  in  58  per 
cent,  abdominal  pain  or  distress  in  32  per 
cent  and  vomiting  in  20  per  cent. 

Other  early  symptoms  were  malaise, 
joint  and  back  pain,  urticaria,  burning  of 


the  eyes,  lassitude  and  headache.  A palpable 
tender  liver  was  the  most  common  sign 
other  than  the  icterus. 

The  signs  and  symptoms  of  hepatitis  fol- 
lowing inoculation  with  homologous  serum 
products  differ  in  no  way  from  those  of 
infectious  hepatitis. 

The  laboratory  data  on  such  cases  will  be 
mentioned  later.  Liver  function  tests  show 
the  presence  of  liver  damage  in  the  case  of 
both  types  of  jaundice,  the  icteric  index  is 
elevated  and  other  routine  laboratory  stud- 
ies are  within  normal  limits. 

Albuminuria  and  isosthenuria,  massive 
hemorrhage  into  the  gastrointestinal  tract, 
ascites,  rashes,  and  petechiae  together  with 
anemia  are  the  most  frequent  complications 
of  both  homologous  serum  and  infectious 
hepatitis. 

Edidemiology  is,  thus,  the  only  distin- 
guishing feature  of  infectious  hepatitis  and 
homologous  serum  jaundice. 

Klatskin  and  Rappaport  investigated  res- 
idual liver  damage  due  to  homologous 
serum  jaundice  and  infectious  hepatitis: 
217  patients  considered  fully  recovered 
from  one  _or  both  of  the  diseases  had 
residuals  evidenced  by  symptoms,  hepato- 
megaly or  impaired  liver  function  for  peri- 
ods ranging  up  to  27  years.  The  only  sig- 
nificant symptoms  were  fat  intolerance 
and  right  upper  quadrant  pain. 

The  duration  and  severity  of  the  jaundice 
were  the  significant  factors  in  the  incidence 
of  residuals  varying  directly  with  the  inci- 
dence of  residuals.  The  residuals  were  com- 
patible with  good  health  and  activity  over 
long  periods  of  time. 

BIOCHEMICAL  ASPECTS 

The  biochemical  aspects  of  infectious 
hepatitis  and  homologous  serum  jaundice 
have  been  investigated  but  little.  In  the 
voluminous  literature  on  the  two  illnesses, 
however,  the  following  summarizations  may 
be  made: 

Numerous  laboratory  tests  show  no  dif- 
ference in  the  picture  presented  by  infec- 
tious hepatitis  and  that  presented  by  homo- 
logous serum  jaundice.  An  increased  icteric 
index  is  common  to  both.  The  leukocyte 
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count  rarely  exceeds  12,000  and  rises  from 
a leukopenia  in  the  febrile  and  pre-icteric 
stages  to  this  level  in  the  icteric  stages. 
There  is  a relative  lymphocytosis  during  the 
leukopenic  stage. 

Greenblatt  and  Kaplan  report  target  cells 
that  have  an  increased  resistance  to  hypo- 
tonic saline  solution  during  the  acute  stages 
of  infectious  hepatitis.  The  erythrocyte 
sedimentation  rate  is  only  occasionally 
elevated. 

Hayman  reporting  on  an  outbreak  of 
jaundice  following  yellow  fever  vaccination 
states  that  in  398  cases  the  differential 
count  was  normal. 

Finks  and  Blumberg  found  hepatic  func- 
tion, as  measured  by  the  synthesis  of  hip- 
puric  acid,  seriously  impaired  as  long  as 
two  months  after  the  icteric  index  returns 
to  normal. 

Turner  et  al.  state  that  liver  damage  as 
indicated  by  the  icteric  index,  prolonged 
prothrombin  time,  hyperbilirubinuria,  albu- 
minuria, the  Hanger  flocculation  test, 
darkened  urine,  galactose  tolerance  tests, 
pale  stools,  and  decreased  plasma  proteins, 
point  to  a failure  of  three  and  possibly  four 
liver  functions:  (1)  Ability  to  elaborate 
an  exteral  secretion  such  as  bilirubin  and 
cholic  acid;  (2)  synthesis  of  prothrombin, 
albumin,  cholic  acid,  and  glycogen  from 
galactose,  and  (3)  failure  to  supply  a vas- 
cular channel  between  splanchnic  vessels 
and  vena  cava. 

Oliphant  in  1944  found  that  the  leukocyte 
count,  differential  count  and  Schilling  count 
showed  no  significant  changes  during  the 
period  of  jaundice  of  homologous  serum 
type. 

Many  investigators  have  reported  on 
laboratory  tests  in  homologous  serum  jaun- 
dice and  infectious  hepatitis  and  the  re- 
sults are  all  indicative  of  hepatic  damage 
of  varying  degrees  of  severity. 

Pathologic  data  on  the  fatal  cases  of  both 
homologous  serum  jaundice,  and  infectious 
hepatitis  are  scarce. 

Subacute  central  necrosis  of  the  liver, 
massive  gastrointestinal  hemorrhage,  as- 
cites, rashes  and  petechiae  are  common  to 


all  fatal  cases.  The  latter  findings  can  all 
very  well  be  attributed  to  the  liver  damage. 

Havens,  Paul  and  Sabin,  in  a series  of 
studies  provided  evidence  of  a decreased 
susceptibility  of  the  general  population  of 
ages  greater  than  35  years  to  infectious 
hepatitis.  They  believed  this  to  be  due  to 
subclinical  infection  during  early  life. 

This  was  borne  out  by  the  demonstration 
of  antibodies  in  human  immune  serum  glo- 
bulin prepared  from  large  pools  of  normal 
human  plasma  which  have  been  proved  to 
be  effective  against  the  virus  of  infectious 
hepatitis. 

Stokes,  Neefe,  Gillis,  Brother,  Hall,  Gil- 
more, Keefer  and  Morrissey,  Havens  and 
Paul,  working  separately  and  in  groups 
recommended  the  use  of  human  immune 
serum  (gamma  globulin)  in  the  prevention 
and  treatment  of  infectious  hepatitis. 

Hoagland  and  Shank  believe  that  plasma 
bilirubin  determinations,  the  ratio  of  free 
to  total  cholesterol  and  the  plasma  retention 
of  sulfbromphthalien  are  the  most  useful 
and  unequivocal  tests  agreeing  with  the 
severity  of  the  clinical  findings. 

Liver  tests,  in  general,  seem  to  be  most 
valuable  during  convalescence  when  it  is 
not  possible  to  determine  whether  or  not 
convalescence  is  complete. 

Klatskin  and  Rappaport,  in  investigating 
late  residuals  in  presumably  cured  infec- 
tious hepatitis  found  residuals  of  liver  dam- 
age which,  however,  were  compatible  with 
good  health  and  activity  and  there  is  some 
doubt  that  the  liver  damage  they  describe 
was  not  present  before  the  attack  of  infec- 
tious hepatitis  or  acquired  after  the  at- 
tack as  the  result  of  factors  unrelated  to 
the  hepatitis. 

Lucke  believes  the  restoration  of  liver 
structure  is  complete  in  all  cases  and  criti- 
cizes Klatskin  and  Rappaport  in  the  same 
manner  and  for  the  same  reasons  presented 
above. 

Barker  describes  a group  of  patients  with 
persistent  symptoms,  signs  and  impaired 
function  following  an  attack  of  acute  hepa- 
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titis  who  characteristically  relapse  when 
exercise  is  taken. 

Briskin  presents  evidence  that  impaired 
liver  function  may  exist  without  gross  or 
microscopic  changes  as  is  demonstrated  by 
failure  of  the  liver  to  inactivate  estrogen 
when  injured  by  vitamin  B deficient  diets. 

It  is  of  interest  to  note  that  the  sugges- 
tion has  been  made  that  ultraviolet  light 
may  prove  effective  in  inactivating  the 
causative  agent  of  homologous  serum  jaun- 
dice in  pooled  sera.  However,  the  amount 
of  radiation  necessary  to  destroy  the  agent 
is  very  near  that  amount  which  will  not 
leave  unchanged  the  essential  properties 
of  serum.  The  usefulness  of  the  whole  serum 
or  gamma  globulin  is  destroyed  by  the  tem- 
perature necessary  to  inactivate  the  agent 
although  the  albumin  fraction  may  be  able 
to  survive  this  temperature. 

Janeway  and  Paul  point  out  that  the 
etiologic  agent  of  infectious  hepatitis  or 
homologous  serum  jaundice  has  never  been 
seen,  cultured  or  transmitted  to  laboratory 
animals. 

Herein  lies  the  problem  now  facing  medi- 
cal research. 

EXPERIMENTAL  DATA 

Here  lies  the  key  to  the  problem:  As  in 
all  subjects  in  which  the  medical  profession 
occasionally  indulges  itself  by  the  writing 
of  many  articles  for  current  literature,  this 
phase  is  scarce  in  relation  to  the  accumula- 
tion of  other  data. 

In  the  belief  that  only  through  accurate, 
carefully  executed  and  intelligently  ana- 
lyzed experiments  can  the  reader  chart  a 
course  through  the  sea  of  speculation  in 
which  he  finds  himself,  which  will  bring 
him  to  plausible  conclusions,  this  paper  will 
dwell  at  length  upon  this  aspect  of  homo- 
logous serum  jaundice  and  infectious 
hepatitis. 

Neefe,  Stokes  and  Gellis  reported  in  1945 
the  production  of  homologous  serum  jaun- 
dice in  the  human  volunteers  by  the  par- 
enteral administration  of  materials  known 
to  contain  a causative  agent  of  this  disease. 
After  recovery  the  six  men  were  inoculated 
parenterally  with  a plasma  containing  the 


causative  agent  for  homologous  serum 
jaundice  to  test  for  homologous  serum 
jaundice  immunity. 

Concomitantly,  nine  normal  control  sub- 
jects without  history  of  either  infectious 
hepatitis  or  homologous  serum  jaundice 
were  inoculated  parenterally  with  the  same 
plasma.  None  of  the  six  men  in  the  test 
group  developed  incapacitating  symptoms 
or  jaundice,  whereas  eight  of  the  nine  con- 
trol subjects  developed  hepatitis  with 
jaundice.  The  six  men  were  then  inocu- 
lated, one  orally  and  five  parenterally  with 
materials  known  to  contain  a causative 
agent  of  infectious  hepatitis  to  test  for  cross 
immunity.  Twelve  normal  controls  with  a 
history  of  hepatitis  also  were  inoculated 
with  these  materials,  six  orally  and  six 
parenterally. 

Of  six  men  tested  for  cross  immunity  five 
again  developed  hepatitis,  evidence  being 
conclusive  in  four  and  very  suggestive  in 
the  fifth.  The  one  not  developing  hepatitis 
had  had  both  infectious  hepatitis  and  ho- 
mologous serum  jaundice  previously.  Five 
of  six  controls  inoculated  orally  developed 
hepatitis.  None  of  the  six  inoculated  paren- 
tally developed  hepatitis. 

The  interval  between  inoculation  with  ho- 
mologous serum  jaundice  agent  the  onset  of 
jaundice  usually  exceeded  60  days.  The 
time  between  inoculation  with  infectious 
hepatitis  agent  and  onset  of  jaundice  did 
not  exceed  37  days  regardless  of  the  route 
of  inoculation. 

The  oral  temperatures  in  homologous 
serum  jaundice  did  not  exceed  100°  F.  re- 
gardless of  the  route  of  inoculation.  The 
oral  temperatures  in  infectious  hepatitis  ex- 
ceeded 100°  F.  regardless  of  the  route  of 
inoculation. 

To  summarize  these  data  the  following 
conclusions  are  reached : 

1.  There  is  a lack  of  cross-immunity  be- 
tween serum  jaundice  and  infectious  hepa- 
titis. 

2.  A batch  of  pooled  human  serum  con- 
taining the  causative  agent  of  homologous 
serum  jaundice  produced  jaundice  in  40  per 
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cent  of  those  inoculated  with  it.  Inocula- 
tion of  volunteers  with  the  same  serum  it- 
self produced  hepatitis  and  jaundice  in  a 
similar  percentage. 

3.  The  icterogenic  agent  survived  heating 
at  56°  C.  for  one  hour  and  was  still  active 
after  storage  for  14  months  in  the  dried 
state. 

4.  A number  of  those  injected  with  the 
icterogenic  agent  showed  evidence  of  liver 
damage  of  insufficient  severity  to  produce 
jaundice. 

5.  Results  obtained  on  two  volunteers  are 
not  incompatible  with  the  view  that  the 
icterogenic  agent  present  in  the  blood  in 
homologous  serum  jaundice  is  capable  of 
multiplying  in  tissue  culture. 

Neefe,  Stokes,  Reinhold  and  Lukens,  in 
experiments  using  nine  white  male  volun- 
teers between  the  ages  of  18  and  25,  re- 
ported the  following  results ; Incidence, 
10  out  of  10  volunteers. 


rum  jaundice  agent  appeared  in  12  to  35 
days  after  inoculation. 

Previous  estimates  of  the  incubation 
period  had  been  60  to  100  days.  Could  not 
the  true  incubation  period  be  12  to  35  days? 
Paul,  Havens,  and  Sabin  in  transmission 
experiments  with  serum  jaundice  and  infec- 
tious hepatitis  found  that  infectious  hepa- 
titis can  readily  be  produced  in  man  via  the 
oral  routes.  This  can  be  accomplished  by 
feeding  infective  feces  or  by  spraying  such 
material  into  the  nasopharyngeal  passages. 
Similarly  the  disease  can  be  produced  by 
feeding  infective  serum  as  well  as  by  its 
parenteral  administration. 

These  experiments  are  in  close  agreement 
with  the  epidemiologic  aspects  of  an  epi- 
demic of  hepatitis  reported  in  a children’s 
summer  camp  in  Pennsylvania  in  which  the 
infective  agent  was  demonstrated  to  be 
present  in  the  well  water  of  the  camp.  Thus, 
it  is  definite  that  the  agent  of  infective 
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Number 

Hepatitis  with 

Hepatitis  without  Jaundice 

Negative 

Material 

Inoculated 

Overt  Jaundice 

Definite 

Probable 

Results 

Plasma  ‘A’ 

6 

5 

0 

Plasma  ‘B’ 

2 

2 

1 

0 

Yellow  fever  virus 

2 

1 

1 

0 

Lot  335 

These  volunteers  had:  (1)  No  significant 
medical  history  or  physical  abnormalities; 

(2)  normal  red  and  white  cell  counts,  nor- 
mal red  blood  cell  fragility,  urinalysis  and 
serology;  (3)  normally  functioning  gall- 
bladder; (4)  no  evidence  of  hepatitis  dis- 
turbance. 

The  clinical  courses  were  as  follows:  (1) 
Mild  symptoms  and  signs  appeared  12  to 
35  days  after  inoculation;  (2)  these  symp- 
toms and  signs  abated  and  an  asymptomatic 
interval  or  interval  with  periodic  recur- 
rences of  mild  symptoms  and  signs  followed 
which  after  73  to  110  days  culminated  in 
clinical  jaundice.  The  course  thereafter 
was  similar  to  that  of  infectious  hepatitis ; 

(3)  hepatitis  was  present  long  before  jaun- 
dice occurred. 

Thus,  Neefe  et  al.  found  that  the  first 
signs  of  hepatitis  following  inoculation  with 
serum  products  containing  homologous  se- 


hepatitis  is  present  in  the  feces  and  possibly 
in  the  urine. 

Findlay  and  Wilcox  found  the  transmis- 
sion of  infectious  hepatitis  to  take  place  via 
the  feces  and  the  urine.  With  the  exception 
of  one  report  by  Oliphant  all  investigators 
are  in  agreement  on  the  route  of  transmis- 
sion as  presented  above. 

McCallum  and  Bradley  found  the  virus 
in  the  feces  and  that  the  disease  can  be  in- 
duced after  a 20  day  incubation  period,  by 
feeding  such  material  to  arthritic  patients 
who  volunteered  for  these  experiments. 

The  infective  material  was  collected  from 
several  patients  in  the  early  stages  of  in- 
fectious hepatitis.  Two  of  three  volunteers 
developed  the  disease  in  20  to  22  days  after 
having  been  fed  such  material. 

Havens,  Ward,  Drill  and  Paul  further 
reported  that  the  serum  taken  from  two 
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patients  with  infectious  hepatitis  in  the  pre- 
icteric  stage  was  filtered  and  immediately 
heated  to  56°  C.  for  30  minutes.  This  heated 
serum  filtrate  produced  infectious  hepatitis 
in  four  out  of  five  human  volunteers  with 
an  incubation  period  ranging  from  20  to 
31  days. 

Some  of  the  latter  group  of  volunteers 
had  recovered  some  months  before  from 
homologous  serum  jaundice  but  this  appar- 
ently did  not  protect  them  against  an  attack 
of  infectious  hepatitis.  Thus,  with  this 
strain  of  virus  jaundice  hepatitis  was  pro- 
duced in  six  of  11  subjects  when  the  virus 
was  inoculated  and  in  six  of  eight  subjects 
when  the  virus  was  fed.  The  incubation 
period  was  invariably  less  than  34  days  in 
these  experiments. 

Findlay  and  Martin  demonstrated  that 
when  postnasal  inoculation  is  used  to  trans- 
mit hepatitis  to  man  the  incubation  period 
is  28  to  50  days. 

One  might  conclude  that  the  alleged  dif- 
ference in  the  incubation  period  in  homolo- 
gous serum  jaundice  and  infectious  hepa- 
titis seems  to  be  associated  with  the  route 
of  inoculation  and  is  not  necessarily  a real 
difference  due  to  disparity  in  the  agent  of 
the  two  diseases. 

An  antigen  made  with  the  livers  of  pa- 
tients dying  with  infectious  hepatitis  fixes 
complement  with  the  sera  of  patients  who 
have  recovered  from  infectious  hepatitis 
and  from  post-inoculation  hepatitis. 

Neefe,  in  a series  of  experiments  with  the 
causative  agents  of  homologous  serum  jaun- 
dice and  infectious  hepatitis,  reached  the 
following  conclusions  substantiated  by  his 
experiments : 

1.  Persons  previously  infected  with  the 
virus  of  homologous  serum  jaundice  were 
more  susceptible  as  a group  to  parenterally 
infected  virus  of  infectious  hepatitis. 

2.  Persons  previously  infected  with  the 
virus  of  homologous  serum  jaundice  were 
not  protected  from  infection  with  the  virus 
of  infectious  hepatitis. 

3.  Men  with  resistance  to  a second  inocu- 
lation with  the  virus  of  homologous  serum 


were  not  resistant  to  infection  with  the 
virus  of  infectious  hepatitis. 

4.  Men  recovered  from  infectious  hepa- 
titis could  not  be  infected  with  the  virus 
the  second  time. 

5.  Men  recovered  from  homologous  serum 
jaundice  could  not  be  infected  with  the  virus 
a second  time. 

6.  Infection  with  homologous  serum  jaun- 
dice provided  no  immunity  to  infectious 
hepatitis  and  vice  versa. 

7.  Parenteral  injection  of  infectious  he- 
patitis agent  gave  resistance  to  infectious 
hepatitis  as  acquired  by  the  oral  route  sug- 
gesting a method  of  immunization. 

8.  Two  persons  were  not  resistant  to  ho- 
mologous serum  jaundice  virus  four  and  10 
years  respectively  after  so-called  “catarrhal 
jaundice.” 

9.  Two  persons  were  resistant  to  infec- 
tious hepatitis  virus  five  and  18  years  re- 
spectively after  an  attack  of  “catarrhal 
jaundice.” 

10.  Virus  producing  infectious  hepatitis 
in  Sicily  gave  protection  against  the  virus 
producing  infectious  hepatitis  in  Pennsyl- 
vania. 

However,  this  strain  was  reported  by 
Havens  and  Paul  to  produce  hepatitis  ef- 
fectively by  the  oral  or  parenteral  route  of 
administration. 

Havens,  studying  the  period  of  infectivity 
of  patients  with  experimentally  induced  in- 
fectous  hepatitis  found  the  “virus”  in  the 
serum  in  the  acute  phase  of  the  disease  but 
not  midway  through  the  incubation  period 
or  in  the  serum  or  stools  in  the  convalescent 
period  of  infectious  hepatitis. 

In  homologous  serum  jaundice  the  pres- 
ence of  the  virus  has  been  demonstrated 
one-third  and  two-thirds  through  the  incu- 
bation period  in  human  volunteers. 

Further  substantiation  was  afforded  by 
other  experiments  in  which  pooled  speci- 
mens of  urine  and  nasopharyngeal  washings 
obtained  from  five  patients  in  the  acute 
phases  of  infectious  hepatitis  when  the 
virus  was  proved  to  be  in  the  stools  and 
serum  were  fed  and  given  intranasally  to 
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six  volunteers.  Infectious  hepatitis  was  not 
produced  in  any  of  the  volunteers. 

For  other  experimental  data  the  reader 
is  referred  to  the  bibliography. 

The  data  as  given  above  summarize  and 
typify  the  similarity  and  differences  be- 
tween homologous  serum  jaundice  and  in- 
fectious hepatitis. 

Other  experiments  are  merely  repetitions 
of  the  data  as  obtained  by  the  experiments 
discussed  above. 

DISCUSSION 

Many  conclusions  are  possible  from  the 
data  obtained. 

In  a recent  editorial  in  the  Lancet  the 
possibilities  tentatively  presented  were : 

1.  Infectious  hepatitis  and  homologous 
serum  jaundice  are  due  to  one  and  the  same 
virus. 

2.  Different  agents  produce  the  same 
clinical  picture  but  are  not  mutually  pro- 
tective. This  may  be  similar  to  the  condi- 
tion prevalent  in  influenza  in  which  “A” 
type  virus  and  “B”  type  virus  produce  the 
same  clinical  picture  but  are  not  mutually 
protective. 

3.  Different  strains  of  the  same  virus 
which  are  antigenically  related  produce  the 
diseases.  However,  these  possibilities  leave 
out  one  of  the  most  important  ones:  one 
which  seems  increasingly  possible  in  the 
light  of  recently  accumulated  data,  namely 

4.  The  two  diseases  are  produced  by  en- 
tirely different  and  unrelated  agents  which 
principally  affect  the  same  systems  and  or- 
gans wherein  lies  their  only  similarity. 

This  paper  by  title  proposes  two  possi- 
bilities: (1)  the  diseases  are  the  same  or 
(2)  they  are  different  as  regards  etiology. 

One  is  compelled  to  define  the  terms  used 
here  in  order  to  avoid  confusion. 

By  different  etiologies  is  meant  etiologies 
due  to  different  agents.  Whether  or  not 
they  are  both  bacteria  or  viruses  makes  no 
difference  for  just  as  bacteria  are  of  many 
and  varied  kinds  so  are  viruses. 

There  is  no  argument  when  one  states 
that  the  virus  of  yellow  fever  differs  from 
the  virus  of  influenza.  This  is  a proved 


known  recognized  fact.  Then  is  it  not  con- 
ceivable that  homologous  serum  jaundice 
and  infectious  hepatitis  are  caused  by  dif- 
ferent viruses? 

Since  a virus  is  submicroscopic  in  size, 
methods  to  prove  the  existence  of  such  have 
revolved  about  the  study  of  the  antigenic 
properties  of  the  virus. 

Its  ability  to  produce  the  same  clinical 
picture  in  subsequent  victims,  the  uniquity 
of  its  epidemiology  and  its  ability  to  stimu- 
late the  formation  of  protectve  antibodies 
in  the  individual  affected  which  protect 
against  subsequent  attacks  are  vital  tools 
in  its  differentiation  from  other  viruses. 

The  least  important  of  all  the  above  men- 
tioned criteria  is  the  ability  to  produce  simi- 
lar clinical  pictures  in  subsequent  victims. 

Any  illnesses  attacking  the  same  organ 
can  produce  similar  clinical  pictures  and 
upon  this  premise  in  the  light  of  other  dif- 
ferences found  it  is  the  essayist’s  opinion 
that  homologous  serum  jaundice  and  infec- 
tious hepatitis  are  different  diseases  related 
only  in  similar  clinical  pictures  and  in  that 
each  is  caused  by  a virus. 

What  proof  is  there  to  support  this  con- 
clusion? 

1.  Incubation  period  of  infectious  hepa- 
titis is  approximately  three  weeks;  that  of 
homologous  serum  jaundice  is  approximate- 
ly three  months. 

2.  Infectious  hepatitis  is  transmitted  via 
the  gastrointestinal  tract  and  homologous 
serum  jaundice  to  date  has  not  been  trans- 
mitted except  via  parenteral  inoculation. 

3.  The  causative  agent  of  infectious  he- 
patitis is  present  in  the  feces  of  persons 
with  this  disease  and  produces  the  disease 
when  administered  orally.  The  causative 
agent  of  homologous  serum  jaundice  has 
never  been  demonstrated  in  the  feces  of 
persons  suffering  with  this  disease. 

4.  The  transmission  of  the  causative 
agent  to  other  persons  via  means  other  than 
injection  of  blood  products  is  common  with 
infectious  hepatitis  and  rare  with  homolo- 
gous serum  jaundice.  Findlay  and  Martin 
in  1943  reported  the  transmission  of  what 
they  believed  to  be  homologous  serum  jaun- 


Haggard — Infectious  Hepatitis 


157 


dice  by  nasopharyngeal  washings.  Mac- 
Collum  and  Bradley  had  only  doubtful  suc- 
cess with  similar  material  from  homologous 
serum  jaundice  cases.  The  weight  of  evi- 
dence seems  to  favor  the  view  that  homolo- 
gous serum  jaundice  is  produced  only  by 
the  parenteral  injection  of  blood  products. 

5.  Homologous  serum  jaundice  does  not 
spread  from  patient  to  patient  under  condi- 
tions favoring  the  spread  of  upper  respira- 
tory infections  and  bacillary  infections  as 
does  infectious  hepatitis. 

6.  There  is  a lack  of  cross  immunity  be- 
tween homologous  serum  jaundice  and  in- 
fectious hepatitis.  This  was  very  effectively 
proved  by  Paul,  Havens,  Sabin  and  Phillip. 

7.  Gamma  globulin  protects  against  in- 
fectious hepatitis  and  apparently  is  ineffec- 
tive against  homologous  serum  jaundice. 

8.  The  mortality  in  homologous  serum 
jaundice  seems  higher  than  in  infectious 
hepatitis. 

9.  Fever  and  upper  respiratory  infections 
are  more  frequent  with  infectious  hepatitis 
than  with  homologous  serum  jaundice.  Also 
there  is  characteristic  second  wave  of  jaun- 
dice in  infectious  hepatitis  which  does  not 
occur  with  homologous  serum  jaundice. 

10.  An  attack  of  either  illness  confers  an 
immunity  against  a second  attack  of  the 
same  nature  but  as  mentioned  before,  not 
against  the  other  illness.  Cameron  reports 
that  a second  attack  of  infectious  hepatitis 
is  not  uncommon  in  Palestine  where  the 
disease  is  endemic.  However,  experimental 
evidence  is  strongly  against  this  and  lacking 
more  convincing  evidence  we  must  assume 
that  second  attacks  do  not  occur. 

11.  Clinically,  an  attack  of  homologous 
serum  jaundice  is  more  severe  than  an  at- 
tack of  infectious  hepatitis.  The  occurrence 
of  fever,  however,  is  a questionable  means 
of  distinction. 

Looking  at  the  problem  from  another 
viewpoint  Oliphant  very  logically  believes 
that  minor  differences  in  the  clinical  mani- 
festations may  exist  because  of:  (1)  Dif- 

ferences in  the  portal  of  entry  of  the  agent ; 
(2)  conditions  under  which  the  agent  or 
agents  have  existed  prior  to  entry,  as  for 


example,  the  desiccation  of  the  blood  prod- 
ucts incident  to  their  use  in  serums;  (3)  the 
possible  presence  of  immune  bodies  in  the 
hepatitis-producing  serum  or  plasma  pools 
that  may  be  temporarily  protective. 

To  quote  Oliphant,  he  sums  up  his  con- 
clusions by  stating:  “Thus  the  length  of 

the  incubation  period,  the  clinical  phenom- 
ena and  the  pathological  changes  do  not 
appear  to  provide  a satisfactory  basis  for 
distinguishing  between  the  etiologic  agents 
of  these  diseases.  The  only  logical  differ- 
ence seems  to  be  the  tendency  of  the  epi- 
demic type  of  hepatitis  to  spread  among 
contacts.” 

Findlay  and  Martin  following  the  same 
line  of  reasoning  concluded  that  infectious 
hepatitis  and  homologous  serum  jaundice 
are  due  to  the  same  or  very  closely  related 
agents. 

They  believed  that  patients  who  have  had 
an  attack  of  infectious  hepatitis  have  some 
although  not  complete  immunity  against 
homologous  serum  jaundice  and  presented 
some  evidence  in  support  of  this  view. 

The  authors  supporting  the  view  that  the 
diseases  are  due  to  the  same  agent,  however, 
have  not  overcome  the  chief  and  most  con- 
vincing obstacle  in  the  pathway  of  such  a 
view. 

The  lack  of  cross  immunity  between  the 
two  diseases  while  each  produces  immunity 
against  itself  is  much  too  strong  a bit  of 
evidence  to  be  put  aside  lightly. 

Many  attractive  theories,  among  which 
one  has  been  mentioned  in  this  paper,  have 
been  presented  to  account  for  the  lack  of 
cross  immunity  between  the  two  diseases. 

To  support  these  theories  other  unusual 
and  at  times  unlikely  theories  must  be  for- 
warded. On  the  other  hand  the  premise  that 
the  two  diseases  are  due  to  different  etiol- 
ogic agents  necessitates  no  such  theorizing. 

Sodeman,  in  a review  of  the  literature, 
states  that  two  chief  differences  rest  in  the 
incubation  periods  and  the  epidemiology  of 
the  two  diseases. 

Wthout  becoming  emotionally  attached  to 
one  or  the  other  views  and  weighing  the 
evidence  for  and  against  each  one  as  the 
evidence  is  now  available,  the  weight  of  evi- 
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dence  is  heavily  in  favor  of  the  view  that 
homologous  serum  jaundice  and  infectious 
hepatitis  are  due  to  entirely  different  eti- 
ologic  agents.  This  statement  must  be  qual- 
ified by  saying  that  new  evidence  may  be 
presented  in  the  future  that  will  make  this 
conclusion  untenable. 

Until  that  time,  however,  in  view  of  the 
evidence  as  presented  in  this  paper,  I am 
unequivocally  in  favor  of  the  premise  that 
the  two  diseases  are  different. 

CONCLUSION 

I feel  compelled  to  acknowledge  the  fact 
that  this  paper  does  just  what  it  criticizes 
other  papers  for  doing : contributing  noth- 
ing new  in  the  way  of  experimental  evi- 
dence. 

Nevertheless  two  viewpoints  have  been 
considered  in,  it  is  hoped,  an  unbiased 
manner  and  a logical  conclusion  has  been 
reached. 

One  would  not  be  so  conceited  as  to  say 
this  is  the  final  conclusion  but  only  that  it 
is  the  most  likely  conclusion  in  our  present 
state  of  knowledge. 

SUMMARY 

1.  The  natural  history,  epidemiology, 
clinical  and  biochemical,  as  well  as  experi- 
mental aspects  of  homologous  serum  jaun- 
dice and  infectious  hepatitis  have  been 
compared. 

2.  Their  differences  and  similarities 
have  been  stated  and  discussed. 

3.  The  conclusion  is  reached  that  homol- 
ogous serum  jaundice  and  infectious  hepa- 
titis are  different  diseases  due  to  different 
etiologic  agents. 
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This  paper  is  based  on  observations  of  a 
series  of  128  needle  biopsies  of  the  liver 
done  on  patients  admitted  to  the  Cleveland 
City  Hospital  and  the  Ochsner  Clinic  from 
1939  to  1947.  The  first  79  of  these  were 
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analyzed  in  detail  elsewhere.^  Since  the  pre- 
liminary report,  however,  additional  infor- 
mation has  been  gained  and  several  reports 
by  others  have  appeared.  Hoffbauer,-  who 
summarized  his  later  experiences,  stated 
that  he  had  had  no  further  difficulties  than 
the  previously  reported  case  of  hemorrhage. 
Gillman  and  Gillman-^'  ° describe  a series 
of  500  biopsies  with  only  one  death  from 
hemorrhage.  Mallory  and  his  coworkers'* 
had  considerable  experience  with  the  pro- 
cedure in  the  Mediterranean  theatre  in  con- 
nection with  epidemic  hepatitis.  With  in- 
creasing familiarity  with  the  technic,  the 
risk  becomes  minimal. 

The  first  method  of  liver  biopsy  to 
have  been  employed  extensively  was  per- 
formed by  the  introduction  of  a small  bore 
needle  into  the  liver  with  or  without  the 
previous  administration  of  an  anesthetic 
and  aspiration  of  a few  cells  with  a small 
syringe.  These  were  expressed  onto  a slide 
smear  and  examined  directly  and  again 
after  staining  with  the  Romanovsky  dye. 
This  method  carried  little  or  no  risk  but 
the  information  it  supplied  was  minimal. 
It  has  largely  been  discarded. 

The  method  commonly  in  use  at  present 
consists  in  the  introduction  of  a trocar 
about  2 mm.  in  diameter  and  either  aspira- 
tion or  compression  extraction  of  a core 
of  tissue.  Approach  has  usually  been 
through  the  ninth  interspace  in  the  posteri- 
or axillary  line  or  below  the  right  costal 
margin,  though  mid-axillary  and  anterior 
axillary  approaches  have  also  been  used. 
European  proponents  of  the  technic  have 
almost  all  used  the  intercostal  approach  and 
they  have  had  by  far  the  majority  of 
deaths. '■  “ Liver  biopsy  was  first  in- 

troduced in  New  Orleans  by  Tripoli  and 
Fader. They  reported  14  biopsies  done 
with  the  Silverman  needle  by  the  anterior 
subcostal  approach  without  complications. 

The  series  to  be  reported  has  been  divid- 
ed into  two  groups  for  purposes  of  compari- 
son. The  first  group  consists  of  biopsies 
done  from  1939  to  July  1,  1943  when  no  spe- 
cial instruments  were  used  and  the  second 
group  comprises  all  biopsies  done  from  July 
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1,  1943  to  April  10,  1947  with  the  Silver- 
man^®  or  Roth-Turkel  needles. 

The  Silverman  instrument  employs  a split 
inner  needle ; it  is  introduced  through  a tro- 
car and  thrust  beyond  the  trocar  into  the 
tissue  enclosing  a small  core  between  its 
prongs.  The  trocar  is  then  advanced,  com- 
pressing and  freeing  the  core  of  tissue  and 
the  whole  is  withdrawn. 

The  Roth-Turkel  needle,  on  the  other 
hand,  consists  of  an  outer  trocar  with  sty- 
let and  an  inner  hollow  needle  with  small 
saw-teeth  at  the  end.  The  trocar  is  intro- 
duced to  the  surface  to  be  examined  and  the 
stylet  removed;  the  inner  needle  is  insert- 
ed, slowly  advanced  and  rotated  back  and 
forth  to  cut  out  a core  of  tissue  about  2 
mm.  in  diameter.  After  the  proper  depth 
has  been  reached,  the  needle  is  rotated  sev- 
eral times  in  a clockwise  direction  to  free 
the  core  and  then  withdrawn  as  negative 
pressure  is  maintained  with  an  attached 
20  c.c.  syringe.  The  specimen  obtained  is 
usually  0.2  cm.  x 2 cm.  to  3 cm. 

Biopsy  is  done  at  the  bedside  with  ordi- 
nary sterile  precautions  and  procaine  infil- 
tration anesthesia  which  is  carried  down  to 
include  Glisson’s  capsule,  if  possible.  Fur- 
ther exploration  is  done  with  a long  22  or 
25  gauge  needle  to  obviate  the  possibility 
of  entering  a large  blood  vessel  or  a collec- 
tion of  pus  with  the  trocar.  The  skin  is  in- 
cised with  a bistoury  and  the  biopsy  ac- 
complished, the  needle  usually  being  direct- 
ed upward  and  to  the  right  toward  the  cen- 
ter of  the  liver.  Approach  is  usually 
through  the  right  subcostal  region  a few 
centimeters  to  the  right  of  the  xiphoid  proc- 
ess unless  there  is  a specific  nodule  to  be 
transfixed.  A pressure  dressing  is  applied 
and  the  patient  is  allowed  full  activity. 
Little  pain  is  experienced ; one  dose  of  anal- 
gesic immediately  after  biopsy  is  usually 
sufficient.  In  the  more  recent  biopsies  the 
patients  have  not  complained  of  pain  even 
the  next  day.  As  a precaution  blood  pres- 
sure and  pulse  rate  are  checked  at  frequent 
intervals  for  the  first  few  hours  following 
the  procedure.  Routine  bleeding,  clotting 
and  prothrombin  times  are  determined  pre- 
operatively.  Biopsy  is  contraindicated  in 


the  presence  of  uncontrollable  hemorrhagic 
tendency. 

It  is  felt  that  the  presence  of  significant 
ascites  is  an  additional  hazard  in  that  ap- 
proximation of  visceral  and  parietal  peri- 
toneum may  be  prevented.  Biopsies  should 
then  await  removal  either  by  diuretics  or 
paracentesis.  Risks  of  biopsy  include  hem- 
orrhage into  the  peritoneal  cavity  or  abdom- 
inal wall ; perforation  of  nearby  viscera, 
such  as  the  large  or  small  intestine,  gall- 
bladder, common  duct  or  hepatic  duct;  the 
introduction  of  infection  or  the  spread  of 
localized  infection.  In  our  series  of  12B  bi- 
opsies the  only  complication  was  one  severe 
hemorrhage.  The  patient  succumbed  about 
24  hours  after  the  biopsy  was  done  and  at 
autopsy  it  was  discovered  that  approxi- 
mately 500  c.c.  of  blood  had  been  lost.  In 
view  of  the  severe  hepatic  damage,  biliary 
nephrosis  and  absence  of  shock  before  death 
it  was  the  opinion  of  the  pathologist  that 
the  cause  of  death  was  hepatic  and  renal 
failure  rather  than  hemorrhage.  In  22  au- 
topsies and  one  peritoneoscopy,  no  evidence 
of  serious  damage  other  than  the  case  of 
hemorrhage  was  found. 

Table  1 shows  the  number  of  biopsies 
done  during  the  two  periods  with  the  degree 
of  success.  The  concomitant  increase  in  the 
number  of  biopsis  and  percentage  of  suc- 
cess are  easily  seen.  Biopsies  were  consid- 
ered successful  if  sufficient  tissue  was  ob- 
tained for  pathologic  study. 

T.VBLE  1 

COMP.VRISON  OP  SUCCESSFUL  AND  HELPFUL 
P.IOPSIES  FOR  I'ERIODS  1039-1943  AND 
1943-1047 

^ 3 V-  s 

(iroiip  9 ^ i t 

, .2  S t ^ 

2 2 2 — 2 

1-1939-1943  26  16  61.5  13  80.0 

n-1943-1947  102  93  91.2  79  85.0 

The  relative  frequency  of  diagnosis  is 
shown  in  table  2.  These  have  been  reported 
by  many  different  pathologists  and  their 
diagnoses  are  unaltered  though  the  slides 
have  since  been  reviewed.  There  isastriking 
difference  in  the  relative  frequency  of  both 
the  diagnostic  and  the  unsucceessful  biop- 
sies before  and  after  the  introduction  of  the 
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special  needles.  Contrary  to  the  early  group 
the  diagnosis  of  cirrhosis  has  now  become 
the  most  common  and  with  the  almost  in- 
variably good  specimens  now  obtained  and 
accurate  autopsy  check  the  diagnosis  of 
“consistent  with  Laennec’s  cirrhosis”  has 
been  discarded.  Criteria  for  the  diagnosis 
of  cirrhosis  include  perilobular  fibrosis, 
bile  duct  regeneration,  alteration  of  lobular 
architecture  and  invasion  of  the  lobules  by 
fibrous  tissue.  The  diagnosis  of  carcinoma 
includes  all  slides  in  which  the  diagnosis 
of  malignant  neoplasm  was  made.  The  diag- 
nosis of  fatty  metamorphosis  was  at  times 
a primary  one  but  in  many  cases  of  tumor 
or  cirrhosis  it  was  a secondary  one.  The 
classification  of  acute  hepatitis  includes 
both  periportal  and  diffuse  types.  The  un- 
satisfactory cases  are  those  in  which  suffi- 
cient tissue  was  lacking  for  histologic  diag- 
nosis. Of  the  nine  unsatisfactory  biopsies 
in  the  later  group,  three  were  in  patients 
who  subsequently  had  satisfactory  biopsies 
and  one  was  a small  child  whose  lack  of 
cooperation  made  biopsy  impossible. 


well  differentiated  acini.  The  diagnosis 
of  normal  glycogen  storage  was  probably 
correct  but  was  not  subject  to  check  at  au- 
topsy because  of  postmortem  tissue 


TABLE  3 


COMPARISON  OF  BIOPSY  . 

FOR  PERIODS  1939- 
Diagnoses 

Biopsy 

1.  Blood  (2) 

2.  Tumor 

3.  Normal  liver 

4.  Metastatic  carcinoma 

5.  Glandular  acini 

6.  Carcinoma 

7.  Cirrhosis 

8.  Normal  glycogen 

1943- 

1.  Hemosiderosis 

2.  Metastatic  carcinoma 

3.  Carcinoma 

4.  Normal  liver 

5.  Cirrhosis 

6.  Cirrhosis 


VND  AUTOPSY  DIAGNOSIS 
1943  AND  1943-1947 

1939-1943 

Autopsy 

Metastatic  carcinoma 
(esophagus) 

Primary  carcinoma 
Focal  fibrosis 
Metastatic  carcinoma 
(bronchus) 

Bile  duct  carcinoma 
Metastatic  carcinoma 
(trachea) 

Cirrhosis 

Fatty  metamorphosis 
1947 

Hemochromatosis 
Metastatic  carcinoma 
(pancreas) 

Metastatic  carcinoma 
(bronchus) 

Passive  hyperemia 
Carcinoma;  cirrhosis 
Cirrhosis 


7.  Cirrhosis 

Cirrhosis 

TABLE 

2 

8.  Metastatic  carcinoma 

Metastatic  carcinoma 

FREQUENCY  OF 

DIAGNOSIS 

(esophagus) 

1939-43  1943-47  Total 

9.  Cirrhosis 

Cirrhosis 

Cirrhosis 

1 

32 

33 

10.  Carcinoma 

Primary  carcinoma 

Carcinoma 

8 

22 

30 

(liver) 

Fatty  metamorphosis 

3 

14 

17 

11.  Cirrhosis 

Cirrhosis 

Acute  hepatitis 

0 

9 

9 

acute  hepatitis 

subacute  hepatitis 

Biliary  stasis 

0 

7 

7 

12.  Obstructive  jaundice 

Lymphosarcoma  -with 

Normal  liver 

2 

6 

8 

obstruction 

Necrosis 

1 

4 

5 

(stomach) 

Focal  fibrosis 

0 

3 

3 

13.  Metastatic  carcinoma 

Metastatic  carcinoma 

Hemochromatosis 

0 

2 

2 

(from  colon) 

Acute  cholangitis 

0 

2 

2 

14.  Metastatic  carcinoma 

Metastatic  carcinoma 

Chronic  passive  congestion 

0 

1 

1 

(from  colon) 

Hemosiderosis 

1 

0 

1 

15.  Cirrhosis 

Cirrhosis 

Amyloidosis 
Unsatisf  actor  jr 

1 

10 

0 

9 

1 

19 

changes.  During  the  later  period  12  of  the 
15  diagnoses  may  be  considered  correct,  but 

The  autopsied  cases 

(table  3) 

afford 

an 

in  one,  a case  of  carcinoma  (probably  pri- 

opportunity  to  check  the  accuracy  of  the 
biopsy  diagnoses.  In  the  early  period  from 
1939  to  1943,  four  diagnoses  may  be  consid- 
ered to  be  correct,  whereas  in  two  cases 
the  lesion  was  missed.  A case  of  carcinoma 
of  the  esophagus  metastatic  to  the  liver  in 
which  only  blood  was  obtained  by  biopsy 
must  be  considered  an  error  as  must  the 
case  of  bile  duct  carcinoma  which  was  called 


mary)  of  the  liver,  the  diagnosis  was 
missed  although  the  accompanying  cirrho- 
sis was  correctly  diagnosed.  The  case  of 
passive  hyperemia  diagnosed  at  autopsy 
probably  was  not  present  when  the  biopsy 
was  taken  but  this  cannot  be  proved.  The 
diagnoses  of  hemosiderosis  and  slight 
chronic  periportal  hepatitis  are  not  alto- 
gether satisfactory  in  the  case  of  hemo- 
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chromatosis,  though  they  are  consistent. 

To  assess  the  clinical  value  of  these  biop- 
sies is  difficult  but  it  is  felt  that  if  the 
biopsies  established  a primary  diagnosis  or 
confirmed  a clinical  impression,  they  were 
helpful.  If  they  were  not  in  agreement  with 
the  general  clinical  picture  but  could  not 
establish  a diagnosis  or  were  unsatisfac- 
tory they  were  considered  not  helpful.  In 
the  later  group  it  is  seen  that  91.5  per  cent 
of  the  biopsies  were  successful  and  of  these 
85  per  cent  were  clinically  helpful  in  con- 
trast to  the  earlier  group. 

From  experiences  with  this  series  of 
cases  it  is  felt  that  a biopsy  specimen 
should  be  obtained  in  any  case  of  hepato- 
megaly in  which  the  etiology  is  unknown. 
Biopsies  have  proved  particularly  useful  in 
following  the  progress  of  cirrhosis  and  in 
the  evaluation  of  treatment  of  these  and 
other  chronic  forms  of  hepatic  disease.  In- 
vestigation of  serial  changes  in  epidemic 
and  toxic  hepatitis  has  been  materially  ad- 
vanced by  needle  biopsy.  Further  applica- 
tion in  these  fields  is  to  be  expected.  In 
addition  the  study  of  living  tissue  obtained 
by  human  liver  biopsy  may  aid  in  elucidat- 
ing the  normal  physiologic  function  of  the 
liver  and  its  operations  in  metabolic  dis- 
ease. The  use  of  the  Warburg  technic  with 
these  bits  of  tissue  is  under  consideration 
at  present. 

Generally,  it  is  felt  that  only  easily  pal- 
pable livers  should  be  needled  and  that 
when  a biopsy  is  needed  in  cases  in  which 
the  liver  is  not  palpable,  either  direct  biop- 
sy through  a small  surgical  incision  or  vis- 
ualization with  a peritoneoscope  and  needle 
biopsy  under  guidance  should  be  done.  The 
intercostal  approach  is  not  recommended 
because  of  danger  of  tearing  the  liver 
should  the  patient  inadvertently  breathe 
while  the  needle  is  in  the  liver  and  held 
rigidly  between  the  ribs.  Acutely  ill  pa- 
tients cannot  cooperate  in  the  performance 
of  this  procedure  and  transfixion  of  the 
pleural  space  always  carries  a hazard  of 
empyema,  traumatic  pneumothorax  or  he- 
mothorax or  air  embolism. 

The  use  of  peritoneoscopy  in  every  case 
is  not  recommended  because  it  requires  ex- 


pert training  and  an  expensive  instrument 
and  is  consequently  not  widely  available. 
In  many  cases  the  liver  cannot  be  visualized 
because  of  omental  adhesions  and  the  risk 
is  slightly  increased.  However,  in  special 
cases  in  which  a nodule  is  to  be  transfixed 
under  vision  or  the  liver  cannot  be  palpated 
the  procedure  may  be  justified. 

The  two  needles  in  current  use  each  have 
their  advantages.  The  Silverman  instru- 
ment is  a little  easier  to  handle  and  gives 
positive  results  in  a slightly  greater  per- 
centage of  cases ; however,  the  speciments 
are  usually  macerated  and  cellular  detail 
is  distorted.  The  Roth-Turkel  needle  is 
larger,  yields  larger  specimens  and  pro- 
duces little  or  no  distortion  of  tissue ; how- 
ever, it  is  a little  more  difficult  to  handle. 
In  some  instances  it  may  be  impossible  to 
get  a specimen  with  this  needle. 

It  is  to  be  remembered  that  the  tissue 
obtained  is  only  a small  part  of  a large  or- 
gan and,  although  perfectly  representative 
of  more  diffuse  pathologic  change,  the  his- 
tologic findings  are  always  to  be  inter- 
preted with  caution.  The  focal  lesions  are 
frequently  missed  so  that  a negative  result 
of  biopsy  does  not  rule  out  the  presence  of 
tumor,  infarction  or  other  localized  lesions. 

ST’MMAKY 

Needle  biopsy  of  the  liver  has  now  been 
done  on  128  patients  with  one  serious  com- 
plication and  no  deaths.  Biopsies  have  been 
useful  in  making  diagnoses  as  well  as  in 
following  the  progress  of  patients  with 
hepatic  disease. 
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THE  ETIOLOGY  OF  PEPTIC  ULCER* 
PAUL  B.  DARON,  M.  D. 

New  Orleans 

INTRODUCTION 

Peptic  ulcer  is  defined  in  Borland’s 
American  Illustrated  Medical  Dictionary  as 
“an  ulcer  seated  on  the  mucous  membrane 
of  the  stomach  or  duodenum,  caused  by  the 
action  of  the  acid  gastric  juice.”  In  addi- 
tion “peptic”  ulcers  occur  in  Meckel’s 
diverticuli  containing  functional  gastric 
mucosa,  and  on  the  jejunal  side  of  gastro- 
jejunostomy. Ever  since  the  days  of  the 
early  nineteenth  century,  when  widespread 
interest  in  peptic  ulcer  really  began  to  man- 
ifest itself,  numerous  theories  of  etiology 
have  been  evolved.  As  early  as  1829  Cru- 
veilhier^^  concluded  that  gastritis  was  the 
predisposing  factor  in  peptic  ulcer  and  rec- 
ognized that  digestion  by  the  acid  gastric 
juice  was  the  mechanism  by  which  the  ac- 
tual dissolution  of  tissue  resistance  was 
effected.  In  1848  RokitanskP®  stated  that 
the  lowering  of  the  tissue  resistance  to  acid 
digestion  was  probably  due  to  ischemia  re- 
sulting from  organic  or  functional  closure 
of  the  blood  vessels  supplying  the  mucous 
membrane  of  the  area  involved.  In  1852 
Gunzberg--  recognized  the  erosive  effect  of 
gastric  juice  on  the  mucous  membrane  of 


*Awarded  the  Sidney  K.  Simon  Memorial  Prize 
for  the  best  thesis  on  a subject  having  to  do  with 
diseases  of  the  digestive  tract  and  submitted  to  the 
Department  of  Medicine  of  Tulane  University 
School  of  Medicine. 


the  stomach,  and  in  1853  Virchow^^  restated 
the  opinion  of  Rokitanski.  While  an  enor- 
mous amount  of  experimental  work  has 
been  done,  and  in  spite  of  the  fact  that  we 
have  gained  much  valuable  information  of 
the  physiology  and  pathology  of  the  stom- 
ach and  duodenum,  no  one  theory  has  been 
proposed  which  will  explain  all  the  facts  we 
know  about  peptic  ulcer.  If  there  is  ever 
to  be  a completely  acceptable  theory  of  pep- 
tic ulcer,  according  to  Cook  and  Fuller^-  it 
must  explain  the  following  facts: 

1.  Location  of  ulceration  in  the  stomach 
and  duodenum. 

2.  Rare  occurrence  of  ulcers  at  the  py- 
loric sphincter. 

3.  Rare  occurrence  of  ulcers  outside  the 
ulcer-bearing  area  of  the  stomach  and  duo- 
denum. 

4.  Size  and  shape  of  ulcers. 

5.  The  occurrence  of  acute  and  chronic 
ulcers. 

6.  The  occurrence  of  kissing  ulcers  and 
saddle  ulcers. 

7.  The  age  incidence. 

8.  The  sex  incidence. 

9.  The  occupational  incidence. 

10.  The  presence  of  pain  as  a symptom. 

11.  The  disappearance  of  pain  on  taking 
food,  and  the  reappearance  of  pain  when 
the  stomach  is  about  three-fourths  empty. 

12.  The  mechanism  of  effectiveness  of 
medical  treatment. 

13.  The  mechanism  of  effectiveness  of 
surgical  treatment. 

14.  The  comparative  absence  of  ulcers 
in  such  animals  as  dogs,  swine,  and  cats. 

It  will  not  be  attempted  in  this  paper  to 
present  a theory  which  will  fulfill  all  the 
requirements  of  these  postulates,  for  no 
such  theory  has  yet  been  devised.  Nor  is  it 
likely  that  any  single,  all-embracing  theory 
will  be  forthcoming,  since  the  etiology  prob- 
ably varies  in  the  different  types  of  ulcer. 
However,  the  final  mechanism  in  the  pro- 
duction of  all  gastro-duodenal  ulcers  is 
probably  the  same,  that  is,  digestion  of  the 
mucosa  by  the  acid  gastric  juice.  Just  what 
are  the  predisposing  factors  making  possi- 
ble this  digestion,  and  why  does  it  not  occur 
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in  all  individuals  with  free  hydrochloric 
acid  in  the  gastric  juice,  are  factors  which 
will  be  discussed.  We  shall  not  be  greatly 
concerned  in  this  discussion  with  Curling’s 
ulcers,  or  those  produced  by  unphysiologic 
means.  We  shall  deal  chiefly  with  the 
gastro-duodenal  ulcer  for  which  there  is  no 
obvious  etiology,  and  cite  the  results  of 
some  of  the  unphysiologic  experiments  to 
uphold  or  disprove  ideas  which  have  been 
derived  from  clinical  experience  and  from 
experiments  with  normal  individuals  and 
with  ulcer  patients. 

THE  I’SYCIIOSOM.\TIC  ANI>  COXSTITrTIOX.M. 

■\SPECT  OF  rEl'TIC  ULCEU 

The  importance  of  acid  digestion  in  the 
production  of  peptic  ulcer  has  long  been  rec- 
ognized, and  it  has  been  adequately  demon- 
strated that  most  ulcer  patients  have  hyper- 
chlorhydria.  However,  the  factors  leading 
to  the  excess  secretion  by  the  gastric  mu- 
cosa are  not  well  known,  nor  is  it  known 
why  the  gastric  or  duodenal  mucosa  of  the 
ulcer  patient  is  sometimes  digested  by  a 
gastric  juice  which  contains  no  more  acid 
than  is  seen  in  some  normal  individuals.  Is 
it  not  reasonable  to  assume  that  there  is 
something  inherent  in  the  constitution- 
personality  pattern  of  the  individual  which 
causes  gastric  hypersecretion  and/or  de- 
creased resistance  of  the  gastrointestinal 
mucosa  to  digestion.  In  seeking  the  answer 
to  this  long  unsolved  question.  Wolf,  Stew- 
art, and  Wolff'*-’"  had  the  unique  opportunity 
to  study  a modern  Alexis  St.  Martin,  in- 
cluding a careful  correlation  of  emotional 
status  with  gastric  function.  This  subject 
was  56  years  of  age  and  had  been 
feeding  himself  through  a 3.5  cm.  surgical 
gastrostomy  since  the  accidental  occlusion 
of  his  esophagus  at  the  age  of  nine  years. 
According  to  these  authors  the  man  was  in 
excellent  health  and  rarely  had  stomach 
trouble.  “He  is  shy,  proud,  sensitive,  stub- 
born, and  slightly  suspicious.  He  is  fun 
loving,  but  very  conscientious.”  He  had  a 
collar  of  gastric  mucosa  protruding  on  the 
abdominal  wall,  and  estimates  of  vascular 
change  were  made  by  comparing  the  color 
of  the  gastric  mucosa  to  a standard  scale. 
These  estimates  were  checked  by  a blood 


flow  recording  device.  Standard  analyses 
of  the  gastric  content  were  made  from  as- 
pirated specimens,  and  a careful  note  of 
the  mood,  content  of  thought,  and  preoccu- 
pations was  made.  No  artificial  situations 
were  created  for  purposes  of  this  study,  and 
only  situations  naturally  occurring  in  the 
life  of  this  individual  were  analyzed.  The 
following  facts  were  noted  and  conclusions 
reached : 

1.  Acid  in  small  amount  was  secreted 
continuously. 

2.  Spontaneous  increase  in  acid  produc- 
tion was  accompanied  by  blushing  of  the 
mucous  membrane  and  an  increase  in  the 
motility  of  the  stomach. 

3.  Fear  and  sadness,  which  occurred  in- 
frequently, were  accompanied  by  a decrease 
in  acid  and  a decrease  in  stomach  contrac- 
tions. 

4.  Conflict  involving  anxiety,  hostility, 
and  resentment  were  accompanied  by  in- 
creased acid  and  motility,  and  by  hyper- 
emia. These  responses  were  much  more 
frequent  than  fear  and  sadness. 

5.  Intense,  sustained  anxiety,  hostility, 
and  resentment  were  accompanied  by  pro- 
longed engorgement,  hypermotility,  and  in- 
creased secretion.  Erosion  and  hemorrhages 
appeared  spontaneously  or  were  elicited  by 
slight  trauma. 

6.  The  stimulation  of  an  erosion  by  gas- 
tric juice  caused  an  increase  in  acid  and 
more  general  engorgement. 

7.  The  lining  of  the  stomach  was  pro- 
tected by  mucous.  There  is  no  mucous  in 
the  duodenum. 

8.  It  is  likely  that  this  mechanism  is 
present  in  the  average  ulcer  patient. 

Since  it  is  now  believed  that  there  is  a 
close  connection  between  the  psychic  state 
of  the  individual  and  his  gastric  function, 
and  since  this  connection  is  probably  medi- 
ated by  peripheral  nerves,  it  is  important 
to  understand  the  innervation  of  the  stom- 
ach. The  following  explanation  is  given 
by  Best."  The  abdominal  viscera  are  under 
the  control  of  the  sympathetic  and  the  para- 
sympathetic nervous  systems,  which  are 
more  or  less  antagonistic,  and  which  are 
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more  or  less  in  balance.  The  action  of  the 
autonomic  nervous  system  is  influenced  by 
many  intrinsic  and  many  extrinsic  factors. 
Stimulation  above  a certain  level,  which 
varies  for  each  individual,  and  which  Best 
calls  the  “threshold  of  endurance”  results 
in  an  upset  of  balance,  and  in  some  cases, 
there  is  an  increase  in  parasympathetic 
outflow,  and  in  some  cases  a decrease  in 
sympathetic  activity.  The  upper  viscera 
get  their  parasympathetic  supply  from  the 
cranial  outflow  (vagus  nerve)  which  arises 
from  vegetative  centers  (involuntary) 
which  are  connected  with  the  cortical  cen- 
ters (voluntary).  The  colon  and  lower 
viscera  are  supplied  by  the  sacral  outflow. 
Vagal  stimulation  results  in  hypertonicity 
or  spasm  of  the  pyloric  sphincter,  hyper- 
motility of  the  entire  gastrointestinal  tract, 
and  prolonged  secretion  of  hyperacid  gas- 
tric juices.  Secretion  of  the  protective  mu- 
cous is  first  stimulated,  and  then  inhibited. 
Because  of  the  pyloric  spasm  the  stomach 
has  atony  and  the  gastric  content  is  retained. 
In  addition,  regurgitation  into  the  stomach 
of  the  alkaline  intestinal  juices  and  bile  is 
interfered  with,  and  a further  obstacle  to 
neutralization  of  the  acid  gastric  juice  is 
imposed.  Furthermore,  the  spasm  of  the 
pyloric  sphincter  interferes  with  the  blood 
supply  of  the  mucous  membrane,  and  re- 
sistance is  further  decreased.  This  patho- 
logic physiology  may  occur  in  any  given  in- 
dividual intermittently  or  constantly  for 
varying  lengths  of  time.  Almost  every  fea- 
ture of  this  functional  state  predisposes  to 
digestion  of  the  mucous  membrane,  and  ac- 
cording to  Best  any  given  person  has  only  a 
limited  capacity  for  endurance  of  the  state. 
The  non-acid  secreting  portion  of  the  stom- 
ach and  the  first  portion  of  the  duodenum, 
which  are  most  susceptible  to  acid  digestion, 
are  naturally  the  first  to  succumb. 

The  next  problem  that  arises  is  what 
makes  some  individuals  vagotonic,  or  what 
gives  them  a low  threshold  to  stimuli  which 
produce  a parasympathetic  overflow,  or 
what  gives  them  a lowered  endurance  to 
the  state  of  parasympathetic  overflow.  At 
this  point  we  leave  the  field  which  is  in  the 
realm  of  anatomy  and  physiology  and  enter 


the  fields  of  psychobiology,  psychiatry,  and 
psychoanalysis.  The  psychoanalytic  school, 
according  to  Lapinsohn-®  describes  the  fol- 
lowing as  a typical  pathogenesis  of  the  per- 
sonality pattern  characteristic  of  the  ulcer 
patient.  They  state  that  certain  unhappy 
experiences  interfere  with  normal  psycho- 
sexual  development,  and  the  individual  fails 
to  mature  emotionally.  This  failure  to  ma- 
ture increases  passive  wishing,  as  passivity 
is  correlated  with  earlier  stages  of  phsycho- 
sexual  development.  If  such  an  ego  is 
thwarted  aggresively,  it  reacts  by  feelings 
of  inferiority  and  guilt.  However,  the  whole 
process  is  concealed  under  a flood  of  over- 
compensation, manifested  by  an  independ- 
ent, responsible  attitude  in  adult  life.  This 
regression  to  passivity  causes  a fusion  of 
the  oral  and  the  passive  attitudes,  that  is, 
wishes  to  be  loved,  and  wishes  to  be  fed. 
The  individual  thus  regresses  emotionally 
to  the  infantile,  passive  state  where  being 
fed  and  being  loved  were  characteristic  of 
this  emotional  stage.  The  wish  for  care  is 
repressed,  but  is  easily  converted  to  a de- 
sire to  be  nourished.  Thus,  there  is  initiated 
a continuous,  unconscious,  psychic  stimulus 
which  provokes  vascular,  secretory,  and  mo- 
tor responses  in  the  gastrointestinal  tract 
until  it  behaves  as  if  it  were  taking  food. 
The  constant  hypersecretion  is  not  counter- 
acted by  its  natural  antagonist,  food,  and 
thus  it  has  the  opportunity  to  digest  the 
mucous  membrane.  Or,  stated  another  way, 
emotional  conflict  leads  to  functional 
change  in  the  organ  affected,  which  results 
with  time  in  organic  change. 

Katz-®  states  that  ulcer  is  a disease  of 
civilization.  It  is  absent  in  parts  of  the 
world  where  stress  and  tension  are  minimal. 
He  characterizes  the  ulcer  patient  as  a hy- 
persensitive, hyperirritable,  hyperactive, 
individualist  who  has  a great  deal  of  drive 
and  who  is  very  meticulous.  Distress  often 
begins  in  the  adolescent  period  when  pro- 
found physiological  and  emotional  changes 
occur.  Katz  states  that  they  have  “vague 
‘stomach  pains,’  diarrhea,  severe  constipa- 
tion, and  flatulence.”  The  x-ray  shows  little 
at  this  time.  Bokus  calls  these  conditions 
“pseudo-ulcer,”  or  “pyloro-duodenal  irrita- 
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bility,”  and  says  that  they  are  an  interme- 
diate stage  of  ulcer. 

In  a psychoanalytic  examination  of  33 
young  adult  males  with  gastric  or  duodenal 
ulcer,  Winkelstein^^  and  Rothschild-'^''  found 
a highly  characteristic  psychic  background. 
According  to  these  workers,  the  ulcer  pa- 
tient suffers  from  chronic  frustration,  and 
inward  direction  of  repressed,  strong,  emo- 
tional stimuli  with  prominent  sadistic  and 
masochistic  features.  They  state  that  the 
inward  tension  or  drive  bears  a close  rela- 
tionship to  the  incidence  and  recurrence  of 
peptic  ulcer,  and  that  they  believe  that  pep- 
tic ulcer  is  definitely  a psychosomatic 
disease. 

One  study  by  Bolen^  in  connection  with 
the  emotional  factors  in  peptic  ulcer  is 
very  instructive.  He  took  40  patients  with 
chronic  ulcer  of  long  duration  and  40  pa- 
tients of  the  nervous  type  with  ulcer  and 
with  symptoms  that  disappeared  when  emo- 
tional tension  was  discovered  and  eradi- 
cated. He  determined  the  free  and  total 
acid  after  a 12  hour  period  of  fasting,  and 
used  samples  aspirated  every  15  minutes 
for  one  hour.  He  considered  20-40°  free 
HCl  normal,  40-60°  moderately  high,  and 
over  60°  markedly  high.  All  these  patients 
had  x-ray  evidence  of  ulcer,  and  they  were 
studied  only  when  they  exhibited  symptoms. 
The  majority  of  patients  in  both  groups  had 
more  than  40°  free  acid.  The  patients  in 
group  I,  in  whom  no  emotional  factors  were 
elicited,  were  kept  on  a modified  Sippy  diet, 
and  they  remained  symptom  free  as  long  as 
they  adhered  to  it.  The  patients  in  group 
II,  in  whom  emotional  factors  were  elicited, 
had  the  same  symptoms  as  those  in  group  I, 
but  the  severity  of  their  symptoms  varied 
proportionately  to  the  amount  of  emotional 
stress.  Upon  removal  of  the  specific  dis- 
turbance, the  symptoms  disappeared.  There 
was  a definite  decrease  in  free  acid  and  in- 
total acid  when  the  symptoms  ceased.  The 
obvious  conclusion  to  be  reached  from  the 
results  of  this  experiment  is  that  the  gastro- 
intestinal system  is  closely  bound  up  with 
the  psyche  by  means  of  the  autonomic  sys- 


tem, and  that  ulcer  symptoms  are  relieved 
when  emotional  tension  is  relieved. 

In  addition  to  there  being  a personality 
pattern  which  is  characteristic  of  ulcer  pa- 
tients, there  is  a constitutional  or  structural 
pattern  as  well.  Lapinsohn-®  quoting  Shel- 
don says  that  the  ulcer  patient  usually  has 
a slender,  moderately  large  trunk  with  a 
lightly  built  frame.  The  shoulders  are 
broader  than  the  waist,  and  the  chest  is 
somewhat  larger  than  the  abdomen.  The 
patient  is  high  to  tall.  He  then  introduces 
the  terms  “gynandromorphy”  and  “andro- 
morphy.”  These  refer  to  the  bisexuality 
of  a physique,  the  occurrence  of  the  sec- 
ondary sex  characteristics  of  the  opposite 
sex.  The  characteristics  of  gynandro- 
morphy according  to  Sheldon  are  the  fol- 
lowing : 

1.  Widened  hips 

2.  Broad  pelvis,  fine  form 

3.  Female  hair  distribution 

4.  Fatty  simulation  of  mammary  devel- 
opment 

5.  Small  and  underdeveloped  arms 

6.  Soft  and  velvety  skin 

7.  Well  developed  outer  curve  of  the  leg 

8.  Small  facial  features  with  softened  re- 
lief 

9.  An  intrusion  of  softness 

10.  Long  eyelashes 

The  gynandromorphic  index,  or  the  number 
of  these  listed  features  occurring  in  the 
male  patient,  is  low  in  the  gastric  ulcer  pa- 
tient, but  very  high  in  the  duodenal  ulcer 
patient. 

Lapinsohn  further  states  that  the  electro- 
encephalogram of  the  ulcer  patient  shows 
alpha  waves  three  and  one-half  times  as  fre- 
quent as  in  the  normal  individual.  He  states 
that  this  is  compatible  with  the  passive,  re- 
ceptive type  which  these  people  actually  are 
under  their  front  of  aggression  and  inde- 
pendence. In  addition  they  characteristi- 
cally have  an  electrocardiogram  which 
shows  a slow  sinus  arrhythmia,  and  a 
prolonged  P-R  interval,  also  indicating 
vagotonus. 

CASTKIC  ACIDITY  IN  III.CKK  I'ATIENTS  AND 
IN  NOHMAL  INDinnUALS 

In  spite  of  the  fact  that  much  has  been 
conjectured  about  gastric  acidity  in  ulcer 
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patients,  we  still  have  very  little  actual  in- 
formation on  the  subject.  Most  of  the 
information  obtained  has  been  derived  from 
aspirated  gastric  content  from  fasting  in- 
dividuals or  from  individuals  after  admin- 
istration of  some  kind  of  “test  meal.”  Most 
of  the  test  meals  are  designed  to  stimulate 
one  fraction  or  another  in  the  gastric  con- 
tent, but  few  if  any  are  physiological.  In- 
formation on  the  fluctuations  in  the  gastric 
acidity  over  24  hours  of  normal  activity 
in  the  normal  individual  or  in  the  ulcer 
patient  eating  regular  meals  is  totally  lack- 
ing. The  reasons  for  this  are  mostly  techni- 
cal ones.  It  is  virtually  impossible  to  keep 
a stomach  tube  in  a patient  for  any  pro- 
longed period.  Also  it  is  very  difficult  or 
even  impossible  to  feed  the  subject  normal 
meals  and  have  them  elicit  the  usual  gas- 
tric response,  and  at  the  same  time  evacu- 
ate the  stomach  in  order  to  make  the  neces- 
sary analyses.  In  addition,  the  analysis  of 
gastric  content  containing  food  remains  is 
totally  unsatisfactory. 

However,  the  problem  has  been  ap- 
proached in  various  ways.  One  very  en- 
enlightening  study  was  done  by  Sandweiss, 
Sugarman,  Podolsky,  and  Friedman.-"*^  They 
report  a study  on  the  nocturnal  gastric  se- 
cretion in  38  normal  and  29  duodenal  ulcer 
patients.  They  conducted  their  study  at 
night  because  the  gastric  juice  is  less  con- 
taminated at  that  time,  and  because  they 
were  interested  in  that  seven  or  eight  hour 
period  when  the  stomach  is  empty  and  the 
gastric  secretion  is  not  neutralized  by  ex- 
trinsic agents.  For  purposes  of  this  study 
they  fed  their  subjects  a fairly  normal  meal 
at  6:00  p.  m.  It  consisted  of  45.1  gm.  pro- 
tein, 42.7  gm.  fat,  and  109.8  gm.  carbohy- 
drate, totaling  992  calories.  They  obtained 
the  following  results : 

1.  There  is  a much  lower  titratable  acid 
after  the  meal  than  before  it,  presumably 
because  of  the  absorption  and  dilution  of 
acid  by  the  meal.  Only  after  9 :00  p.  m.  did 
the  concentration  of  acid  begin  to  rise. 

2.  Curves  of  acid  concentration  in  the  nor- 
mal individual  and  in  the  ulcer  patient  are 
the  same  until  12:00  p.  m.  However,  the 


acid  concentration  goes  higher  in  the  nor- 
mal individual  after  this  time. 

3.  Fifty-three  per  cent  of  normal  males 
and  24  per  cent  of  ulcer  patients  had  over 
70°  acid  during  the  night.  This  is  consid- 
ered abnormal. 

4.  The  authors  obtained  a consistently 
greater  volume  of  gastric  juice  in  the  ulcer 
patient.  However,  this  is  true  only,  if  aspir- 
ations are  performed  every  hour  or  once 
during  the  eight  hour  period.  If  continuous 
aspiration  is  employed,  the  volumes  ob- 
tained are  not  significantly  different.  The 
inference  is  that  the  ulcer  patient  does  not 
hypersecrete,  but  does  have  a certain  de- 
gree of  gastric  retention. 

Another  interesting  and  illuminating 
study  in  this  problem  of  gastric  secretion 
was  done  by  Berk,  Rehfuss,  and  Thomas.*'’ 
They  selected  23  active  duodenal  ulcer  pa- 
tients at  random,  all  having  x-ray  evidence 
of  the  lesion,  and  a group  of  normal  individ- 
uals with  no  abdominal  complaint.  The  sub- 
jects swallowed  a double  lumen  tube  before 
breakfast,  after  having  fasting  for  12  hours. 
The  tip  of  the  tube  was  shown  to  be  in  the 
duodenum  by  fluoroscopic  and  x-ray  meth- 
ods, and  samples  were  drawn  simultane- 
ously from  the  stomach  and  duodenum 
every  10  minutes  for  half  an  hour.  The  pH 
of  each  sample  was  determined  electrically, 
and  the  free  and  total  acid  was  titrated 
using  the  standard  indicators.  In  addition, 
the  “excess  neutralizing  ability”,  or  “the 
amount  of  N/10  HCl  necessary  to  bring 
about  a positive  colorimetric  reaction  for 
free  acid”  was  obtained  on  the  samples.  The 
average  pH  in  the  stomach  of  the  fasting  ul- 
cer patient  was  1.65  compared  to  3.51  for  the 
normals.  In  the  duodenal  samples  (fasting) 
the  average  pH  for  ulcer  patients  was  3.69 
compared  to  5.60  for  the  normals.  There  was 
a consistent  overall  increase  in  the  acid  of 
the  ulcer  patient  but  a consistently  greater 
difference  in  the  pH  of  the  gastric  and  duo- 
denal samples  than  in  the  normal  subject. 
The  duodenal  ulcer  patient  showed  less  acid- 
ity with  each  succeeding  aspiration,  and 
fluctuation  in  the  reaction  of  the  contents 
of  the  duodenum  was  more  pronounced  in 
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ulcer  patient,  but  not  as  great  after  fasting 
as  during  digestion. 

The  average  excess  neutralizing  ability 
of  the  duodenal  contents  was  11°  which  is 
less  than  that  which  is  found  in  fasting  nor- 
mals, 17°,  or  in  the  patient  with  ulcer  after 
the  Ewald  test  meal,  14°.  Thirty-seven  and 
one-half  per  cent  of  ulcer  patients  failed 
to  show  excess  neutralizing  ability  whereas 
only  fourteen  and  one-half  per  cent  of  nor- 
mal individuals  failed  to  show  it.  Of  the 
ulcer  patients  who  had  taken  the  Ewald 
meal,  forty-one  and  three  tenths  per  cent 
failed  to  show  excess  neutralizing  ability. 
These  authors  state  that  the  values  obtained 
in  their  determinations  may  not  be  quanti- 
tatively correct,  but  that  they  serve  as  good 
comparative  measures.  To  summarize,  they 
found  that  gastric  acidity  is  higher  in  the 
duodenal  ulcer  patient  than  in  normal  indi- 
viduals ; fasting  gastric  acidity  in  these  pa- 
tients is  almost  the  same  as  that  after  the 
Ewald  test  meal ; the  contents  of  the  duode- 
num are  not  only  more  acid  in  the  fasting 
patient  than  in  the  normal,  but  that  duo- 
denal neutralizing  ability  is  overcome  for  a 
longer  period ; the  neutralizing  ability  of 
the  duodenum  is  defective  in  the  duodenal 
ulcer  patient,  and  it  is  almost  as  good  fast- 
ing as  during  a meal.  This  latter  finding 
may  represent  increased  neutralizing  abil- 
ity in  the  fasting  state  or  impaired  neutral- 
izing ability  after  eating. 

EVIDENCK  FOU  THE  ACID  DIGESTION  THEORY 
OP  UDCER  PRODUCTION 

There  can  no  longer  be  any  doubt  that 
the  actual  dissolution  of  the  gastro-intes- 
tinal  mucosa  in  the  production  of  peptic 
ulcer  is  brought  about  by  the  action  of  the 
acid  gastric  juice.  This  can  be  shown  in 
two  principle  ways.  As  has  been  demon- 
strated many  times,  we  can  produce  peptic 
ulcer  either  by  stimulating  excessive  acid 
gastric  secretion  or  by  removing  the  physi- 
ological antagonists  of  those  secretions. 
Koellinker  and  Miller,  quoted  by  Driver  and 
Carmichael,^'’'  in  1851  were  the  first  to  ob- 
serve that  dogs  and  other  animals  with 
biliary  fistula  frequently  develop  gastric 
and  duodenal  ulcers.  In  1932,  Bollman  and 
Mann  found  that  ligation  of  the  common 


duct  produced  ulcers  in  sixty  per  cent  of 
dogs,  and  in  1935  Blanck  found  that  ulcers 
caused  by  loss  of  bile  in  dogs  could  be  pre- 
vented by  feeding  bile  by  mouth.  In  per- 
fusion experiments  by  Driver  and  Car- 
michael, using  isolated  loops  of  gut  in  anes- 
thetized dogs,  and  exposing  them  to  acid- 
pepsin  mixtures  both  with  and  without  bile 
salts,  they  obtain  some  very  striking  re- 
sults. They  found  that  the  presence  of  bile 
salts  in  the  perfusion  material  greatly  in- 
hibited the  peptic  digestion  of  the  intestinal 
wall  at  a pH  of  1.25,  and  prevented  perfora- 
tion of  a margin  of  138  minutes  with  bile 
as  contrasted  with  82  minutes  when  no  bile 
was  used. 

The  following  experimental  work  cited  by 
Code^^  also  points  unquestionably  to  the 
production  of  peptic  ulcer  by  the  acid  gas- 
tric juice.  Abolition  of  pancreatic  secretion 
by  ligation  of  the  ducts  resulted  in  six  duo- 
denal ulcers  out  of  sixty-one  dogs,  in  ex- 
periments by  Ivy  and  Fauley.  Loss  of  the 
duodenal  secretion  by  removal  of  the  duo- 
denum and  replacing  it  with  jejunum,  into 
which  the  bile  and  the  pancreatic  ducts  have 
been  transplanted  resulted  in  ulcer  in  twen- 
ty per  cent  of  the  dogs  operated  upon  by 
Mann  and  Kawamura  and  Mann  and  Wil- 
liamson. By  ligating  the  common  bile  duct, 
Mann  and  Bollman  secured  73  per  cent  pep- 
tic ulcers  in  their  series.  By  creating  the 
loss  of  pancreatic  juice,  succus  entericus, 
and  bile,  by  means  of  duodenal  drainage, 
Mann  and  Williamson  secured  88  and  95 
per  cent  ulcers  in  two  of  their  series,  and 
Morton,^  and  Fauley  and  Ivy  secured  100 
per  cent  ulcers  in  similar  experiments. 

In  addition  to  producing  ulcer  by  removal 
of  the  physiological  antagonists  of  gastric 
secretion,  we  can  also  produce  this  lesion 
by  stimulating  excess  secretion  of  hydro- 
chloric acid  and  the  ferments  which  usually 
accompany  it.  We  can  not  only  stimulate  ex- 
cess gastric  secretion,  but  we  can  simulate 
and  exaggerate  two  of  the  important  phases 
of  digestion.  We  can  simulate  the  psychic 
and  oral  phase  of  digestion  by  ham  feeding 
as  was  done  by  Silverman  (quoted  by 
Code^^).  He  did  esophagostomies  on  23 
healthy  adult  dogs  and  fed  them  orally  three 


Daron — Etiology  of  Peptic  Ulcer 


169 


;imes  a day  between  the  three  meals  which 
,vere  fed  by  a surgical  gastrostomy.  Eight- 
een of  the  dogs  developed  ulcer  in  14  to  17 
lays.  Their  gastrostomy  meals  consisted  of 
neat,  bouillon,  and  bread,  which  they  re- 
:eived  alternately  with  the  sham  meals, 
lere  we  see  duplicated  almost  perfectly  the 
lonstant  gastric  secretion  of  nervous  origin 
IS  is  postulated  by  the  psychiatrist  in  cases 
)f  chroiiic  anxiety.  Also  we  see  well  demon- 
itrated  the  results  of  the  action  of  the  pow- 
irful  acid  gastric  juice,  not  neutralized  by 
)ne  of  its  most  important  antagonists — 
bod. 

On  the  other  hand  we  can  use  histamine, 
he  gastric  hormone  (?),  to  simulate  a con- 
inued  chemical  phase  of  digestion.  The 
nethod  utilizing  histamine  in  beeswax  to 
)roduce  peptic  ulcer  was  developed  by  Var- 
0 and  Code  in  1940  (quoted  by  Code^^). 
rhey  found  that  a prolonged  gastric  hyper- 
ecretion  was  produced  by  histamine  used 
n this  manner,  and  that  they  could  obtain 
in  equivalent  of  one  to  two  liters  of  N/10 
ICl  in  24  hours  with  one  injection  in  dogs 
dth  gastric  pouches,  compared  to  a four 
lour  period  of  stimulation  produced  by  in- 
ecting  aqueous  histamine,  which  resulted 
n only  about  100  c.c.  of  secretion.  Using 
his  important  new  experimental  method 
or  ulcer  production,  they  obtained  twelve 
leers  in  13  dogs  within  a period  of  30  days, 
sing  daily  injections.  In  another  series  of 
xperiments  with  gastrectomized  dogs,  no 
leers  were  obtained.  Obviously  the  mechan- 
m for  ulcer  production  here  is  gastric  hy- 
ersecretion. 

HE  RELATION  OF  PEPSIN  TO  PEPTIC  ULCER,  AND 
HE  RO'LE  OF  MUCOUS  IN  PROTECTING  THE  MUCOUS 
MEMBRANE  PROM  PEPTIC  DIGESTION 

It  was  observed  by  Komarov^^  that  dogs 
dth  Pavlov  type  gastric  pouches,  which 
Bcrete  a strong  acid  and  a high  concentra- 
ion  of  pepsin  can  live  for  years,  even 
lough  as  much  as  200  c.c.  of  this  power- 
j1  mixture  would  accumulate  in  24  hours, 
nd  even  though  it  would  not  be  aspirated 
lore  than  once  a day.  These  animals  do  not 
evelop  peptic  ulcers.  However,  if  the  juice 
fom  one  of  these  pouches  were  allowed  to 
ime  into  contact  with  the  animal’s  skin,  a 


huge  ulcer  would  develop'  in  only  a few 
hours.  No  material  was  present  in  the  pouch 
that  was  not  present  on  the  skin  except 
mucous.  He  further  observed  that  dogs  with 
the  Heidenhain  type  of  pouch,  which 
secretes  much  acid  but  very  little  pepsin, 
do  not  develop  ulcers  if  the  juice  from  their 
pouch  comes  into  contact  with  their  skin. 
This  led  him  to  pursue  two  ideas — first, 
that  pepsin  is  necessary  for  acid  digestion 
of  the  gastrointestinal  mucous  membrane; 
and  second,  that  there  is  something  in  or 
on  the  lining  of  the  living  stomach  that 
protects  it  from  digestion  by  its  own  secre- 
tion. 

In  following  up  the  first  idea  Komarov 
quotes  a very  important  piece  of  experi- 
mental work  by  Schiffrin,  in  which  time  the 
latter  perfused  isolated  loups  of  cat  intes- 
tine with  HCl  at  a pH  of  1.2,  both  with  and 
without  pepsin  added  to  the  mixture.  In 
using  the  pepsin  containing  mixture,  he 
consistently  got  bleeding,  ulceration,  and 
frequent  perforation.  In  using  plain  HCl 
solutions  for  perfusion  material,  he  noted 
few,  if  any,  harmful  effects  in  the  intes- 
tinal loops  perfused.  He  found  that  he'  did 
get  bleeding  and  ulceration  when  using  acid 
alone  in  perfusion  of  the  stomach  or  in  per- 
fusion of  the  duodenum  through  the  stom- 
ach. However,  upon  closer  examination,  he 
always  found  pepsin  in  appreciable  quanti- 
ties in  the  perfusate.  Even  here,  however, 
ulcers  were  produced  much  quicker  if  an 
acid-pepsin  mixture  were  used  than  if  acid 
alone  were  used.  In  further  work  along  this 
line  Schiffrin  instilled  acid-pepsin  mixtures 
hourly  into  fasting  cats’  stomachs  for  pe- 
riods of  eight  hours  and  found  that  the 
cats  died  in  five  to  eight  days  with  ulcera- 
tion and  hemorrhages.  These  cats  perfused 
with  acid  alone  survived.  Schiffrin  con- 
cluded that  pepsin  is  necessary  for  ulcer 
production. 

In  pursuing  his  second  idea,  Komarov  re- 
viewed the  literature  on  the  chemical  and 
physical  properties  of  gastric  mucous  and 
tried  to  determine  its  efficacy  in  neutral- 
izing the  acid-pepsin  mixture  which  nor- 
mally occurs  in  the  gastric  secretion.  From 
his  studies  he  concluded  that  the  surface 
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mucus,  which  is  seci’eted  constantly  by  the 
gastric  epithelium,  is  effective  in  neutral- 
izing or  otherwise  inactivating  gastric 
juice  and  in  protecting  the  gastric  mucosa 
by  virtue  of  their  properties : 

1.  Mucus  consists  largely  of  a mucopro- 
tein  not  soluble  in  dilute  HCl.  Its  viscosity 
increases  with  the  acidity  of  the  gastric 
content,  and  thus  it  can  mechanically  pre- 
vent contact  of  the  acid-pepsin  mixture  with 
the  mucous  membrane. 

2.  It  can  buffer,  absorb,  and  neutralize 
HCl. 

3.  It  is  relatively  resistant  to  digestion. 
It  is  digested  slowly  at  37°  C.  by  acid-pepsin 
mixtures,  but  after  dissolving  it  forms  an 
acid-insoluble  precipitate  which  is  more  re- 
sistant to  digestion  than  the  original 
mucous. 

Komarov  presents  some  evidence  from 
the  literature  of  a postulated  ferment  “anti- 
pepsin.” Many  men  have  claimed  to  have 
isolated  it,  but  all  of  them  seem  to  disagree 
upon  what  its  physical  properties  are.  Ko- 
marov agrees  with  Lagenskiuld  that  the 
effects  noted  can  be  explained  on  the  pres- 
ence of  albumoses  and  peptoses,  and  in  some 
cases  even  to  inorganic  salts  which  may  have 
contaminated  the  supposedly  “pure”  sub- 
stances isolated. 

ENTEKOOASTUOXK  AND  UK( H!A STIU )NE 

Besides  the  protection  of  the  gastrointes- 
tinal mucous  membrane  by  food,  regurgita- 
tion of  the  alkaline  intestinal  juices,  mu- 
cous, and  the  possible  “antipepsins”,  an- 
other mechanism  of  possibly  great  import- 
ance has  been  discovered.  It  has  long  been 
knowm  that  fat  and  sugar  inhibit  gastric 
secretion  and  motility,  and  induce  a tem- 
porary gastric  retention.  However,  it  has 
only  recently  been  discovered  that  the 
mechanism  for  this  action  is  the  produc- 
tion of  a hormone  called  enterogastrone 
from  the  mucosa  of  the  upper  intestinal 
tract.  According  to  Ivy--^  it  can  be  obtained 
as  an  extract  of  the  upper  intestinal  tract 
and  is  effective  even  when  given  parenter- 
ally.  Fractions  can  be  obtained  which  will 
inhibit  either  the  aoid  sedretion  or  the 
motility  of  the  stomach  independently  of 
the  other  function,  so  “enterogastrone”  is 


probably  composed  of  more  than  one  sub- 
stance. Also  it  has  been  discovered  that 
the  urine  of  dogs  and  man  contains  sub- 
stances which  inhibit  gastric  secretion  and 
motility.  This,  of  course,  suggested  the  idea 
that  the  urinary  substances  may  represent 
the  excreted  foi’m  of  enterogastrone.  The 
urinary  form  has  been  called  “urogastrone.” 

Many  interesting  facts  have  been  dis- 
covered about  these  two  substances  and 
their  bearing  on  gastro-intestinal  physi- 
ology and  pathology.  It  has  been  found  that 
an  increase  or  decrease  in  the  fat  content 
of  the  diet  of  man  or  dog  will  increase  the 
amount  of  urogastrone  in  the  urine  of  man 
or  dog.  Also  it  is  believed  that  the  peptic 
ulcer  patient  excreted  less  urogastrone  than 
the  normal  individual.  When  the  gastro- 
intestinal tract  of  the  dog  is  removed,  the 
urogastrone  excretion  diminishes  greatly, 
but  is  not  entirely  abolished.  The  remaining 
anti-ulcer  substance  may  be  non-specific, 
however.  It  is  also  known  that  pepsin  will 
inactivate  enterogastrone  but  does  not  af- 
fect urogastrone.  Urogastrone  has  been 
tried  in  the  treatment  of  the  ulcer  patient, 
but  its  use  had  to  be  discontinued  because 
it  caused  a local  swelling  at  the  site  of  in- 
jection several  hours  later. 

Some  experimental  work  with  enterogas- 
trone on  dogs  has  been  done  and  it  gives 
very  promising  results  as  a possible  cure 
for  ulcer  patients.  In  dogs  with  the  Mann- 
Williamson  operation,  98  per  cent  die  with- 
in 1 to  9 months  'with  ulceration  of  the 
stomach  or  duodenum.  However,  in  33  dogsi 
with  this  operation  performed,  in  which 
enterogastrone  was  administered,  only  25: 
per  cent  developed  ulcer.  Ivy  states  that 
these  dogs  probably  became  refractory  tci 
the  material.  After  preventing  ulcer  in 
these  dogs  for  one  year,  the  enterogastrone 
was  discontinued.  In  11  dogs  no  ulcer  de- 
veloped in  one  year  with  no  treatments 
Seven  out  of  eleven  were  alive  one  anc 
and  one-half  to  two  years  after  cessation, 
of  treatment. 

The  actual  mechanism  for  the  protection 
of  the  gastrointestinal  mucosa  by  this  in- 
testinal extract  is  now  known.  However! 
there  are  four  proposed  mechanisms  whici 
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may  be  of  importance.  It  may  cause  a de- 
crease in  the  production  of  acid,  a decrease 
in  production  of  pepsin,  an  increase  in  re- 
sistance of  the  gastrointestinal  mucosa  to 
the  acid-pepsin  mixture,  or  may  work  by 
some  combination  of  these  mechanisms.  Ivy 
has  actually  observed  a lessened  tendency 
to  prolonged  acid  secretory  response  after 
a meal.  He  has  likewise  noted  a decrease 
in  the  production  of  pepsin,  though  its  pro- 
duction is  not  abolished.  As  to  the  increase 
in  resistance  of  the  mucous  membrane,  we 
can  only  speculate  about  for  the  present,  at 
least,  since  we  have  no  adequate  method  of 
objectively  measuring  tissue  resistance. 
Enterogastrone  has  been  given  to  fifteen 
ulcer  patients  who  have  had  two  or  more 
recurrences  of  symptoms  annually,  and 
palliative  results  have  been  obtained.  How- 
ever, the  series  is  not  large  enough  to  be 
of  statistical  significance  yet. 

THE  ROLE  OF  THE  VAGUS  XERVE  IN  PEPTIC  ULCER 

In  view  of  the  importance  which  is  now 
being  attached  to  the  psychosomatic  etiolo- 
gy of  peptic  ulcer  and  to  neurogenic  causes, 
both  of  which  presuppose  that  the  vagus 
is  a link  in  the  pathway  from  the  cerebrum 
to  the  stomach,  it  becomes  important  to 
know  how  much  significance  to  attach  to 
this  nerve  in  normal  stomach  secretion  and 
in  the  secretion  of  the  ulcer  patients.  It  like- 
wise is  important  to  know  whether  individ- 
uals with  bilateral  vagotomy  could  develop 
peptic  ulcer,  and  whether  vagotomy  would 
be  beneficial  in  the  treatment  of  ulcer  cases. 
Unfortunately,  all  the  answers  are  not 
known.  However,  some  valuable  steps  to- 
ward answering  them  have  been  taken. 

I Winkelstein‘^‘‘  has  made  many  valuable  ob- 
servations. Using  special  means,  consisting 
of  chewing  an  orange  to  stimulate  the  nerv- 
ous phase  of  digestion,  and  injecting  beef 
; bouillon  into  the  stomach  of  the  individual 
I without  his  knowledge  in  order  to  stimulate 
j the  chemical  phase,  he  found  that  the  nerv- 
|ous  phase  is  hyperactive  in  ulcer  patients 
I and  the  chemical  phase  is  normal.  Using 
1 histamine,  which  closely  stimulates  the 
1 action  of  the  gastric  hormone,  he  obtained 
i only  a moderately  high  response  in  the  ulcer 
jupon  using  fifteen  units  of  insulin  intra- 


patient as  compared  to  normal.  However, 
venously  and  producing  a marked  hypogly- 
cemia, which  is  a powerful  stimulus  to  the 
vagal  nucleus,  he  found  that  the  ulcer  pa- 
tient responds  with  a very  high  gastric  se- 
cretion as  compared  to  normal  individuals 
receiving  the  same  test.  Furthermore,  in 
his  studies  on  nocturnal  gastric  secretion  he 
found  that  the  ulcer  patient  has  a higher 
acidity  and  a large  volume  of  secretion  dur- 
ing the  night  whereas  the  normal  individual 
has  little  or  no  secretion.  He  believes  that 
nocturnal  secretion  is  of  vagal  origin.  Also 
after  a partial  gastrectomy  many  of  the  pa- 
tients continue  to  secrete  free  hydrochloric 
acid.  Winkelstein  reasons  that  since  the 
source  of  the  gastric  hormone  is  gone,  the 
acid  must  be  of  vagal  origin.  Furthermore, 
it  has  been  demonstrated  repeatedly  that 
electrical  stimulation  of  small  areas  of  the 
hypothalamus  and  of  the  vagus  can  produce 
ulcers  in  the  stomach  and  duodenum  of 
animals. 

DragstedU'^  has  also  done  some  very  im- 
portant experimental  work  in  this  field. 
He  found  that  in  dogs  in  which  the  stomach 
had  been  isolated  from  the  rest  of  the  gas- 
trointestinal tract  and  in  which  the  gastric 
secretion  was  recovered  by  a cannula,  the 
volume  of  secretion  was  reduced  by  vago- 
tomy from  1100  c.c.  a day  to  410  c.c.  a day, 
and  the  acid  was  reduced  from  .35-.42  per 
cent  before  the  operation  to  .11-. 32  per  cent 
afterward.  He  too  believes  that  the  hyper- 
secretion in  ulcer  patients  is  neurogenic, 
and  that  the  vagus  is  the  pathway  for  the 
stimulus. 

As  to  results  in  the  ulcer  patient  receiv- 
ing vagotomy,  the  preliminary  reports  are 
very  promising.  In  1945  Dragstedt  reported 
on  39  cases  on  which  he  had  performed  the 
operation  for  peptic  ulcer.  Thirty-two  re- 
ceived a supra-diaphragmatic  vagotomy 
bilaterally,  and  the  proximal  ends  of 
the  severed  nerves  were  sewn  into  the 
pleural  cavity.  Seven  patients  received  an 
infra-diaphragmatic  vagotomy  because  of 
a high  grade  stenosis  necessitating  gastro- 
enterostomy or  resection.  In  the  last  21  pa- 
tients operated  upon,  a positive  response  to 
the  insulin  test  was  elicited  in  all  before  op- 
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eration.  Only  one  doubtful  reaction  was  ob- 
served in  the  group  after  operation.  The 
rest  of  the  patients  gave  an  entirely  normal 
response.  Of  the  first  patients  operated  up- 
on, all  but  one  have  obtained  striking  and 
persistent  relief  from  symptoms  two  and 
one-half  years  after  the  operation.  They 
live  on  unrestricted  diets  and  without 
medication. 

Winkelstein^^  quoting  Berg’s  results  in 
34  vagotomies  states  that  there  was  a post- 
operative achlorhydria  in  26  cases,  and  that 
31  have  remained  well  four  to  nine  years 
after  operation.  He  points  out,  however, 
that  vagotomy  should  not  be  done  in  cases 
of  pyloric  obstruction  with  atony,  since 
vagotomy  decreases  the  tone  and  peristaly- 
sis  of  the  stomach.  He  further  cautions  that 
vagotomy  should  only  be  done  after  sub- 
total gastrectomy,  since  atony  of  the  entire 
stomach  produces  distressing  symptoms. 

In  25  cases  of  transthoracic  vagotomy  re- 
ported by  Crimson,  Taylor  and  associates-^ 
they  claim  results  comparable  to  those  of 
Dragstedt,  and  agree  with  him  on  the  ra- 
tionale of  doing  the  operation  for  peptic 
ulcer.  They  too  point  out  that  vagotomy 
must  be  combined  with  pyloroplasty  or 
gastro-jej unostomy  in  cases  of  pyloric  ob- 
struction for  best  results. 

As  to  what  objective  benefits  the  patients 
may  derive  from  vagotomy,  we  have  this 
much  information  from  the  authors  who 
have  performed  the  operation.  Crimson, 
Taylor  and  associates  say  that  there  is  a 
temporary  but  definite  and  significant  de- 
crease in  the  response  to  histamine  post- 
operatively.  There  is  a permanent  decrease 
in  the  response  of  insulin,  and  besides  a 
decrease  in  the  volume  of  gastric  secretion 
and  the  acidity  of  the  secretion,  there  is  a 
prominent  and  constant  decrease  in  the  mo- 
tility of  the  stomach.  Dragstedt  agrees  that 
postoperative  secretory  response  to  insulin 
is  abolished,  and  that  there  is  a marked  de- 
crease in  motility  of  the  stomach.  However, 
he  points  out  that  intestinal  peristalsis  is 
increased,  and  that  some  of  the  patients 
have  even  been  relieved  of  constipation  by 
the  operation.  He  found,  as  did  Barnofski, 
Friesen,  et  al.^  that  vagotomy  does  not  re- 


duce the  response  of  the  stomach  to  his- 
tamine. The  latter  authors  found  that  bilat- 
eral vagotomy  does  not  protect  dogs  from 
ulcers  produced  by  daily  injections  of  his- 
tamine in  beeswax. 

S0:ME  SPECIAO  types  of  peptic  UlyCEU 

There  are  undoubtedly  many  factors  in 
the  etiology  and  pathogenesis  of  peptic  ulcer 
which  we  have  not  touched  on.  Indeed  many 
special  types  of  “peptic”  ulcer  exist  which 
are  produced  rather  constantly  under  a giv- 
en set  of  conditions  or  which  have  a plausi- 
ble connection  with  some  special  insult  to 
the  body.  We  shall  mention  only  a few  of 
these. 

One  such  special  type  of  ulcer  is  Curling’s 
ulcer.  It  has  long  been  known  that  the  ulcer 
can  be  reproduced  in  dogs,  if  sufficiently 
large  areas  of  skin  are  burned  away.  The 
exact  mechanism  for  production  of  this  type 
of  peptic  ulcer  is  not  known.  Hartman-® 
suggests  that  one  or  more  of  these  four 
mechanisms  is  at  work  and  gives  some  ex- 
perimental evidence  in  favor  of  each : 

1.  Hyperacidity  of  gastric  secretion. 

2.  Action  of  a burn  toxin. 

3.  High  blood  concentration  resulting  in 
stasis  and  hemorrhage. 

4.  Sepsis,  causing  petechiae  in  the  gastro- 
intestinal mucosa  and  leading  to  ulcer  for- 
mation. 

He  points  out  that  in  a series  of  dogs  in 
which  he  produced  second  and  third  degree 
burns  experimentally,  he  could  reduce  the 
incidence  of  Curling’s  ulcer  from  63.3  per 
cent  to  6.6  per  cent  by  changing  the  therapy 
from  a vaseline  dressing  to  a tannic  acid 
dressing.  The  significance  of  this  finding 
in  the  etiology  of  Curling’s  ulcer  is  not 
known. 

Another  type  of  ulcer  which  has  had 
much  publicity,  but  which  has  not  been  so 
well  established  by  objective  experimenta- : 
tion  and  reasoning,  is  the  traumatic  ulcer. 
Fowler’”  believes  that  there  is  such  an  eti- 
ology for  peptic  ulcer,  and  states  that  he 
has  satisfied  himself  of  the  authenticity  of 
35  cases,  collected  from  the  literature  from 
1840  to  1941,  and  of  42  cases  out  of  7050 
reviewed  from  the  literature  of  1941  to 
1943.  The  absolute  criteria  which  have 


Daron — Etiology  of  Peptic  Ulcer 


173 


been  set  up  for  determining  a traumatic 
ulcer  are  quite  academic  and  very  difficult, 
if  not  impossible,  to  apply  to  the  actual 
case.  However,  using  the  author’s  modifi- 
cation of  criteria  set  up  by  Lenninger  and 
Molenius,  he  states  that  approximately  0.6 
per  cent  of  the  cases  he  reviewed  were  of 
traumatic  origin. 

The  “neurogenic”  ulcer  is  one  which  has 
been  recognized  and  accepted  for  many 
years.  In  a lengthy  review  of  the  subject, 
Balo^  gives  the  following  historical  account 
of  neurogenic  ulcer.  In  1841  Rokitanski  de- 
scribed a type  of  stomach  ulcer  connected 
with  intracranial  damage  of  the  newborn 
and  another  found  in  children  and  in  adults 
as  a result  of  pathology  in  the  brain  and 
meninges.  In  1845  Schiff  found  that  uni- 
lateral damage  to  the  optic  thalamus  and 
peduncle  may  cause  softening  and  even  per- 
foration of  the  stomach.  He  also  found 
that  this  effect  was  abolished  by  severing 
the  vagus.  Westphal  and  Underhill  pro- 
duced erosions  of  the  rabbit  stomach  by 
stimulating  the  vagus  with  pylocarpine.  In 
1932  Cushing  observed  peptic  ulcer  caused 
by  removal  of  a brain  tumor.  In  view  of 
these  facts  we  might  expect  to  see  a high 
incidence  of  intracranial  damage  in  ulcer 
patients  who  come  to  autopsy.  However, 
such  is  not  the  case.  Balo  quotes  Greiss  as 
finding  central  nervous  system  changes  in 
only  5 per  cent  of  138  ulcer  cases,  and 
Vonerahe  as  finding  only  21.6  per  cent  of 
brain  disease  in  his  series  of  ulcer  cases. 
Balo  himself  found  hemorrhages  in  the 
brain  or  meninges  of  32  per  cent  of  his 
ulcer  cases  at  autopsy.  However,  only  12 
per  cent  of  the  cases  showed  gross  hemor- 
rhage. 

One  other  syndrome  is  of  interest  to  us 
at  this  point.  It  has  been  noted  often  in 
practice  that  fracture  of  a long  bone  is  fol- 
lowed by  hematemesis.  Wangensteen^^  was 
able  to  produce  peptic  ulcer  in  53  per  cent 
of  dogs  by  drillin;^  a hole  in  both  sides  of 
the  humerus  (piercing  both  cortices)  or  by 
drilling  a hole  followed  by  curettage,  or 
by  fracturing  the  humerus.  The  question 
arises,  is  the  ulcer  due  to  a histamine  effect 
and  gastric  hypersecretion,  or  is  it  due  to 


fat  embolism,  or  are  both  factors  operating 
here.  It  is  interesting  to  note  that  neither 
the  dog  with  the  experimental  fracture  nor 
the  patient  with  the  accidental  fracture 
shows  hyperacidity  except  very  rarely.  To 
demonstrate  or  rule  out  the  action  of  fat 
embolism  in  this  instance  Wangensteen  in- 
jected intravenously  1.5  c.c.  of  fat  per  kilo- 
gram body  weight  into  rabbits,  simultane- 
ously injecting  histamine  in  beeswax.  Al- 
most 100  per  cent  of  these  animals  developed 
ulcer,  whereas  rabbits  injected  only  with 
histamine  in  beeswax  seldom  developed  ul- 
cer. The  fat  does  not  cause  an  increase  in 
acidity,  so  we  must  presume  embolism, 
ischemia,  necrosis,  and  acid-peptic  digestion 
as  the  mechanism  at  work  here.  Wagen- 
steen  points  out  that  it  was  known  as  long 
ago  as  1916  (Bissell)  that  fat  emboli  are 
frequently  found  in  the  brain  and  lungs  of 
people  dying  early  after  the  fracture  of  a 
long  bone.  So  the  assumption  is  that  fat 
embolism  after  bony  fracture  may  cause 
peptic  ulcer. 

SOME  OTHER  HYPOTHESES  ON  PEPTIC  ULiCER 

So  many  other  experimental  methods 
have  been  devised  for  the  production  of 
peptic  ulcer,  and  so  many  other  theories 
about  the  predisposing  and  precipitating 
factors  of  peptic  ulcer  have  been  set  forth 
that  it  is  not  within  the  scope  of  this  paper 
to  discuss  all  of  them  in  detail  or  even  men- 
tion each  of  them.  Only  a few  of  the 
suggestions,  theories,  and  experimental 
methods  which  may  be  of  importance  will 
be  mentioned.  One  interesting  hypothesis 
is  that  proposed  by  Steven^®  who  suggests 
that  peptic  ulcer  may  be  due  to  an  increase 
in  the  amount  of  the  intrinsic  factor  of 
Castle.  He  points  out  that  pernicious  anemia 
and  peptic  ulcer  occur  together  only  very 
rarely.  However,  he  gives  no  experimental 
evidence  for  this  idea.  Barnofsky®  points 
out  the  old  idea  that  peptic  ulcer  may  be 
based  on  thrombosis  of  gastric  vessels 
superimposed  upon  a previously  existing 
arteriosclerotic  process.  However,  he  is 
quick  to  point  out  that  peptic  ulcer  is  a 
disease  of  young  adults,  whereas  arterio- 
sclerosis is  a disease  of  those  past  middle 
age.  Walter^2  points  out  that  ulcers  occur 
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more  frequently  in  persons  who  sit  a great 
deal.  He  also  points  out  that  sitting  on  the 
sacrum  is  a common  habit,  and  that  this 
odd  posture  pushes  the  costal  arch  inward, 
compressing  the  lesser  curvature  of  the 
stomach  and  the  cap  of  the  duodenum,  caus- 
ing ischemia  and  predisposing  to  acid  diges- 
tion of  the  mucosa.  Along  this  same  line 
Ehrmann^'^  recalls  that  individuals  with 
kyphosis  or  scoliosis  or  both  in  Germany 
frequently  got  peptic  ulcer  during  World 
War  I when  food  was  scanty  there.  He  too 
believed  that  the  stomach  and  duodenum 
can  be  compressed  between  the  vertebra 
and  the  costal  arch,  and  that  this  compres- 
sion does  predispose  to  peptic  ulcer.  He 
also  recalled  that  when  food  became  more 
plentiful  and  those  peptic  ulcer  patients  ac- 
cumulated some  fat  in  the  peritoneum  and 
in  the  abdomen,  the  stomach  was  cushioned 
against  compression  of  the  bony  cage,  and 
the  incidence  of  peptic  ulcer  declined.  Heb- 
beP^  brings  up  the  old  question  of  the  bear- 
ing of  gastric  infection  and  inflammation 
on  peptic  ulcer.  In  260  stomachs  at  autopsy, 
from  individuals  having  no  abdominal  com- 
plaint, he  found  remarkable  change  in  the 
gastric  mucosa  rare  under  30  years,  and 
uncommon  under  50  years.  But  in  106 
stomachs  resected  for  ulcer,  78  for  duodenal 
ulcer  and  15  for  gastric  ulcer,  and  14  for 
gastric  and  duodenal  ulcer,  there  was  an 
antral  gastritis  in  all  98  cases  in  which  the 
antrum  was  examined.  Changes  in  the  body 
mucosa  were  rare  in  the  duodenal  ulcer 
cases,  and  common  in  the  gastric  ulcer 
group.  The  author  believes  that  this  sub- 
stantiates his  idea  that  antral  gastritis  pre- 
cedes and  is  the  anatomic  basis  for  the 
development  of  peptic  ulcer. 

A FEW  OF  THE  OTHER  EXPERIMENTAL  PROCEDURES 

USED  IN  THE  PRODUCTION  OP  PEPTIC  ULCER 

Many  experimental  procedures  have  been 
devised  for  the  production  of  peptic  ulcer  in 
animals.  Quite  a few  of  these  are  so  far 
removed  from  any  conceivable  natural  or 
environmental  condition  that  they  are  in- 
deed difficult  to  evaluate.  However,  certain 
of  them  demonstrate  principles  which  may 
operate  in  the  actual  patient,  and  therefore 
may  be  of  value.  Necheles^^  has  produced 


peptic  ulcer  in  dogs  by  injecting  rather 
large  doses  of  caffeine  in  beeswax.  He  and 
his  associates  also  showed  that  73  per  cent 
of  human  subjects  show  a sharp  rise  in 
acidity  and  volume  of  secretion  following 
two  cups  of  black  coffee.  They  attribute 
the  action  of  caffeine  directly  on  the  pari- 
etal cells  of  the  stomach  glands.  NedzeP^ 
has  produced  peptic  ulcers  in  a large  per- 
centage of  dogs  by  injecting  them  with 
pitressin  intravenously.  He  attributes  the 
action  to  a severe  vasoconstriction  and 
ischemia  which  is  produced  in  the  stomach 
wall.  Shay  and  his  coworkers^^  have  pro- 
duced peptic  ulcer  in  the  rumen  of  the  rat 
stomach  by  tying  off  the  pyloris. 

SUMMARY  AND  CONCLUSIONS 

1.  No  theory  of  the  etiology  of  peptic 
ulcer  yet  proposed  has  been  able  to  explain 
all  the  facts  we  know  about  the  condition. 

2.  According  to  Wolf,  Stewart,  and 
Wolff,  from  their  observations  on  a gastric 
fistula  subject,  intense  anxiety,  hostility, 
and  resentment  are  reflected  in  the  stomach 
by  engorgement  with  blood,  hypermotility, 
and  hypersecretion. 

3.  The  stomach  and  duodenum  are  under 
the  control  of  sympathetic  and  the  para- 
sympathetic nervous  systems,  and  the  ulcer 
patient  seems  to  be  particularly  sensitive 
to  the  influence  of  the  parasympathetic  sys- 
tem (vagal  control) . 

4.  The  ulcer  patient’s  personality  is  char- 
acterized by  a high  degree  of  individuality, 
plus  hypersensitivity,  hyperirritability,  and 
hyperactivity. 

5.  The  ulcer  patient  who  has  detectable 
and  removable  psychic  disturbances  has  a 
reduction  in  gastric  acidity  when  the  emo- 
tional factors  are  eliminated. 

6.  The  patient  with  duodenal  ulcer  has  a 
high  gynandromorphic  index,  that  is,  he 
has  many  feminine  secondary  sex  charac- 
teristics. 

7.  The  nocturnal  gastric  acidity  of  the 
duodenal  ulcer  patient  is  no  higher  than 
that  of  the  normal  individual,  but  some 
gastric  retention  is  present  in  the  ulcer 
patient. 

8.  Gastric  acidity  is  higher  in  the  duo- 
denal patient  than  in  normal  individuals. 
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Duodenal  bulb  neutralizing  ability  is  im- 
paired in  the  duodenal  ulcer  patient  after 
eating. 

9.  Peptic  ulcer  can  be  produced  by  opera- 
tions which  divert  the  physiological  antag- 
onists of  the  gastric  secretion,  that  is,  bile, 
pancreatic  juice,  and  succus  entericus,  and 
by  stimulating  increased  gastric  secretion 
using  the  methods  of  sham  feeding  and  in- 
jections of  histamine  in  beeswax. 

10.  Pepsin  is  necessary  in  the  gastric 
juice  for  the  production  of  peptic  ulcers. 
Mucus  protects  the  stomach  from  digestion 
because  of  its  chemical  and  physical  prop- 
erties. 

11.  A fraction  of  the  extract  of  upper 
intestinal  mucosa,  enterogastrone,  and  a 
fraction  of  human  and  canine  urine,  uro- 
gastrone,  decreases  the  acidity  and  motility 
of  the  stomach,  and  helps  prevent  experi- 
mental ulcer  in  the  dogs. 

12.  Vagotomy  will  prevent  the  gastric 
hypersecretion  produced  by  fifteen  units  of 
insulin  intravenously  in  the  ulcer  patient 
but  will  not  prevent  his  response  to  hista- 
mine. Vagotomy  is  of  therapeutic  value  in 
selected  ulcer  cases. 

13.  Peptic  ulcer  occurs  rather  frequently 
in  cases  of  special  types  of  body  trauma, 
such  as  third  degree  burns;  strong,  blunt 
abdominal  trauma ; fracture  of  long  bones ; 
and  some  central  nervous  system  lesions 
and  injuries. 

14.  Peptic  ulcer  can  be  produced  in  a 
number  of  ways  experimentally,  such  as  by 
injecting  cincophen,  caffeine,  pitressin,  or 
by  ligating  the  pylorus  in  the  case  of  the 
rat. 
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IN  MEMORIAM 


JOHN  HERR  MUSSER.  M.  D. 
1883  - 1947 


JOHN  HERR  MUSSER,  M.  D. 

1883-1947 

WHEREAS,  it  pleased  the  Almighty  God 
to  remove  from  this  earth  Dr.  John  Musser, 
and 

WHEREAS,  Dr.  Musser,  a distinguished 
physician,  scholar  and  educator,  served  the 
Louisiana  State  Medical  Society  faithfully 
and  efficiently  for  many  years  as  Editor  of 
the  New  Orleans  Medical  and  Surgical 
Journal,  and 

WHEREAS,  as  Editor  of  the  Journal  he 
contributed  outstanding  editorials,  and  nu- 
merous medical  articles  and  papers  which 
materially  helped  to  maintain  the  high 
standard  of  the  Journal,  and 

WHEREAS,  he  was  taken  from  us  to  his 
Heavenly  reward  at  a time  when  his  advice 
and  services  were  most  beneficial  to  or- 
ganized medicine, 

BE  IT  RESOLVED  that  the  Journal 
Committee  feeling  keenly  the  loss  of  a 
friend  whose  wise  counsel,  friendly  attitude 
and  scholarly  attainments  will  be  missed, 
expresses  its  deepest  sympathy  to  the  be- 
reaved family  in  their  great  loss,  and 

BE  IT  FURTHER  RESOLVED  that 
these  resolutions  be  spread  in  the  minutes 
of  this  Committee  and  that  a copy  be  sent 
to  his  family  and  published  in  the  Journal. 

THE  COMMITTEE  ON  JOURNAL 
September  15,  1947. 

In  the  death  of  Dr.  John  H.  Musser  we 
have  lost  another  outstanding  figure  in  our 
profession.  The  64  year  old  Chairman  of 
the  Department  of  Medicine  at  Tulane  Uni- 
versity was  a nationally  known  educator 
and  a leading  internist.  He  had  been  in  fail- 
ing health  for  the  past  two  years;  after  a 
series  of  coronary  occlusions  he  developed 
bloody  pleural  effusions  requiring  repeated 
thoracenteses.  Despite  this  he  continued  to 
teach  and  was  to  have  retired  in  June  1948 
at  the  end  of  the  forthcoming  term.  He  was 
born  in  Philadelphia,  in  1883,  the  son  of 
Dr.  John  H.  Musser,  the  fifty-sixth  presi- 
dent of  the  American  Medical  Association. 
He  came  from  a long  line  of  doctors,  his 
grandfather  being  Dr.  Benjamin  Musser, 
his  great  grandfather.  Dr.  Martin  Musser, 
and  his  great  great  grandfather.  Dr.  Ben- 
jamin Musser.  It  was  a great  disappoint- 


ment to  him  that  his  son  who  was  tragically 
burned  to  death,  did  not  follow  the  family 
medical  tradition.  He  came  to  New  Orleans 
in  1924  resigning  the  assistant  professor- 
ship of  medicine  at  the  University  of  Penn- 
sylvania to  do  so.  It  was  from  this  univer- 
sity that  he  received  his  bachelor  of  arts 
degree  in  1905  and  his  doctor  of  medicine 
degree  in  1908.  From  1911  to  1920  he  was 
assistant  editor  of  the  American  Journal  of 
the  Medical  Sciences  and  editor  from  1920 
to  1924.  He  became  editor  of  the  New  Or- 
leans Medical  and  Surgical  Journal  in 
1927,  a position  he  retained  until  his  death. 
He  was  very  widely  known  as  a writer,  be- 
ing the  author  of  Musser’s  Internal  Medi- 
cine, a text  which  went  through  four  edi- 
tions and  was  translated  into  several  for- 
eign languages.  In  addition  he  was  the  au- 
thor of  nearly  200  scientific  papers.  He  had 
been  a member  and  officer  of  most  of  the 
important  medical  associations  in  the 
United  States,  and  a list  of  the  organiza- 
tions to  which  he  belonged  totaled  42.  He 
was  past  vice  president  of  the  American 
Medical  Association ; he  was  a past  presi- 
dent of  the  Louisiana  Board  of  Health,  the 
American  College  of  Physicians  and  the 
New  Orleans  Graduate  Medical  Assembly. 
Locally  also  he  was  a member  of  the  board 
of  directors  of  the  Child  Guidance  Center 
and  president  of  the  board  of  the  New  Or- 
leans Institute  for  Mental  Hygiene.  During 
the  first  World  War  he  served  in  France 
for  one  year  with  the  rank  of  Major.  He 
retained  the  rank  of  Colonel  in  the  Medical 
Reserve  Corps  and  during  the  second  World 
War  was  a member  of  a committee  appoint- 
ed by  the  Secretary  of  War  to  study  the 
reorganization  of  the  Surgeon  General’s  Of- 
fice. He  was  an  unfailingly  courteous  man 
who  was  entirely  entitled  to  the  affectionate 
title  bestowed  on  him  by  his  students : 
“Gentleman  John.”  He  had  been  visited  by 
a series  of  cruel  blows  in  his  last  days ; these 
he  met  with  an  outward  calm  worthy  of  the 
classic  Stoics.  He  is  survived  by  his  widow, 
the  former  Marguerite  Hopkinson,  a daugh- 
ter, Mrs.  Thomas  L.  Avegno,  and  four 
grandchildren.  To  these  bereaved  ones  the 
Journal  Committee  extends  its  sincere 
condolences. 
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EQUINE  ENCEPHALOMYELITIS  IN 
LOUISIANA 

The  current  epizootic  of  equine  encephal- 
omyelitis in  the  Lafayette  area  has  resulted 
in  the  development  of  at  least  two  human 
cases,  one  of  which  died  and  came  to  autop- 
sy. Although  final  proof  has  not  been  estab- 
lished there  is  every  clinical  indication  that 
the  diagnosis  is  correct.  For  this  reason  re- 
cent laboratory  investigation  of  the  trans- 
mission of  St.  Louis  encephalitis  by  a group 
of  workers  at  Washington  University  be- 
comes of  immediate  interest.  Dr.  Albert 
Miller  of  Tulane  Medical  School  was  one 
of  this  group.  Present  knowledge  is  to  the 
effect  that  bird  mites  may  maintain  the 
virus  in  Nature  and  pass  it  on  to  their  hosts. 
In  birds  the  infection  is  symptomless.  Mos- 
quitoes feeding  on  such  birds  pass  the  virus 
in  turn  to  man  and  other  animals.  Human 
and  livestock  epidemics  apparently  depend 
in  part  upon  an  abundance  of  mosquitoes 
in  the  area,  along  with  the  necessary  virus 
in  reservoir  animals,  which  probably  in- 
clude chickens  and  other  birds.  The  lack  of 
specific  therapy  for  human  encephalitis 
makes  imperative  the  acquisition  of  knowl- 
edge concerning  its  dissemination  and 
prevention. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


HEALTH  WORKSHOPS 
If  possible  every  member  of  our  State 
society,  as  well  as  the  public,  should  read 
the  recent  House  Report  No.  786,  80th  Con- 
gress, 1st  Session,  representing  the  Third 
Intermediate  Report  of  the  Committee  on 
Expenditures  in  the  Executive  Depart- 


ments. This  is  a summary  of  the  Investiga- 
tion of  the  Participation  of  Federal  Offi- 
cials in  the  Formation  and  Operation  of 
“Health  Workshops.”  These  “Health  Work- 
shops” were  special  meetings  held  in  vari- 
ous centers,  called  by  Federal  Agencies,  for 
the  purpose  of  planning  propaganda,  ere- 


180 


Organization  Section 


ating  false  issues  and  mapping  a plan  for 
support  of  the  Murray,  Wagner,  Dingell 
measures  for  Federal  insurance  before  Con- 
gress. These  hearings  were  conducted  by  the 
above  Committee  during  June  and  July 
1947. 

This  factual  report  removes  the  lid  of 
secrecy,  and  exposes  by  documental  evi- 
dence the  existence  of  one  of  the  most  pow- 
erful and  astute  propaganda  groups  to  sup- 
port President  Truman’s  plan  for  Federal- 
ization of  Medicine.  It  was  not  born  over- 
night, but  has  developed  in  strength  by  con- 
tinuous activity  over  many  years.  These 
active  bureaus  were  found  to  be  closely  con- 
nected with  foreign  groups  which  were  pre- 
viously implicated  in  supporting  govern- 
mental insurance  in  their  respective  coun- 
tries. Especially  aligned  with  this  group 
was  the  International  Labor  Organization 
to  whose  efforts  our  administration  in 
Washington  has  given  its  cooperation  and 
tacit  support. 

Quoting  from  this  report : — 

The  departments,  bureaus,  and  agencies 
known  to  have  participated  in  this  cam- 
paign are: 

1.  The  United  States  Public  Health 
Service ; 

2.  The  Children’s  Bureau; 

3.  The  Office  of  Education ; 

4.  The  United  States  Employment 
Service ; 

5.  The  Department  of  Agriculture;  and 

6.  Bureau  of  Research  and  Statistics, 
Social  Security  Board. 

Your  committee  finds  that  the  use  of 
Federal  funds  for  the  purpose  of  influ- 
encing legislation  before  Congress  is  un- 
lawful under  section  201,  title  18,  of  the 
United  States  Code.  We  have,  therefore, 
brought  these  matters  to  the  attention  of 
the  Department  of  Justice,  with  a request 
that  the  Attorney  General  at  once  initiate 
proceedings  to  stop  this  unauthorized  and 
illegal  expenditure  of  public  monies. 

The  spirit  and  purpose  which  dominates 
the  officials  of  the  United  States  Public 
Health  Service  in  their  campaign  to  high- 
pressure  this  legislation  through  Congress 
is  reflected  faithfully  in  the  testimony  of 


Dr.  Herman  Hilleboe,  Assistant  Surgeon 
General,  who  appeared  before  the  commit- 
tee on  May  28,  1947.  He  was  asked  by  our 
committee  chairman  if  the  literature  pre- 
pared by  the  Federal  agencies  offered  all 
sides  of  the  discussion  or  was  limited  mere- 
ly to  supporting  material  to  carry  out  the 
President’s  order.  To  this  question.  Dr. 
Hilleboe  answered : 

“We  would  naturally  give  emphasis  to 
that,  because  that  is  why  we  are  in  govern- 
ment. Otherwise,  we  should  get  out  of 
government.’’ 

The  same  attitude  of  intolerance  toward 
honest  discussion  or  debate  of  the  issue  was 
indicated  in  the  testimony  of  Mr.  Harry  J. 
Becker,  health  consultant  in  the  United 
States  Children’s  Bureau,  Federal  Security 
Agency. 

Questioned  as  to  the  number  of  speeches 
he  had  made  throughout  the  country  in  ad- 
vocacy of  the  subject,  the  witness  recalled 
several  such  appearances.  Committee  coun- 
sel, Frank  T.  Bow,  pressed  the  inquiry 
(transcript  of  hearing,  June  18,  1947, 

p.  228)  : 

Mr.  Bow : “Did  you  give  both  sides  of 
the  question  of  compulsory  national  health 
insurance  when  you  gave  your  discussions?” 

Mr.  Becker:  “I  don’t  know  what  you 
mean  by  ‘both  sides’.” 

The  Children’s  Bureau,  Federal  Security 
Agency,  was  represented  in  the  health 
workshops  movement  by  Mr.  Harry  J. 
Becker,  a full-time  employee  of  the  Federal 
Security  Agency,  in  the  capacity  of  health 
consultant. 

Here  we  have  an  expose  of  the  real  agen- 
cies and  bureaus  which  are  leading  an  in- 
trepid fight,  through  bureaucratic  control, 
to  thrust  upon  the  American  people  compul- 
sory insurance,  contrary  to  the  rights  and 
privileges  granted  by  our  Constitution  for 
free  enterprise.  Millions  of  dollars  of  your 
money  and  our  money  are  being  spent  to 
carry  on  this  lobby,  with  and  by  the  sup- 
port of  agencies  which  should  be  above  the 
level  of  practicing  such  politics,  and  which 
are  merely  presenting  one  side  of  a most 
controversial  problem. 

We  all  should  hope  that  this  report  and 
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the  Committee’s  findings,  will  not,  like 
other  Congressional  investigations,  die  from 
ineptitude  or  political  expedience,  and  that 
the  recommendations  of  the  Committee  to 
the  Attorney  General,  requesting  action 
against  those  violating  Section  201  of  the 
U.  S.  Code  for  spending  Federal  funds  ille- 
gally, will  be  prosecuted  to  the  fullest  ex- 
tent, and  that  proper  punishment  will  be 
meted  out  to  those  found  guilty  of  such 
crimes. 

Our  executive  officers  and  Congressional 
Committee  have  been  cognizant  of  some  of 
these  group  activities,  while  they  pretended 
to  be  friends  of  American  Medicine.  Yet 
they  are  astounded  at  these  revelations, 
thus  demonstrating  the  formidable  and  sub- 
tle attack  upon  our  medical  profession  and 
the  unsuspecting  public.  It  would  not  take 
a real  honest  interpreter  or  researcher  in 
this  field  to  evaluate  and  appraise  the 
course  for  which  our  Government  has  set 
its  sails. 

What  we  can  do  about  this  exposure  is 
the  sixty-four  dollar  question.  From  an  op- 
timistic viewpoint,  it  is  certainly  an  advan- 
tage finally  to  know  your  real  enemies  in 
this  fight — there  is  now  no  room  for  con- 
jecture, false  rumors  or  doubts. 

“The  price  of  liberty  is  eternal  vigil- 
ance”. We  should  keep  a scrutinizing  eye  on 
all  the  activities  of  these  bureaus,  lessen 
their  infiltration  into  collaborating  agen- 
cies of  the  state,  and  continue  to  fight  for 
American  Medicine  in  the  true  ethical  man- 
ner so  typical  of  our  past.  The  public  who, 
in  the  final  analysis,  will  decide  these  mat- 
ters, should  be  our  ally.  Our  congressmen 
and  senators  should  be  made  more  aware  of 
these  forces  and  we  should  reaffirm  to  them 
our  position.  Their  support  and  influence  in 
Congress  is  imperative.  Tell  them  what  you 
think  by  personal  contact  or  letter.  It  is  not 
the  time  to  be  complacent. 

o 

ARE  YOU  WILLING  TO  HELP? 

The  members  of  the  State  Society  will 
be  interested  to  know  that  Louisiana  Physi- 
cians Service,  Inc.,  has  attained  a total  en- 


rollment during  the  past  ten  months  of 
operation  of  approximately  20,000  persons, 
distributed  over  the  entire  state.  It  has, 
during  the  same  period,  paid  to  the  physi- 
cians of  Louisiana  for  the  surgical  and 
obstetrical  care  of  these  members  approxi- 
mately $55,000.00. 

It  has  gone  through  a very  profitable  but 
difficult  period  of  acquiring  definite  infor- 
mation relative  to  the  surgical  and  obstet- 
rical needs  of  its  members.  This  informa- 
tion is  absolutely  essential  in  order  that 
the  organization  may  eventually,  on  the 
basis  of  actual  experience,  be  able  to  render 
the  best  service  possible  both  to  its  sub- 
scribers and  to  the  physicians  of  Louisiana. 

The  organization  has  proceeded  on  the 
principle  that  its  function  is  to  provide 
for  all  of  its  subscribers  all  of  the  services 
covered  which  they  need  and  provide  for 
the  physicians  rendering  these  services  to 
receive  adequate  compensation  for  their 
services.  It  is  equally  true  that  for  the 
people  to  have  the  services  needed  and  the 
physicians  to  receive  their  compensation  it 
is  necessary  that  the  premium  payments 
shall  be  adequate  to  provide  those  services 
and  maintain  a reasonable  cost-of-operation 
plus  reserves  for  safeguarding  the  future  of 
the  company. 

While  the  services  rendered  have  far  sur- 
passed our  expectations,  we  have  been  able 
to  function  in  a fairly  satisfactory  degree 
through  the  cooperation  and  sponsorship  of 
the  State  Society.  It  now  becomes  evident 
that  to  continue  to  render  service  on  the 
scale  as  heretofore  planned  it  will  be  neces- 
sary that  there  be  an  adjustment  in  our 
premium  rates,  for  which  some  of  the  rea- 
sons, though  obvious  to  anyone  conversant 
with  this  problem,  may  be  set  forth  in  part 
as  follows : 

There  is  a general  trend  over  the  nation, 
apparent  through  exchange  of  ideas  with 
representatives  of  other  medical  service 
plans,  toward  greatly  increased  utilization 
of  both  hospitalization  and  surgical  care 
since  January  1,  1947.  The  exact  reason 
for  this  is  not  readily  apparent  but  seems 
tied  up  with  the  changing  times,  the  in- 
creased costs  of  living  and  a desire  on  the 
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part  of  the  people  to  give  more  attention  to 
their  health  care. 

A second  reason  for  the  necessity  of  in- 
creasing our  premium  schedule  arises  from 
the  greater  liberality  of  our  payments  to 
physicians  for  services  rendered  ...  it  hav- 
ing been  the  desire  of  our  Board  to  ap- 
proach as  nearly  as  possible  the  prevailing 
minimum  fees  of  the  physicians  of  Louisi- 
ana for  the  care,  particularly  of  the  low- 
income  group. 

A third  reason  arises  from  the  necessity 
of  establishing  branch  offices  in  most  of 
the  principal  cities  of  Louisiana  and  main- 
taining our  own  Home  Office  with  complete 
records  as  required  by  our  insurance  de- 
partment. 

Because  of  these  things,  the  Board  now 
has  under  consideration  and  will  shortly  an- 
nounce a change  in  rates  to  subscribers. 

Besides  the  necessity  of  making  this  ad- 
justment, which  we  consider  a normal  evo- 
lutionary process,  our  Board,  in  cooperation 
with  the  Council  on  Medical  Service,  is 
planning  to  launch  a more  intensive  cam- 
paign to  acquaint  our  doctors  with  the 
method  of  operation  of  the  plan,  including 
its  limitations  as  well  as  its  liberal  features 
. . . and  seeking  to  secure  from  the  physi- 
cians a more  active  cooperation  with  the 
plan.  It  has  become  apparent  through  the 
servicing  of  the  claims  thus  far  that  there 
are  many  reasons  why  physician  coopera- 
tion is  so  essential  and  why  there  is  need 
for  so  much  more  of  it  in  reference  to  our 
plan. 

A recent  study  by  a committee  on  physi- 
cian cooperation  of  the  American  Medical 
Care  Plans  brought  to  light  several  factors 
in  securing  such  cooperation.  While  these 
are  not  listed  in  order  of  relative  import- 
ance, some  of  the  reasons  for  lack  of  coop- 
eration are  given  as  follows : 

(1)  The  average  physician  does  not  un- 
derstand how  his  own  plan  operates  and 
does  not  regard  the  necessity  for  such  un- 
derstanding as  important  when  compared 
with  his  own  medical  practice. 

(2)  Many  physicians  know  little  about 
how  fee  schedules  are  developed  and  may 
feel  displeased  unless  the  fee  schedule  fits 


accurately  his  own  conception  of  fees  in  his 
own  practice. 

(3)  A third  difficulty  arises  when  the 
payments  of  claims  to  physicians  are  not 
carried  out  through  medical  personnel  and 
at  times  resentment  to  inquiries  for  addi- 
tional information  left  off  the  claim  blanks 
has  arisen. 

(4)  Some  doctors  apparently  become  ir- 
ritated with  the  necessity  of  supplying  fact- 
ual information  necessary  to  proper  review 
of  the  claim  preceding  payment. 

(5)  It  has  been  apparent  in  a few  cases 
that  physicians  have  rendered  bills  to  pa- 
tients for  one  amount  and  upon  learning 
that  they  wei’e  covered  by  an  insurance 
plan,  have  rendered  our  company  bills  in 
larger  amounts.  To  be  willing  to  do  that 
in  view  of  the  fact  that  the  physicians  of 
Louisiana  are  operating  the  insurance  com- 
pany, raises  the  question  of  personal  ag- 
grandizement at  the  expense  of  other  phy- 
sicians. There  must,  therefore,  be  devel- 
oped a strong  spirit  of  cooperation  and  a 
highly  disciplinary  level  within  the  ranks 
of  the  profession. 

(6)  The  restrictions  in  our  contract  have 
invited  some  abuses  and  misunderstanding 
which  stems  again  from  a lack  of  realiza- 
tion of  the  necessity  for  such  restrictions 
from  an  underwriting  sta,ndpoint.  This 
may  create  confusion,  sometimes  tempting 
doctors  to  falsify  service  reports  to  accom- 
modate patients. 

(7)  Another  need  for  increased  coopera- 
tion arises  from  the  physicians’  secretaries 
needing  to  be  taught  the  objectives  and  op- 
erating methods  of  the  plan.  Inasmuch  as 
financial  billing  and  other  business  arrange- 
ments are  handled  by  such  personnel,  their 
relationship  to  the  doctors  and  actual  co- 
operation cannot  be  overlooked. 

(8)  It  has  been  found  that  income  limits 
for  service  benefits  in  some  cases  create 
confusion  and  an  unwillingness  on  the  part 
of  the  doctor  to  determine  the  patient’s  in- 
come is  apparent  from  the  large  number 
of  claim  blanks  being  returned  without  this 
valuable  information. 

(9)  One  of  our  greatest  difficulties 
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arises  from  the  fact  that  doctors  fail  to 
read  material  directed  to  them  through  the 
mail  because  of  the  large  amount  of  less 
important  material  which  constantly  clut- 
ters the  physician’s  desk.  Doctors  can  be 
taught  to  watch  for  mail  from  specified 
sources  because  it  is  related  directly  to  his 
own  practice  of  medicine — and  it  is  hoped 
that  any  mail  reaching  a physician  from 
our  plan  will  have  his  immediate  personal 
attention. 

(10)  It  is  axiomatic  that  doctors  resist 
paper  work  and  forms,  but  it  is  equally 
true  that  these  have  been  reduced  to  the 
minimum  essentials  in  handling  our  claims, 
and  once  the  single-page  claim  blank  is 
properly  filled  out  there  rarely  would  arise 
need  for  additional  correspondence  regard- 
ing the  claim. 

(11)  Some  physicians  have  shown  a 
spirit  of  toleration  of  the  plan  as  the  lesser 
of  two  evils.  If  toleration  could  be  changed 
to  enthusiasm  for  it  because  of  the  service 
it  is  rendering  the  subscribers  and  the 
financial  advantages  accruing  to  the  doctor 
through  the  proper  use  of  the  plan,  we  feel 
that  real  progress  would  be  made.  Doctors 
too  often  fail  to  appreciate  the  diverse  and 
somewhat  subtle  processes  through  which 
public  opinion  is  formed.  It  is  therefore 


highly  important  that  the  doctor’s  attitude 
display  his  firm  support  of  the  plan  and 
present  to  the  patient  the  conviction  that 
his  physician  is  supporting  the  plan  for  the 
good  inherent  in  it  rather  than  as  the  lesser 
of  two  evils. 

These  and  many  other  factors  in  securing 
physician  cooperation  will  be  the  subject  of 
additional  study  by  our  own  plan  and  those 
of  every  other  medically-sponsored  prepay- 
ment plan  in  the  coming  months. 

At  a recent  meeting  of  the  American 
Medical  Care  Plans  held  in  St.  Louis,  these 
topics  were  considered  of  vital  interest  and 
definite  planning  is  under  way  for  the 
securing  of  better  physician  cooperation 
wherever  such  can  be  developed. 

It  is  highly  encouraging  to  know  the 
rapid  strides  being  made  in  the  develop- 
ment of  the  physician-sponsored  plans  all 
over  the  nation,  the  enrollment  now  having- 
gone  well  beyond  six  million — and  the  indi- 
cations are  that  its  increase  will  be  much 
more  rapid  in  the  coming  months. 

When  the  physicians  of  Louisiana  become 
committees  of  one  to  help  solve  some  of  "che 
problems  mentioned,  our  plan  will  be  able 
to  demonstrate  progress  comparable  to  that 
of  the  best  and  largest  plans  over  'the 
nation. 


O- 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


Oct.  13. 

Oct.  14. 

Oct.  15. 
Oct.  16. 


Oct.  17. 


Oct.  20. 
Oct.  21. 

Oct.  22. 

Oct.  24. 


Scientific  Meeting,  Orleans  Parish  Medi- 
ical  Society,  8 p.  m. 

Orleans  Parish  Radiological  Society,  8 

p.  m. 

Charity  Hospital  Surgical  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro  In- 
firmary, 12  noon. 

Veterans  Administration  Hospital  Staff, 
8 p.  m. 

Executive  Committee,  Hotel  Dieu,  8 p.  m. 
Lakeshore  Hospital  Staff,  8 p.  m. 

The  Orleans  Society  of  X-ray  Techni- 
cians, 7 :30  p.  m. 

Hotel  Dieu'  Staff,  8 p.  m. 

I.  C.  R.  R.  Hospital  Staff,  12:30  p.  m. 
Charity  Hospital  Medical  Staff,  8 p.  m. 
Catholic  Physicians’  Guild,  8 p.  m. 
French  Hospital  Staff,  8 p.  m. 

DePaul  Sanitarium  Staff,  8 p.  m. 


Oct.  28.  Baptist  Hospital  Staff,  8 p.  m. 

Oct.  30.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 12  noon. 

Oct.  31.  New  Orleans  Hospital  Dispensary  for 
Women  and  Children  Staff,  8 p.  m. 
Nov.  3.  Board  of  Directors,  Orleans  Parish  Med- 
ical Society,  8 p.  m. 

Nov.  4.  Eye,  Ear,  Nose  and  Throat  Staff,  8 p.  m. 
Nov.  5.  Mercy  Hospital  Staff,  8 p.  m. 

Nov.  7.  Ochsner  Clinic  Staff,  8 p.  m. 

0 

RADIO  PROGRAMS 

The  Society,  in  cooperation  with  the  Civic  Af- 
fairs Committee  of  the  New  Orleans  Association 
of  Commerce,  is  planning  to  resume  health  talks 
over  the  radio  in  the  very  near  future. 

Those  of  you  who  are  interested  in  appearing 
on  these  programs  should  submit  your  name  and 
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the  subject  you  would  like  to  talk  on  to  Dr.  Val 
Fuchs,  chairman  of  the  Radio  Committee.  The 
Committee  will  assign  you  a date,  and  prior  to 
your  appearance  you  will  be  asked  to  prepare  your 
talk  in  question  and  answer  form  and  submit  it 
to  the  Committee. 

o 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

The  general  practitioners  in  the  First  District 
of  Louisiana  met  August  20  and  formed  an  Orleans 
Chapter  of  the  American  Academy  of  General 
Practice.  It  is  the  second  Parish  in  Louisiana  to 
organize. 

The  meeting  was  called  to  order  by  Dr.  N.  J. 
Chetta,  councilor  for  the  First  District  of  Louisi- 
ana, who  acted  as  temporary  chairman  until  the 
election  of  officers. 

Dr.  J.  P.  Sanders  of  Shreveport,  delegate  from 
Louisiana  to  the  national  organization,  was  the 
principal  speaker;  he  spoke  on  the  aims  and  objec- 
tives of  the  AAGP. 

Officers  elected  were:  Dr.  Joseph  C.  Menendez, 
president;  Dr.  E.  A.  Fatter,  vice-president;  Dr.  R. 
E.  Gillaspie,  secretary-treasurer;  Drs.  E.  L.  Leck- 
ert,  W.  A.  Gillaspie,  Charles  Moseley,  Lucien  C. 
Delery,  Joseph  J.  Ciolino,  Theo.  F.  Kirn,  N.  J. 
Chetta,  George  Barnes,  and  Frank  Gallo,  members 
of  the  board  of  directors. 

Following  the  election  of  officers  a committee 
was  appointed  to  formulate  a constitution  and  by- 
laws. 

o 

NEWS  ITEMS 

Drs.  James  E.  Bailey,  John  Kometani,  R.  V. 
Platou,  E.  A.  Socola  and  Alma  Sullivan  attended 
the  recent  meeting  of  the  International  Congress 
of  Pediatrics  in  New  York. 

Dr.  Platou  presented  a scientific  exhibit  on  “In- 
fantile Congenital  Syphilis”  at  the  meeting. 


Dr.  E.  L.  King  attended  the  International  Con- 
gress of  Obstetricians  and  Gynecologists  recently 
held  in  Dublin. 

While  abroad  Dr.  King  visited  various  hospitals 
in  London  and  Paris. 


Dr.  Roy  H.  Turner  participated  in  a critique  on 
the  United  States  Army  training  course  for  reg- 
ular army  officers. 

Dr.  Turner  was  one  of  three  who  served  as  con- 
sultant on  internal  medicine  at  Brooks  General 
hospital,  San  Antonio. 

Dr.  Ambrose  H.  Storck  delivered  two  addresses 
at  meetings  of  the  Southern  Pacific  Railway  Sur- 
geons in  Portland,  August  29-30. 

o 

CHANGES  OF  ADDRESS 

Dr.  Branch  J.  Aymond,  Jung  Hotel. 

Dr.  A.  F.  Brock,  2008  Bodenger  Blvd.,  Algiers. 

Dr.  Chester  S.  Fresh,  6237  So.  Claiborn  Avenue. 


Dr.  Thomas  E.  Furlow,  6210  Franklin  Avenue. 

Dr.  Joe  Alfred  Izen,  3606  Chestnut  Street, 
Apt.  C. 

Dr.  Edwin  S.  Kagy,  2618  Calhoun  Street. 

o 

CHANGES  IN 
MEMBERSHIP  ROLLS 

One  member.  Dr.  Harry  B.  Caplan,  was  trans- 
ferred from  intern  to  active  membership. 

One  active  member.  Dr.  R.  A.  Oriol,  was  elected 
to  inactive  membership. 

One  active  member.  Dr.  Thomas  J.  Walshe, 
passed  away. 

0 

NEWS  FROM 

NEW  ORLEANS  HOSPITALS 

The  resignation  of  Dr.  Lewis  E.  Jarrett,  director 
of  Touro  Infirmary,  effective  August  11,  1947,  was 
announced  earlier  in  the  month  by  Mr.  Eldon  Laza- 
rus, chairman  of  the  board  of  the  Hospital.  Mr. 
Joseph  M.  Hinsley,  Assistant  Director  and  Con- 
troller of  the  Hospital,  has  been  named  acting  di- 
rector until  a successor  for  Dr.  Jarrett  is 
appointed. 


The  construction  of  a new  X-Ray  Department 
at  Touro  Infirmary  is  near  completion.  The  depart- 
ment which  is  located  on  the  first  floor  of  the 
Prytania  Street  wing  of  the  Hospital  should  be 
one  of  the  most  up-to-date  X-Ray  establishments 
in  the  United  States  when  it  is  completed.  Work 
has  also  been  started  on  construction  of  a Tumor 
Clinic  at  Touro.  Announcement  as  to  dates  of  the 
openings  of  these  new  facilities  will  be  made  some- 
time in  September. 


Sister  Celestine,  Administrator  of  Hotel  Dieu, 
has  announced  the  addition  of  a Personnel  and 
Public  Relations  Department  to  the  administrative 
staff  of  Hotel  Dieu.  This  department  began  to 
function  during  July  with  John  F.  Screen  as  direc- 
tor of  Personnel  and  Public  Relations.  The  depart- 
ment will  be  responsible  for  recruitment  and  em- 
ployment of  workers,  job  analyses,  salary  and 
wage  administration,  maintenance  of  adequate  per- 
sonnel records,  job  evaluation  studies  and  the  de- 
velopment of  a public  relations  program  for  the 
Hospital. 


A new  class  of  forty-four  pre-clinical  students 
was  admitted  to  the  Hotel  Dieu  School  of  Nursing 
on  August  4th.  This  number  just  about  reached 
the  quota  of  45  students  which  had  been  established 
for  this  class.  Six  states  are  represented  in  the 
class;  17  of  the  new  students  are  from  New  Oi’- 
leans  and  17  from  the  State  of  Louisiana  outside 
of  the  New  Orleans  area. 


Appointment  of  J.  V.  Guillotte  as  Credit  Man- 
agfer  of  Hotel  Dieu  was  also  announced  last  week 
by  Sister  Celestine,  Administrator  of  Hotel  Dieu. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


SOUTHERN  REGIONAL  CONFERENCE 

A number  of  national  as  well  as  regional 
individuals  of  prominence  are  scheduled  to  address 
the  Southern  Regional  Conference  to  be  held  in 
New  Orleans  on  Thursday,  October  23,  and  Fri- 
day, October  24,  at  the  Roosevelt  Hotel,  A.  V. 
Friedrichs,  M.  D.,  Chairman  of  Arrangements,  an- 
nounced recently. 

The  conference  is  sponsored  by  the  Council  on 
Medical  Service  of  the  American  Medical  Associa- 
tion. Participating  in  the  conference  will  be  the 
Council  on  Industrial  Health  and  the  Committee 
on  Rural  Medical  Service  of  the  American  Medical 
Association. 

The  States  of  Alabama,  Arkansas,  Louisiana, 
Mississippi,  Oklahoma,  Tennessee,  and  Texas  are 
participating  in  the  conference.  Local  arrange- 
ments for  the  conference  are  being  handled  by  the 
Council  on  Medical  Service  and  Public  Relations  of 
the  Louisiana  State  Medical  Society. 

Appearing  on  the  program  will  be  Dr.  George 
Lull,  Secretary  and  General  Manager  of  the  Amer- 
ican Medical  Association,  Dr.  James  R.  McVay, 
Chairman  of  the  Council  on  Medical  Service  of 
the  AMA,  Dr.  Joseph  F.  Lawrence,  Director  of 
the  Washington  office  of  the  Council  on  Medical 
Service  of  the  AMA,  Dr.  Stanley  J.  Seeger,  Chair- 
man, Council  on  Industrial  Health  of  AMA,  and 
Dr.  J.  Paul  Jones,  Member  of  the  Committee  on 
Rural  Medical  Service  of  the  AMA.  Dr.  G.  C. 
Anderson,  President  of  the  Louisiana  State  Medi- 
cal Society,  and  Dr.  H.  Ashton  Thomas,  President 
of  the  Orleans  Parish  Medical  Society,  will  deliver 
the  Addresses  of  Welcome.  Many  other  prominent 
doctors  and  lay  individuals  of  the  South  are  also 
scheduled  to  actively  participate  in  the  Southern 
Regional  Conference. 

While  the  conference  is  primarily  a meeting  of 
the  officers,  directors,  and  committees  of  the  vari- 
ous state  and  parish  'societies  in  the  South,  any 
doctor  interested  in  the  meeting  is  invited  to  attend. 

o — ^ — — 

THE  FOUNDATION  HOSPITAL 

A meeting  of  the  Staff  of  the  Foundation  Hos- 
pital was  held  on  Friday,  September  5,  1947  at 


8 p.  m.  at  the  hospital.  A symposium  was  held  on 
Lumbosacral  Anomalies  in  Relation  to  Low  Back 
Pain  with  the  following  doctors  presenting  various 
subjects:  Embryology  and  Evolution,  Dr.  Joe  W. 
King;  Mechanical  Effects,  Dr.  Richard  Shorkey; 
X-ray  Definition,  Dr.  Richard  Boyer;  Symptoms 
and  Signs,  Dr.  W.  Bostwick  Sheppard;  Relation 
to  Disc  Problem,  Dr.  Alfons  R.  Altenberg;  Treat- 
ment, Dr.  George  G.  Gill. 

o 

ADDITIONAL  FUNDS  FOR  CORONER’S 
OFFICE 

Mayor  Morrison  announces  that  an  additional 
appropriation  of  $1500  will  be  made  in  the  budget 
of  the  Coroner’s  Office  to  purchase  needed 
equipment.  The  Mayor,  in  discussing  this  recom- 
mendation, states  that  “serious  errors  in  autop- 
sies have  been  made  in  the  last  few  months,  and 
I am  informed  that  these  errors  are  the  results 
of  improper  and  inadequate  equipment.” 

o 

TULANE  MEDICAL  REGISTRATION 

There  are  476  students  registered  in  the  Tulane 
University  School  of  Medicine  for  the  coming  year. 
In  addition  to  the  regular  courses  there  will  be 
ten  full  time  and  two  part  time  students  in  the 
nine  month  public  health  (tropical  medicine)  course 
which  will  be  given  in  the  Division  of  Graduate 
Medical  Studies. 

o 

MAGRUDER  HONORED 

Dr.  Marcus  J.  Magruder,  who  has  been  a member 
of  the  staff  of  Touro  Infirmary  for  more  than 
sixty  years,  on  Wednesday,  September  3 was  made 
a life  member  of  the  medical  staff  at  exercises 
held  at  his  bedside.  Dr.  Magruder  is  recuperating 
from  an  eye  operation. 

Mr.  E.  S.  Lazarus,  president  of  the  Hospital 
Board  of  Supervisors,  described  Dr.  Magruder 
when  he  handed  him  the  plaque,  saying  he  had  been 
given  a lifetime  appointment  at  the  hospital  as  one 
of  the  few  old  time  family  doctors. 

This  plaque  has  been  given  to  only  two  members 
of  the  Touro  staff.  Dr.  Rudolph  Matas  and  Dr. 
Magruder.  Dr.  Magruder  gave  a short  talk  in 
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which  he  said  that  when  he  came  on  as  an  intern 
at  Touro  there  were  only  two  in  the  group,  there 
were  no  graduate  nurses  not  only  at  Touro  but 
in  any  hospital  in  the  city. 

o 

DR.  DUPUY  HONORED 
Received  as  a member  of  the  French  Legion  of 
Honor,  Dr.  Homer  J.  Dupuy  was  decorated  Sep- 
tember 10  with  the  medal  of  the  order  “for  ex- 
traordinary service”  rendered  in  directing  medical 
facilities  for  40,000  French  troops  at  Taranto, 
Italy  prior  to  their  invasion  of  Southern  France  in 
1944.  The  medal  was  presented  by  Consul  Gen- 
eral Jean  Laprierre  of  France  in  ceremonies  at 
the  French  Consulate  in  New  Orleans. 

o 

LOUISIANA  STATE  UNIVERSITY 
SCHOOL  OF  MEDICINE 
The  School  of  Medicine,  Louisiana  State  Univer- 
sity, has  expanded  its  school  year  from  32  to  36 
weeks  and  the  following  new  appointments  have 
been  announced:  Dr.  Harry  E.  Dascomb,  Instruc- 
tor in  Medicine  (assigned  to  Microbiology)  ; Dr. 
Robert  M.  Waters,  Instructor  in  Surgery;  Dr. 
John  J.  Blasko,  Clinical  Instructor  in  Neuropsy- 
chiatry; Dr.  Louis  Raider,  Clinical  Instructor  in 
Radiology;  Dr.  Simon  V.  Ward,  Jr.,  Clinical  In- 
structor in  Obstetrics  and  Gynecology;  Dr.  Harold 

S.  Gamble,  Assistant  in  Anatomy;  Dr.  John  D. 
Krafchuk,  Assistant  in  Microbiology;  Dr.  James 

T.  McQuitty,  Clinical  Assistant  in  Surgery;  Dr. 
Robert  D.  Bone,  Clinical  Assistant  in  Medicine. 

Registration  of  310  students  in  the  medical 
school  has  taken  place.  These  include  98  new  stu- 
dents; 91  men  and  seven  women.  Fifty-four  are 
veterans.  Three  are  from  Latin  America. 

0 

NEWS  ITEMS 

Dr.  Rudolph  Matas  and  Dr.  Isidore  Cohn  at- 
tended the  12th  International  Surgical  Congress 
September  14-20  in  London.  Dr.  Matas  served  as 
president  of  the  last  congress,  held  in  1938  in  Brus- 
sels, Belgium,  after  having  been  elected  in  absentia 
at  the  1936  congress  in  Cairo,  Egypt. 


Dr.  William  H.  Block  has  been  awarded  life 
membership  in  the  Medical  Alumni  Association  of 
the  University  of  Maryland.  Dr.  Block  graduated 
from  the  University  of  Maryland  in  1895  and  is 
entitled  to  life  membership  since  the  Alumni  Asso- 
ciation recently  passed  a resolution  that  all  mem- 
bers would  be  granted  this  honor  after  having 
reached  the  fiftieth  anniversary  of  their  gradua- 
tion. 


Dr.  Manuel  Garcia  was  re-elected  president  of 
the  Orleans  Parish  Unit,  American  Cancer  Society, 
at  the  meeting  held  Wednesday,  September  3.  Dr. 
Walter  Levy  was  re-elected  secretary  and  Dr.  M. 


S.  Steege,  Jr.,  treasurer.  Mrs.  C.  C.  Walther  was 
selected  as  vice-president. 

The  report  of  the  Hutchinson  and  Louisiana 
State  University  Cancer  Detection  Clinics  were 
presented  at  the  meeting.  In  the  Hutchinson  Clinic 
of  323  people  examined,  12  cases  of  cancer  were 
discovered;  at  the  L.  S.  U.  Clinic  of  299  racially 
mixed  patients  there  were  seven  cases  of  this  dis- 
ease detected. 

The  results  of  these  two  clinics  will  exemplify 
what  can  be  done  in  cancer  prevention,  as  un- 
doubtedly the  cases  that  were  diagnosed  may  be 
treated  and  helped. 

0 

AMERICAN  ACADEMY  OF  DERMATOLOGY 

AND  SYPHILOLOGY 

The  sixth  annual  meeting  of  the  American 
Academy  of  Dermatology  and  Syphilology  will  be 
held  in  Chicago  December  6-11.  Principal  sessions 
will  be  held  at  the  Palmer  House  with  special 
courses  in  histopathology  and  mycology  scheduled 
at  the  medical  schools  of  the  University  of  Illinois 
and  Northwestern  University  and  teaching  clinics 
at  the  University  of  Illinois  College  of  Medicine. 

Extensive  scientific  and  technical  exhibits  will 
be  set  up  in  connection  with  the  meeting.  Dr.  Mar- 
cus R.  Caro,  of  Chicago,  heads  the  committee  on 
scientific  exhibits  and  Dr.  Clyde  L.  Cummer,  of 
Cleveland  is  in  charge  of  the  technical  exhibits. 

Special  courses  in  histopathology,  mycology, 
x-ray  and  radium  therapy,  bacteriology  of  the  skin, 
mucous  membrane  lesions,  industrial  dermatoses, 
specific  granulomata,  and  dermatoscleroses  will  be 
held  under  leaders  in  these  various  fields.  Subjects 
to  be  discussed  in  symposia  will  include:  physiology 
and  chemistry  of  the  skin ; physical  and  radiation 
therapy;  cutaneous  allergy;  syphilis;  pharmaceu- 
tical therapeutics;  and  diagnostic  methods  in  der- 
matology. Other  features  will  be  a round  table 
discussion  on  dermatopathology  and  a panel  on 
management  of  skin  diseases. 

Lectures  will  be  given  by  Dr.  G.  H.  Bishop,  pro- 
fessor of  neurophysiology,  Washington  University, 
Dr.  Harvey  Blank,  University  of  Pennslyvania  and 
Dr.  A.  C.  Ivy,  Vice-President  of  the  University  of 
Illinois. 

o 

THE  AMBULATORY  FRACTURE 
ASSOCIATION 

Announcement  has  been  made  that  the  Eighth 
Annual  Meeting  of  the  Ambulatory  Fracture  As- 
sociation will  be  held  in  Aurora,  Illinois,  October 
9-11,  1947,  with  convention  headquarters  at  the 
Leland  Hotel.  The  program  will  follow  the  usual 
pattern  with  the  presentation  of  papers,  case  re- 
views, operative  and  dry  clinics,  dealing  chiefly 
with  fractures  and  traumatic  injuries. 

From  October  13  through  17  there  will  be  study 
classes  on  skeletal  fixation  technics,  sponsored  by 
the  Association.  These  classes  will  be  limited  to 
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50  persons.  For  detailed  information  communicate 
with  the  office  of  the  Association,  120  South  La 
Salle  Street,  Chicago  3. 

o 

THE  NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS 
A three-day  conference  will  be  held  April  5-7, 
1948  by  the  National  Society  for  the  Prevention  of 
Blindness  at  the  Hotel  Radisson,  Minneapolis.  Per- 
sons who  are  directly  or  indirectly  concerned  with 
eye  health  and  safety  are  invited  to  attend  this 
conference,  detailed  program  of  which  will  be  avail- 
able at  a future  date. 

0 

OFFICE  SPACE  FOR  DOCTOR 
Information  has  been  received  by  the  office  of 
the  Journal  that  there  is  available  office  space  for 
a doctor  at  4402  Jefferson  Highway,  New  Orleans. 

0 

HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  Department  of  Com- 
merce, from  the  figures  reported  by  the  New  Or- 
leans Health  Department,  announces  that  there 
were  173  deaths  occurring  in  the  City  of  New 
Orleans  during  the  week  which  ended  August  9. 
These  deaths  were  divided  115  white,  58  nonwhite 
and  included  27  children  under  one  year  of  age. 
There  was  a slight  decrease  in  number  of  deaths 
reported  for  the  week  ending  August  16,  the  total 
number  being  149  with  only  12  infant  deaths.  One 
hundred  and  three  white  persons  and  46  colored 
persons  expired  this  week.  The  next  week,  which 
closed  on  August  23  showed  a further  decrease  in 
number  of  deaths  in  the  City  of  New  Orleans.  The 
same  number  of  colored  persons  died,  however 
there  were  only  81  deaths  in  the  white  population 
reported,  which  was  a decrease  of  22  in  the  figure 
recorded  for  the  previous  week.  The  total  number 
of  deaths  reported  for  the  week  which  ended 
August  30  was  137 ; an  increase  of  ten  over  the 
week  of  August  23.  Ninety-five  of  these  occurred 
in  the  white  race  and  42  in  the  nonwhite,  with  ten 
infant  deaths  reported. 

0 

INFECTIOUS  DISEASES  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  ending  August  2 included 
103  cases  of  cancer,  49  of  unclassifield  pneumonia, 
23  of  pulmonary  tuberculosis,  20  each  of  pneumo- 
coccic  pneumonia  and  septic  sore  throat  and  15  of 
measles.  There  were  two  cases  of  malaria  reported 
this  week;  one  contracted  within  the  Continental 
United  States  and  ope  outside  of  Continental 
United  States.  No  cases  of  poliomyelitis  were  re- 
ported this  week.  The  number  of  cancer  cases 
dropped  to  71  the  week  ending  August  9,  however 
there  was  an  increase  in  the  number  of  cases  of 
pulmonary  tuberculosis,  there  being  80  instances  of 
this  disease  recorded  in  the  state  this  particular 


week.  The  only  other  disease  reported  in  number 
greater  than  ten  was  unclassified  pneumonia  with 
£5  cases.  Three  cases  of  poliomyelitis  were  re- 
ported, one  each  from  Caddo,  Orleans  and  Rapides 
Parishes  and  a total  of  six  cases  of  malaria;  five 
of  which  were  contracted  within  the  Continental 
United  States.  One  case  of  meningococcus  menin- 
gitis was  also  reported  from  Orleans  Parish.  Ame- 
biasis led  all  reportable  diseases  in  the  .state  for 
the  week  ending  August  16,  with  65  cases  reported. 
This  disease  was  followed  by  53  cases  of  cancer, 

42  of  pulmonary  tuberculosis  and  20  of  unclassified 
pneumonia.  The  number  of  malaria  cases  was  de- 
creased to  two;  place  of  contraction  not  stated  for 
one  and  the  other  contracted  within  Continental 
United  States.  Again,  one  case  of  meningococcus 
meningitis  was  reported  from  Orleans  Parish. 
There  were  only  two  diseases  reported  in  numbers 
greater  than  ten  for  the  week  ending  August  23 ; 

43  of  cancer  and  30  of  unclassified  pneumonia.  Two 
cases  of  malaria,  contracted  outside  of  the  Conti- 
nental United  States  were  reported  and  one  case 
of  meningococcus  meningitis  occurred  in  Acadia 
Parish. 

0 

MONTHLY  MORBIDITY  FOR  VENEREAL 
DISEASES,  STATE  OF  LOUISIANA 
Month  Ending  July  31,  1947 


Total 

This 

Month 

Lymphopathia  Venereum  13 

Total 

Previous 

Months 

41 

Total 
To  Date 
1947 
54 

Chancroid 

43 

329 

372 

Gonorrhea 

1367 

7397 

8764 

Granuloma  Inguinale 

18 

105 

123 

Syphilis 

989 

5768 

6757 

CHARLES  J.  BLOOM 
1886-1947 

Dr.  Charles  James  Bloom,  nationally  known  New 
Orleans  pediatrician  died  at  Touro  Infirmary  on 
August  28.  Dr.  Bloom  received  his  doctor  of  medi- 
cine degree  from  Tulane  University  in  1912  and 
was  honor  man  in  the  class  taking  examinations  for 
medical  licenses.  He  continued  his  medical  studies 
at  Harvard  where  he  did  graduate  work  from  1914 
through  1916;  Following  completion  of  his  uni- 
versity work.  Dr.  Bloom  devoted  the  rest  of  his 
life  to  child  welfare,  as  a working  pediatrician  as 
well  as  a teacher  and  writer  on  topics  related  to 
infant  care.  He  was  the  author  of  “The  Care  and 
Feeding  of  Babies  in  Warm  Climates”  and  of  nu- 
merous articles  for  medical  journals.  Many  staff 
appointments  were  held  at  various  New  Orleans 
hospitals  by  Dr.  Bloom,  including  co-chief  of  the 
Department  of  Pediatrics  at  Mercy  Hospital;  sen- 
ior staff  member  at  Touro  Infirmary;  pediatrician 
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in  charge  of  the  the  Lying-In  Hospital ; staff  mem- 
ber at  Southern  Baptist  Hospital;  senior  visiting 
pediatrician  at  Charity  Hospital,  Hotel  Dieu,  Pres- 
byterian Hospital  and  the  New  Orleans  Dispensary 
for  Women  and  Children;  consulting  pediatrician 
at  the  French  Hospital;  and  chief  of  pediatrics  at 
Flint  Goodridge  Hospital. 

During^  World  War  I he  was  a consultant  in 
pediatrics  for  the  American  Red  Cross  and  also 
served  as  a First  Lieutenant  in  the  Medical  Re- 
serve Corps. 

His  teaching  work  consisted  of  instruction  at 
Tulane  University,  where  he  was  professor  of  pedi- 


atrics and  head  of  the  postgraduate  medical  de- 
partment from  1916  to  1937 ; Louisiana  State 
University  where  he  was  department  head  and  pro- 
fessor of  pediatrics  from  1937  to  1940;  and  the 
Southern  Pediatric  Seminar,  Saluda,  North  Caro- 
lina, where  he  was  a faculty  member  from  1924 
to  1942. 

In  1935  Dr.  Bloom  served  as  president  of  the 
Louisiana  Pediatric  Society.  In  addition  to  that 
organization  he  was  a member  of  the  Orleans  Par- 
ish Medical  Society,  Louisiana  State  Medical  So- 
ciety, Southern  Medical  Association  and  American 
Medical  Association. 
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The  T reatment  of  Diabetes  Mellitus:  By  Elliott  P. 
Joslin,  A.  M.,  M.  D.  Sc.  D.,  Howard  F.  Root, 
M.  D.,  Priscilla  White,  M.  D.,  Alexander  Marble, 
A.  M.,  M.  D.,  and  C.  Cabell  Bailey,  M.  D.,  8th  ed., 
Philadelphia,  Lea  and  Febiger,  1946.  Pp.  861. 
Ulus.  Price,  $10.00. 

The  eighth  edition  of  this  comprehensive  work 
maintains  the  preeminence  established  by  earlier 
editions  as  a standard  for  all  phases  of  considera- 
tion of  the  clinical  features  of  diabetes  mellitus. 
As  the  author  states  in  his  preface  “It  is  easily 
seen  that  this  expansion  (of  the  field  of  diabetes) 
has  necessitated  too  much  detailed  knowledge  for 
one  doctor.”  He  could  hardly  have  chosen  better 
than  to  include  as  co-authors  who  worked  with  him 
in  developing  the  program  of  the  George  F.  Baker 
Clinic. 

In  general,  the  book  follows  the  pattern  set  by 
its  predecessors.  The  growing  number  of  diabetics 
is  stressed;  that  they  mature  and  incur  the  same 
illnesses  as  do  nondiabetics  of  their  respective  age 
groups  has  led  to  the  inclusion  of  much  new  ma- 
terial, a considerable  portion  of  it  devoted  to  the 
problems  of  obstetrics  and  geriatrics.  A new  chap- 
ter on  “Alloxan  Diabetes”  describes  some  of  the 
experiments  by  which  animals  can  be  rendered 
diabetic  within  a few  minutes  after  a single  in- 
jection of  this  chemical  and  implies  that  clinical 
application  may  soon  be  realized.  Inasmuch  as  life 
insurance  companies  are  now  considering  the  prac- 
ticability of  issuing  life  insurance  to  diabetics,  the 


sections  on  statistics  becomes  even  more  important 
than  formerly. 

Those  who  have  come  to  rely  on  Joslin’s  text  for 
guidance  in  the  management  of  the  diabetic  patient 
will  find  this  edition  as  helpful  as  those  which  pre- 
ceded it.  Some  may  take  issue  with  a few  of  Joslin’s 
dogmatisms;  e.  g.,  his  insistence  that  the  intra- 
venous administration  of  glucose  is  harmful  and 
that  alkalies  are  useless  in  diabetic  acidosis.  De- 
spite this  the  general  practitioner,  for  whom  the 
book  is  primarily  intended,  will  find  that  the  meth- 
ods detailed  are  sound,  practicable  and  applicable 
to  by  far  the  majority  of  incidents  apt  to  be  noted 
in  the  “careers”  of  diabetics. 

Sydney  Jacobs,  M.  D. 


Penicillin  hi  Syjyhilis:  By  Joseph  Earle  Moore,  M. 

D.  Springfield,  111.  Chas.  C.  Thomas  Co.  1946. 

Pp.  319.  Charts.  Price  $5.00. 

“Penicillin  in  Syphilis”  is  a volume  comprising  a 
condensation  of  voluminous  literature  on  penicillin 
and  its  effect  on  syphilis.  The  author,  in  his  typi- 
cally clear  and  orderly  manner,  reviews  the  chem- 
istry, pharmacology,  therapeutic  activity  and  the 
mechanism  of  action  of  penicillin.  He  then  discusses 
the  action  of  penicillin  and  its  results,  as  far  as  is 
presently  known,  on  syphilis  of  the  various  systems 
of  the  body. 

The  authoritative  crystallization  of  the  latest 
thoughts  and  experiences  on  this  important  subject 
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makes  the  book  invaluable  to  all  interested  in  the 
treatment  of  syphilis.  The  excellent  review  of  the 
fundamentals  of  penicillin  and  its  actions  will  make 
this  edition  popular  with  all  physicians.  The  book 
is  recommended  to  all  physicians  and  medical 
students. 

John  G.  Menville,  M.  D. 


Principles  and  Practice  of  Obstetrics:  By  J.  B. 

DeLee,  M.  D.,  and  J.  P.  Greenhill,  M.  D.  9th  ed. 

Philadelphia,  W.  B.  Saunders  Co.,  1947.  Ulus. 

figures,  pi.  pp.  1011.  Price,  $10.00. 

In  revising  DeLee’s  Principles  and  Practice  of 
Obstetrics,  Dr.  J.  P.  Greenhill  has  added  much  new 
material  in  the  ninth  edition  of  this  well-known 
textbook.  This  has  been  accomplished  by  adding 
new  chapters  on  “Minor  Disturbances  of  Preg- 
nancy,” “Diagnosis  of  Post-Maturity  and  Missed 
Labor,”  “Erythroblastosis”  and  “Prematurity,”  al- 
though this  book  is  100  pages  shorter  than  the 
eighth  edition. 

There  are  a total  of  1,108  illustrations,  211  being 
in  color,  representing  an  increase  over  the  previous 
edition.  Many  of  our  newer  ones  are  excellent 
reproductions  showing  anatomy  and  pathology  rela- 
tive to  obstetrics.  As  would  be  expected,  local 
analgesia  is  stressed  over  general  and  spinal,  as 
the  method  of  choice  for  both  normal  and  operative 
delivery.  Many  additions  have  also  been  made  to 
the  sections  dealing  with  diseases  of  the  blood 
and  surgical  procedures,  hyperemesis  gravidarum, 
toxemias  of  pregnancy,  postpartum  hemori'hage, 
placenta  previa,  abruptio  placenta,  and  chronic  in- 
fectious diseases  complicating  pregnancy. 

The  high  position  of  this  book  as  a modern  and 
complete  exposition  of  obstetrics  is  fully  main- 
tained, as  evidenced  by  the  fact  that  it  is  the  choice 
of  the  Obstetric  Department  at  Tulane  for  under- 
graduates in  the  School  of  Medicine. 

C.  M.  Johnson,  M.  D. 


Paravertebral  Block,  Its  Diagnosis,  Prognosis  and 
Therapy;  Minor  Sympathetic  Surgery:  By  Felix 
Mandl,  M.  D.,  F.  I.  C.  S.  New  York,  Grune  & 
Stratton,  1947.  Illils.  Pp.  330.  Price,  $6.50. 
This  book  of  330  pages  including  the  index  covers 
the  field  of  paravertebral  block,  the  discussion  in- 
cluding the  indications  for  tihs  form  of  therapy, 
the  technique  of  the  method,  and  the  end  results. 


It  summarizes,  in  fact,  the  author’s  personal  ex- 
perience and  the  experience  of  other  observers  with 
this  method  over  the  past  quarter  of  a century. 
The  possibilities  of  paravertebral  block  are  clearly 
presented,  though  more  emphasis  might  have  been 
put  on  its  relative  as  well  as  its  absolute  advantage. 

The  book  would  have  been  improved  by  judicious 
condensation.  It  is  almost  too  voluminous  for  the 
factual  matter  presented.  The  illustrations  are  not 
original  and  are  not  particularly  well  reproduced. 
The  translation,  from  the  standpoint  of  readability, 
is  excellent.  The  most  valuable  feature  of  the  book 
is  perhaps  the  complete  bibliography. 

Ernest  G.  DeBakey,  M.  D. 


Effect  of  Smallpox  on  the  Destiny  of  the  Amerbi- 
dian:  By  E.  Wagner  Steam,  Ph.  D.,  and  Allen 
E.  Steam,  Ph.  D.,  Boston,  Bruce  Humphries,  Inc., 
1945.  Pp.  153.  Price,  $2.50. 

Presenting  an  epidemiological  study  of  smallpox 
in  the  American  Indian,  this  volume  is  also  a con- 
tribution to  our  national  history.  It  shows  the 
undoubted  advantage  which  the  ravages  of  small- 
pox on  a non-immune  native  people,  gave  to  our 
early  settlers,  and  the  great  influence  which  this 
balance  of  power  had  on  the  development  of  this 
country.  The  study  is  well  documented  throughout 
by  citation  of  source  reference.  It  may  well  serve 
as  an  authentic  reference  work  on  the  history  of 
smallpox,  that  dread  scourge  which  decimated  our 
population  prior  to  the  discovery  and  obligatory 
practice  of  vaccination. 

Mary  Louise  Marshall. 


Diseases  of  the  Chest:  Emphasis  on  X-ray  Diag- 
nosis: Eli  H.  Rubin,  M.  D.,  F.  A.  C.  P.,  F.  C. 
C.  P.,  Philadelphia,  W.  B.  Saunders  Co.,  1947. 
Pp.  685.  Price,  $12.00. 

There  has  long  been  a need  for  a book  on  diseases 
of  the  lungs  which  can  be  recommended  to  senior 
medical  students,  postgraduate  students  and  gen- 
eral practitioners,  as  a thorough  and  modern  pre- 
sentation of  this  special  field  in  one  volume.  This 
book  answers  that  purpose  admirably.  Beginning 
with  a section  on  basic  anatomy,  roentgenology, 
pulmonary  tuberculosis,  other  chronic  pulmonary 
diseases  and  conditions  of  the  pleura,  mediastinum 
and  diaphragm.  An  excellent  section  summarizing 
the  present  status  of  surgical  treatment  is  con- 
tributed by  the  principal  author’s  brother,  Morris 
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Rubin.  The  book’s  strength  as  well  as  its  one 
possible  defect  is  indicated  by  the  subtitle.  The 
emphasis  on  roentgenologic  diagnosis  is  in  accord 
with  modern  practice  and  the  illustrations  from 
hundreds  of  roentgenograms  make  this  volume  an 
unsurpassed  x-ray  atlas  of  the  thorax.  Incident- 
ally, the  reproduction  of  these  completely  excellent 
roentgenograms  is  of  superioi’  quality  as  is  the 
format  of  the  book.  If  any  criticism  can  be  made 
of  the  text,  it  is  that  examination  of  the  patient 
and  certain  physical  signs  are  rather  slighted.  The 
explanations  offered  for  some  of  the  signs  men- 
tioned are  not  generally  accepted.  There  are  ex- 
cellent bibliographies  at  the  end  of  each  chapter. 
As  suggested  in  the  preface,  radiologists  will  find 
this  book  valuable  to  furnish  background  for  their 
interpretation  of  chest  roentgenograms.  General 
practitioners  and  students  can  now  obtain  an  up- 
to-date  and  authoritative  work  on  diseases  of  the 
chest  which  will  be  a most  useful  addition  to  theii 
library  for  daily  use.  To  all  such  this  book  is  rec- 
ommended highly. 

Julius  Lane  Wilson,  M.  D. 


History  of  the  American  Medical  Association,  18^7 

to  ltH7:  By  Morris  Fishbein,  M.  D.  and  others. 

Philadelphia,  W.  B.  Saunders  Co.  1947.  Pp.  1226. 

Ulus.  Por.  Price,  $10.00 

Published  in  recognition  of  the  100th  anniversary 
of  the  American  Medical  Association,  this  exhaus- 
tive compilation  will  furnish  for  physicians,  for 
libraries  and  for  the  public  an  authoritative  ref- 
erence source  on  the  dev'elopment  of  American 
medicine  for  the  past  century,  as  it  has  been 
lead  and  influenced  by  this  great  medical  organi- 
zation. Particular  attention  is  given  to  the  con- 
tribution of  the  Association  in  raising  standards 
of  medical  education,  in  eliminating  quackery,  in 
improving  industrial  health  and  in  promoting  a 
wide  distribution  and  high  quality  of  medical  care. 

In  addition  to  a chronologic  account  of  the 
general  activities  of  the  Association,  from  its  or- 
ganization in  1847  to  the  present  time,  there  will 
be  found  biographic  sketches  and  portraits  of  its 
founder.  Dr.  Nathan  Smith  Davis,  of  its  101  Presi- 
dents and  of  the  nine  recipients  of  its  Distinguished 
Service  Medal,  first  of  whom  was  our  own  Dr. 
Rudolph  Matas. 

Included  also  are  historical  accounts  of  the 
special  individal  activities  of  the  American  Medi- 


cal Association,  its  Councils  and  Bureaus,  its 
Library,  the  Committee  on  Scientific  Research,  the 
Woman’s  Auxiliary,  the  Association’s  scientific 
sections  and  its  publications.  Full  indices  of  per- 
sons an  dof  subjects  add  greatly  to  the  book’s 
future  usefulness. 

Mary  Louise  Marshall 


Tnhercidosis  As  It  Comes  and  Goes:  By  Edward 

W.  Hayew.  Privately  published  by  the  author. 

Monrovia,  California,  1943.  Pp.  187.  Ulus. 

Price,  $2.00. 

This  small  book  contains  a wealth  of  information 
about  tuberculosis  for  the  average  patient  who 
must  combat  this  illness.  Organized  into  a number 
of  short  chapters,  each  with  a brief  title  and 
aptly-chosen  subtitle  (Chapter  V.,  for  example  is 
headed  ’’Infection  versus  Disease”  and  sub-headed 
“many  are  called  but  few  are  chosen”)  a graphic 
portrayal  of  the  clinical  features  of  tuberculosis 
and  its  forms  of  therapy  is  presented.  The  in- 
clusion of  a large  number  of  diagrams  makes  it 
easy  for  the  inquiring  patient  to  learn  what  is 
scheduled  fro  him  and  how  it  is  to  be  accomplished. 

Using  a minimum  of  technical  language  to  con- 
vey a maximum  of  information.  Dr.  Hayes  has 
provided  a little  book  which  would  well  repay  the 
general  physician  or  surgeon  for  the  reading.  Like 
so  many  other  “manulas”  presented  to  the  non- 
professional reader,  it  deserves  a prominent  place 
on  the  book  shelf  of  the  busy  doctor. 

Sydney  Jacobs,  M.  D. 


PUBLICATIONS  RECEIVED 

Chemical  Publishing  Co.,  Inc.,  Brooklyn : Colloid 
Science,  A Symposium  by  E.  K.  Rideal,  A.  E.  Alex- 
ander, D.  D.  Eley,  P.  Johnson,  F.  Eirich,  R.  F. 
Tucket,  J.  H.  Schulman,  M.  P.  Perutz,  G.  S.  Adair, 
G.  B.  B.  M.  Sutherland,  and  R.  R.  Smith. 

The  Commonwealth  Fund,  New  York:  Hospital 
Care  in  the  United  States,  report  of  the  Com- 
mission on  Hospital  Care. 

Grune  & Stratton,  New  York:  Introduction  to 
Medical  Psychology,  by  L.  Erwin  Wexberg,  M.  D. 

Lea  & Febiger,  Philadelphia:  A Hand-Book  of 
Ocular  Therapeutics,  by  the  late  Sanford  R.  Gif- 
ford, M.  D.,  F.  A.  C.  S.  and  revised  by  Derrick 
Vail,  M.  D.,  D.  0.  (Oxon),  F.  A.  C.  S. 

J.  B.  liippincott  Company,  Philadelphia:  New 
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and  Nonofficial  Remedies,  1947,  Issued  Under  the 
Direction  and  Supervision  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical 
Association. 

The  C.  V.  Mosby  Company,  St.  Louis ; Infant 
Nutrition  (4th  ed.),  by  P.  C.  Jeans,  A.  B.,  M.  D. 
and  Williams  McKim  Marriott,  B.  S.,  M.  D.;  Syn- 
opsis of  Allergy  (2nd  ed.),  by  Harry  L.  Alexander, 
A.  B.,  M.  D. 


W.  B.  Saunders  Company,  Philadelphia:  Inter- 
nal Medicine  in  General  Practice  (2nd  ed.),  by 
Robert  Pratt  McCombs,  B.  S.,  M.  D.,  F.  A.  C.  P.; 
The  American  Illustrated  Medical  Dictionary  (21st 
ed.),  by  W.  A.  Newman  Borland,  A.  M.,  M.  D., 
F.  A.  C.  S. 

Charles  C.  Thomas,  Springfield,  Illinois:  Ocular 
Therapeutics,  by  William  J.  Harrison,  Phar.  D., 
M.  D.,  F.  A.  C.  S. 
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A MESSAGE  TO  THE  WOMAN’S  AUXILIARY 

My  greatest  regret  in  life  is  that  I am  not  able 
to  claim  credit  for  establishing  the  Woman’s  Aux- 
iliary to  the  Louisiana  State  Medical  Society.  The 
records,  however,  will  show  that  in  1923,  while 
President  of  the  Louisiana  State  Medical  Society, 
I asked  that  the  Society  sponsor  such  an  organiza- 
tion, and  appointed  a committee  to  establish  an 
Auxiliary.  The  committee  reported  on  the  last 
day  of  the  convention,  that  it  was  not  advisable  at 
that  particular  time  to  sponsor  an  organization  of 
this  type.  And  it  remained  for  some  other  presi- 
dent to  be  the  means  of  forming  an  organization, 
that  has  been  of  so  much  value  to  “organized  medi- 
cine.” The  work  that  these  loyal  and  energetic 
women  have  accomplished  has  meant  much  to  the 
physicians  of  Louisiana  individually  and  to  the 
Society  collectively. 

To  Mrs.  Arthur  D.  Long,  who  served  as  Presi- 
dent during  the  past  year,  go  my  thanks  for  her 
splendid  co-operation  and  my  congratulations  for 
her  accomplishments.  It  was  a privilege  to  be 
associated  with  one  who  entered  into  the  work  with 
so  much  enthusiasm,  energy  and  real  executive 
ability. 

May  I thank  the  Woman’s  Auxiliary  for  allowing 
me  the  privilege  of  serving  as  Chairman  of  the 
Advisory  Board,  a position  that  has  meant  much 
to  me,  particularly  as  it  enabled  me  to  see  the  valu- 
able aid  that  this  group  of  wonderful  women  gave 
to  the  Disciples  of  Aesculapius. 

LESTER  J.  WILLIAMS,  M.D., 
Chairman,  Advisory  Council, 

1946-1947. 


MESSAGE  OF  PAST  PRESIDENT  OF 
WOMAN’S  AUXILIARY 
Dear  Auxiliary  Members: 

As  doctors’  wives  and  Auxiliary  members,  we 
face  an  ever  expanding  program  if  we  are  to  keep 
pace  with  the  changing  times  and  be  of  any  real 
service  to  our  doctor  husbands.  In  spite  of  tremen- 
dous strides  in  medical  science,  the  profession  faces 
charges  that  it  has  neglected  or  ignored  the  social 
and  economic  aspects  of  medicine,  and  that,  though 
an  idealistic  profession,  it  has  been  apathetic  or 
has  refused  to  take  realistic  action  in  providing  for 
more  adequate  distribution  of  medical  services. 

It  makes  no  difference  that  these  charges  are 
untrue ! 

It  remains  that  the  people  have  come  to  believe 
that  the  health  of  the  individual  is  a public  respon- 
sibility, that  the  individual’s  ability  to  pay  should 
have  no  bearing  on  the  quantity  or  quality  of  medi- 


cal care  he  receives,  and  moreover, — through  propa- 
ganda, aided  by  the  constantly  growing  trend  to- 
ward a paternalistic  and  bureaucratic  system, — 
many  think  that  this  care  should  be  provided  at 
public  expense. 

The  principles  of  this  philosophy  are  reflected 
in  the  multitude  of  proposed  health  bills,  such  as 
the  WMD  bill,  whose  passage  would  bring  about 
the  regimentation  of  medicine  under  governmental 
control. 

Aroused  public  opinion  eventually  will  demand 
the  passage  of  such  legislation  unless  we  can  expose 
this  Utopian  dream  for  the  tragic  fraud  it  is.  The 
people  have  been  the  dupes  of  great  masses  of  mis- 
information concerning  the  benefits  of  State  Medi- 
cine. But  to  mould  public  opinion  one  must  be 
convincing,  and  to  be  convincing  one  must  have 
convictions ! It  is  necessary  to  know  the  history 
and  background  of  this  movement,  to  be  apprized 
of  its  faults  and  fallacies,  and  to  acquire  the  ability 
to  present  the  merits  of  our  alternative.  Vague 
theorizing  and  mere  prejudice  will  not  suffice.  We 
must  know  the  arguments  of  both  sides  to  be  able 
to  refute  the  proponents  of  political  medicine,  and 
we  must  offer  the  public  a better  solution  to  their 
medical  needs.  We  have  this  solution  in  the  Lou- 
isiana Physicians’  Service  plan. 

When  we  comprehend  fully  the  insidious  aspects 
of  the  crises  threatening  the  medical  profession,  I 
think  every  Auxiliary  member  will  feel  it  her  duty 
in  her  daily  contacts  to  use  her  knowledge  to  pro- 
mote the  widest  acceptance  of  the  Physicians’  Serv- 
ice plan.  As  the  public  learns  that  the  medical 
profession  is  neither  indifferent  to  the  patient’s 
economic  needs  nor  primarily  concerned  with  its 
own  financial  gain,  much  confidence  and  goodwill 
will  be  restored. 

The  following  books,  which  are  only  a few  of 
the  many  you  will  find  on  the  subject  on  the  shelves 
of  the  public  libraries,  will  give  an  insight  into 
the  problems  facing  us: 

FREE  MEDICAL  CARE — E.  C.  Buehler  (text 
for  debaters). 

HEALTH  IN  HANDCUFFS— John  A.  Kings- 
bury. 

MEDICINE  AT  THE  CROSSROADS— Franz 
Goldman,  M.D. 

THE  DOCTOR  AND  THE  PUBLIC— James  P. 
Warbasse,  M.D. 

Only  as  we  are  informed  can  we  fulfill  our  re- 
sponsibilities as  doctors’  wives. 

With  complete  confidence  that  you  will  continue 
to  give  your  enthusiastic  cooperation  to  the  incom- 
ing officers  that  you  so  graciously  gave  to  me,  I 
wish  to  express  again  my  gratitude  for  the  privi- 
lege of  having  served  as  your  president. 

Most  sincerely, 

MARGARET  STEWART  LONG. 
(MRS.  ARTHUR  D.  LONG). 
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IN  MEMORIAM 

1946- 1947 

Mrs.  C.  P.  Rutledge,  Shreveport 
Mrs.  F.  A.  Bevens,  Shreveport 

WOMAN’S  AUXILIARY  TO  AMERICAN 
MEDICAL  ASSOCIATION 

1947- 1948 

President:  Mrs.  Eustace  A.  Allen,  18  Collier  Road, 
N.W.  Atlanta,  Ga. 

President-Elect:  Mrs.  Luther  H.  Kice,  95  Brook 
St.,  Garden  City,  Long  Island,  N.  Y. 

Treasurer:  Mrs.  A.  A.  Herold,  1166  Louisiana  Ave., 
Shreveport,  La. 


WOMAN’S  AUXILIARY  TO  SOUTHERN 
MEDICAL  ASSOCIATION 
President:  Mrs.  Wiley  R.  Buffington,  1206  Hi- 
bernia Bank  Bldg.,  New  Orleans,  La. 
President-Elect:  Mrs.  Olin  S.  Cofer,  Lullwater 
Road,  Atlanta,  Ga. 

Councilor:  Mrs.  George  Taquino,  18  Fontainebleau 
Drive,  New  Orleans,  La. 


LOUISIANA  PROJECTS 
1947-1948 

Extension  of  Medical  Services  Through  Voluntary 
Prepayment  Plan 
Periodic  Health  Examinations 
Cancer  Control 
Hygeia 
Doctors’  Day 
Organization 
Anti-Tuberculosis 
Commemoration  Fund 
Preservation  of  Medical  Cultural  Items 

BEAUREGARD  PARISH 

President:  Mrs.  Floyd  M.  Beckom,  DeRidder. 
Secretary-Treasurer:  Mrs.  Luke  Marcello,  Merry- 
ville. 

Members 

Beckom,  Mrs.  Floyd  M,  DeRidder. 

Frazar,  Mrs.  John  D.,  DeRidder. 

Hartman,  Mrs.  Sam,  DeRidder. 

Roberts,  Mrs.  Sam  T.,  DeRidder. 

Sartor,  Mrs.  Thomas  R.,  DeRidder. 

Marcello,  Mrs.  Luke,  Merryville. 


CADDO  PARISH 


President:  Mrs.  T.  E.  Strain,  348  Lake  Point  Drive, 
Shreveport. 

President-Elect:  Mrs.  J.  E.  Heard,  512  McCormick 
St.,  Shreveport. 

Vice-President:  Mrs.  A.  P.  Crain,  914  Oneonta  St., 
Shreveport. 

Secretary:  Mrs.  H.  W.  Boggs,  140  Albany  St., 
Shreveport. 

Treasurer:  Mrs.  L.  L.  Davidge,  4141  Richmond 
Place,  Shreveport. 


Parliamentarian:  Mrs.  W.  R.  Harwell,  715  Elm- 
wood, Shreveport. 

Members 

(Shreveport) 

Abramson,  Mrs.  Paul  D.,  704  McCormick  St. 
Addison,  Mrs.  W.  P.,  Jr.,  2419  Pinehurst  Blvd. 
Allums,  Mrs.  W.  B.,  1128  Janther  Place. 

Anderson,  Mrs.  C.  E.,  Jr.,  344  Albert  St. 
Anderson,  Mrs.  J.  R.,  580  Ockley  Drive. 

Bean,  Mrs.  Dorf,  615  Oneonta  St. 

Birdwell,  Mrs.  J.  B.,  224  Boulevard  St. 

Black,  Mrs.  C.  L.,  847  Kirby  Place. 

Boaz,  Mrs.  T.  D.,  554  Jordan  St. 

Bodenheimer,  Mrs.  J.  M.,  815  Delaware  St. 

Boggs,  Mrs.  H.  W.,  140  Albany  Ave. 

Boone,  Mrs.  C.  S.,  225  Patton. 

Boyce,  Mrs.  S.  W.,  135  Patton  Ave. 

Boyd,  Mrs.  C.  E.,  3905  Richmond  Place. 

Brown,  Mrs.  Wallace,  301  Unadilla  St. 

Bush,  Mrs.  T.  J.,  582  Oneonta  St. 

Butler,  Mrs.  W.  P.,  130  Patton  Ave. 

Clark,  Mrs.  A.  L,  155  Dalzell  St. 

Cohenour,  Mrs.  H.  L.,  715  Longleaf  Road. 

Crain,  Mrs.  A.  P.,  914  Oneonta  St. 

Creel,  Mrs.  G.  A.,  851  Elmwood. 

Davidge,  Mrs.  L.  L.,  4141  Richmond  Place. 

DeLee,  Mrs.  R.  B.,  368  Albany  Ave. 

DePriest,  Mrs.  F.  E.,  847  Kirby  Place. 

Dickson,  Mrs.  Geo.  B.,  5806  Fairfield  Ave. 
Dilworth,  Mrs.  E.  E.,  646  McCormick. 

Drummond,  Mrs.  W.  F.,  504  Southfield  Road. 
Duncan,  Mrs.  Dean  H.,  759  Wilder  Place. 

Eddy,  Mrs.  J.  H.,  517  Ratcliff  St. 

Edwards,  Mrs.  E.  Clay,  815  Ratcliff  St. 

Erickson,  Mrs.  C.  B.,  423  Herndon  Ave. 

Furman,  Mrs.  F.  S.,  1756  Line  Ave. 

Gallager,  Mrs.  Henry,  189  Archer  Ave. 

Galloway,  Mrs.  Edgar,  927  Ontario  St. 

Garrett,  Mrs.  Geo.  G.,  317  Ockley  Drive. 

Gill,  Mrs.  S.  L.,  1046  Kingshighway 
Gilmer,  Mrs.  P.  R.,  851  Olive  St. 

Glass,  Mrs.  T.  A.,  2105  Vs  Highland  Ave. 

Gorton,  Mrs.  J.  M.,  So.  Lake  Shore  Drive. 

Gorton,  Mrs.  L.  W.,  Lake  Shore  Drive,  Box  199. 
Gowen,  Mrs.  C.  R.,  5900  Line  Ave. 

Gray,  Mrs.  Leon  F.,  1901  Centenary  Blvd. 

Hall,  Mrs.  W.  M.,  838  McCormick. 

Hargrove,  Mrs.  M.  D.,  608  Unadilla  St. 

Harmon,  Mrs.  W.  S.,  460  Longleaf  Road. 

Harwell,  Mrs.  W.  R.,  715  Elmwood. 

Hawkins,  Mrs.  I.  F.,  704  McCormick  St. 

Heard,  Mrs.  J.  E.,  512  McCormick  St. 

Heath,  Mrs.  A.  G.,  1617  Highland  Ave. 

Heidorn,  Mrs.  W.  B.,  572  Unadilla  St. 

Hendrick,  Mrs.  J.  V.,  448  Elmwood. 

Herold,  Mrs.  A.  A.,  1166  Louisiana  Ave. 

Hill,  Mrs.  W.  J.,  Jr.,  741  Robinson  St. 

Hilton,  Mrs.  E.  T.,  901  Sheridan  Ave. 

Holoubek,  Mrs.  J.  E.,  191  Atlantic  Ave. 

Holt,  Mrs.  C.  S.,  840  Rutherford  St. 


Woman’s  Auxiliary 


195 


Johns,  Mrs.  Barron,  232  Forest  Ave. 

Jones,  Mrs.  K.  B.,  286  Carrollton  Ave. 

Jones,  Mrs.  0.  0.,  524  McCormick  St. 

Jones,  Ml’S.  W.  G.,  145  Merrick  St. 

Kerlin,  Mrs.  D.  L.,  648  Unadilla  St. 

Kerlin,  Mrs.  W.  S.,  830  Ontario  St. 

Knighton,  Mrs.  J.  E.,  923  Erie  St. 

Knighton,  Mrs.  J.  E.,  Jr.,  921  Ontario  St. 
Knoepp,  Mrs.  L.  F.,  240  Carrollton  Ave. 

LaRue,  Mrs.  C.  L.,  629  Wilder  Place. 

Le  Doux,  Mrs.  M.  S.,  619  Elmwood. 

Lloyd,  Mrs.  T.  P.,  6603  Gilbert  Drive. 

Lucas,  Mrs.  R.  T.,  535  Pierre  Mont  Road. 
Mason,  Mrs.  L.  Keith,  852  McCormick  St. 
Matthews,  Mrs.  M.  W.,  655  McCormick  St. 
Matthews,  Mrs.  W.  R.,  Route  2,  Box  96. 
McCook,  Mrs.  Walter,  719  Gladstone. 

Mays,  Mrs.  C.  R.,  844  Oneonta  St. 

Newton,  Mrs.  I.  J.,  3840  Richmond  Place. 
Norfleet,  Mrs.  W.  J.,  835  Prospect  Ave. 
Oxford,  Mrs.  T.  M.,  581  Unadilla  St. 

Paul,  Mrs.  H.  W.,  1535  Magnolia  St. 

Picard,  Mrs.  M.  S.,  321  Atkins  Ave. 

Pirkle,  Mrs.  L.  H.,  865  Margaret  Place. 

Pou,  Mrs.  J.  G.,  1030  E.  Kingshighway. 

Quinn,  Mrs.  H.  J.,  4414  Richmond  Place. 

Reed,  Mrs.  Carson  R.,  Jr.,  1712  Fairfield  Ave. 
Rew,  Mrs.  C.  E.,  1337  Oakland  St. 

Rigby,  Mrs.  O.  C.,  816  Oneonta  St. 

Riggs,  Mrs.  R.  H.,  586  Oneonta  St. 

Riley,  Mrs.  G.  M.,  4126  Maryland  Ave. 

Rougon,  Mrs.  I.  B.,  923  Oneonta  St. 

Sanders,  Mrs.  J.  P.,  449  Gladstone  Blvd. 
Shavin,  Mrs.  J.  S.,  3637  Youree  Drive. 
Simonton,  Mrs.  E.  C.,  808  Oneonta  St. 
Simpson,  Mrs.  T.  R.,  731  Ockley  Drive. 

Smith,  Mrs.  B.  P.,  Jr.,  1901  Centenary. 

Smith,  Mrs.  T.  J.,  535  Oneonta  St. 

Smith,  Mrs.  W.  W.,  520  Pierre  Mont  Road. 
Snelling,  Mrs.  D.  B.,  154  E.  Wyandotte. 
Stamper,  Mrs.  J.  R.,  748  E.  Kingshighway. 
Stewart,  Mrs.  J.  R. 

Strain,  Mrs.  T.  E.,  248  Point  Drive. 
Swearingen,  Mrs.  D.  C.,  4604  Gilbert  Drive. 
Talbot,  Mrs.  J.  D.,  908  College  St. 

Taylor,  Mrs.  Willis,  443  Elmwood. 

Thomas,  Mrs.  A.  J.,  824  Dudley. 

Tooke,  Mrs.  T.  B.,  Jr.,  551  Ratcliff  St. 

Trifon,  Mrs.  H.  M.,  3550  Greenway  Place. 
Webb,  Mrs.  C.  H.,  3904  Creswell  Road. 

Wenk,  Mrs.  E.  L.,  936  Ontario  St. 

Wilkinson,  Mrs.  J.  A.,  619  McCormick  St. 
Williams,  Mrs.  T.  E.,  518  Atkins  Ave. 

Willis,  Mrs.  J.  C.,  856  Elmwood. 

Willis,  Mrs.  J.  C.,  Jr.,  4434  Richmond  Place. 
Wilson,  Mrs.  R.  R.,  2727  W.  College  St. 

Wolfe,  Mrs.  George,  3479  Johnette  St. 

Worley,  Mrs.  P.  C.,  510  Linden  St. 

Worley,  Mrs.  W.  B.,  3220  Samford  Ave. 
Youman,  Mrs.  J.  D.,  3854  Line  Ave. 

Huckabay,  Mrs.  L.  S.,  Coushatta. 


Hunter,  Mrs.  W.  B.,  Coushatta. 

Baker,  Mrs.  L.  T.,  Dixie. 

Sandidge,  Mrs.  W.  J.,  Bossier  City. 

Tooke,  Mrs.  T.  B.,  Belcher. 

CALCASIEU  PARISH 

President:  Mrs.  V.  V.  Hatchette,  420  Pujo  St., 
Lake  Charles. 

President-Elect:  Mrs.  Steve  Price,  910  Eleventh 
St.,  Lake  Charles. 

Vice-President:  Mrs.  J.  G.  Hamilton,  627  Pine  St., 
Lake  Charles. 

Secretary:  Mrs.  J.  Y.  Garber,  151  Park  Ave.,  Lake 
Charles. 

Treasurer:  Mrs.  M.  M.  Miller,  822  Ninth  St.,  Lake 
Charles. 

Members 

Barham,  Mrs.  G.  E.,  Lake  Charles. 

Crawford,  Mrs.  J.  A.,  Lake  Charles. 

DeLaureal,  Mrs.  T.  H.,  Lake  Charles. 

DiGiglia,  Mrs.  L.  L.,  Lake  Charles. 

Fisher,  Mrs.  W.  G.,  Lake  Charles. 

Garber,  Mrs.  J.  Y.,  Lake  Charles. 

Goldsmith,  Mrs.  Ben,  Lake  Charles. 

Hamilton,  Mrs.  John  G.,  Lake  Charles. 

Hatchette,  Mrs.  Chas.,  Lake  Charles. 

Hebert,  Mrs.  L.  A.,  Lake  Charles. 

Holcombe,  Mrs.  R.  G.,  Lake  Charles. 

Howell,  Mrs.  Robert  P.,  Lake  Charles. 

Kreeger,  Mrs.  George,  Lake  Charles. 

Kushner,  Mrs.  Louis,  Lake  Charles. 

LaCour,  Mrs.  Fritz,  Lake  Charles. 

Lamansky,  Mrs.  I.  M.,  Lake  Charles. 

Magee,  Mrs.  Conway,  Lake  Charles. 

McCreary,  Mrs.  P.  M.,  Lake  Charles. 

McKinney,  Mrs.  G.  C.,  Lake  Charles. 

Miller,  Mrs.  M.  M.,  Lake  Charles. 

Moss,  Mrs.  Olin,  Lake  Charles. 

Moss,  Mrs.  Walter,  Lake  Charles. 

Pierson,  Mrs.  Marcus,  Lake  Charles. 

Price,  Mrs.  Steve,  Lake  Charles. 

Snatic,  Mrs.  Harry,  Lake  Charles. 

Sorrells,  Mrs.  J.  E.,  Lake  Charles. 

Stevens,  Mrs.  L.,  Lake  Charles. 

Watkins,  Mrs.  T.  H.,  Lake  Charles. 

Worden,  Mrs.  R.  W.,  Lake  Charles. 

Clark,  Mrs.  A.  L.,  Iowa. 

Hunt,  Mrs.  W.  D.,  Maplewood. 

Vasquez,  Mrs.  T.,  Maplewood. 

Marshall,  Mrs.  Robert -B.,  Sulphur. 

Seale,  Mrs.  W.  A.  K.,  Sulphur. 

EAST  BATON  ROUGE  PARISH 

President:  Mrs.  F.  U.  Darby,  2232  Terrace  Ave., 
Baton  Rouge. 

President-Elect:  Mrs.  John  Ray  Powers,  2106 
Ferndale,  Baton  Rouge. 

1st  Vice-President:  Mrs.  Henry  C.  Hatcher,  1512 
Arlington  Dr.,  Baton  Rouge. 

2nd  Vice-President:  Mrs.  B.  E.  Nelken,  1455  Per- 
kins Road,  Baton  Rouge. 
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Recording  Secretary:  Mrs.  Courtland  Smith,  500 
Dubois  Drive,  Baton  Rouge. 

Corresponding  Secretary:  Mrs.  J.  S.  Anderson,  658 
North  Fifth  St.,  Baton  Rouge. 

Treasurer:  Mrs.  Julius  Mullins,  624  Park  Blvd., 
Baton  Rouge. 

Parliamentarian:  Mrs.  J.  Eugene  Toups,  1956 
Cloverdale,  Baton  Rouge. 

Historian:  Mrs.  Marion  E.  Kopfler,  Route  2,  Jef- 
ferson Hwy.,  Baton  Rouge. 

Reporter:  Mrs.  George  E.  Thomas,  Port  Allen. 

Members 
(Baton  Rouge) 

Albritton,  Mrs.  Sterling,  980  Government  St. 
Alexander,  Mrs.  Arthur,  719  Winn  Ave. 

Allen,  Mrs.  Chas.  E.  Jr.,  1006  Ingleside  Dr. 
Anderson,  Mrs.  J.  S.,  658  North  Fifth  St. 
Bannerman,  Mrs.  Moss  M.,  4437  Tupelo. 

Beven,  Mrs.  J.  L.,  783  Lakeland  Drive. 

Bingham,  Mrs.  Clifton  0.,  Jefferson  Hwy. 

Boizelle,  Mrs.  Felix,  2255  Kleinert  Ave. 

Bombet,  Mrs.  Chas,  1744  Belmont. 

Cailleteau,  Mrs.  E.  G.,  6767  Goodwood  Ave. 
Campanella,  Mrs.  Thomas,  860  France  St. 
Chiarulli,  Mrs.  E.  E.,  2952  Beech  St. 

Cook,  Mrs.  William  H.,  114  L.  S.  U.  Ave. 

Cosby,  Mrs.  0.  W.,  1374  Longwood  Drive. 

Darby,  Mrs.  Francis  U.,  2232  Terrace  Ave. 

Dial,  Mrs.  Wiley  A.,  1137  Pai’k  Blvd. 

Eidson,  Mrs.  W.  R.,  137  E.  Blvd. 

Fortenberry,  Mrs.  L.  S.,  2335  Broussard  St. 
Fourrier,  Mrs.  Daniel  J.,  801  Camelia. 

Gladney,  Mrs.  Thomas,  Oakwood  Drive. 

Godfrey,  Mrs.  J.  R.,  2856  Edward  Ave. 

Griffon,  Mrs.  J.  P.,  4312  Broussard. 

Hansen,  Mrs.  Robert  H.,  3353  North  Blvd. 
Hargrove,  Mrs.  U.  S.,  2727  Reymond  Ave. 

Hatcher,  Mrs.  Henry  C.,  1512  Arlington  Ave. 
Herpich,  Mrs.  E.  J.,  3621  E.  Lakeshore  Dr. 

Hirsch,  Mrs.  Edward  K.,  2346  Kleinert  Ave. 

Hoth,  Mrs.  J.  0.,  1178  Richland  Ave. 

Irwin,  Mrs.  Kernan,  2151  Lakeshore  Dr. 

Jones,  Mrs.  Frank  J.,  939  Convention  St. 

Jones,  Mrs.  Jack  R.,  6249  Sevenoaks  Ave. 

Kemp,  Mrs.  R.  C.,  2182  Stanford  Ave. 

Kern,  Mrs.  Lawrence  J.,  4549  Westdale  Dr. 

King,  Mrs.  Brinsfield,  127  Oakwood  Dr. 

Kopfler,  Mrs.  Marion  E.,  770  Moore  St. 

Kuehnle,  Mrs.  G.  R.,  203  Hearthstone  Dr. 

La  Nasa,  Mrs.  Matthew  J.,  508  St.  Landry  St. 
Levy,  Mrs.  Morton  Lee,  1429  So.  24th  St. 

Lobrano,  Mrs.  I.  E.,  355  Hearthstone  Dr. 

Long,  Mrs.  Arthur  D.,  Jr.,  1367  Steele  Blvd. 

Lorio  Mrs.  Cecil,  3131  Dalrymple  Dr. 

Lorio,  Mrs.  Lionel  F.,  1046  Drehr  Ave. 

Marks,  Mrs.  Paul,  2135  Parker  Dr. 

Martin,  Mrs.  Allen  W.,  1715  St.  Rose  Ave. 

Martin,  Mrs.  J.  D.,  2926  Perkins  Road. 

McConnell,  Mrs.  C.  S.,  3130  North  Blvd. 
McFarland,  Mrs.  0.  W.,  2637  Lydia  Ave. 


McGehee,  Mrs.  Webb,  Jr.,  339  Oakwood  Drive. 
McGehee,  Mrs.  J.  Webb,  Sr.,  2174  Wisteria  St. 
MsHugh,  Mrs.  Jeff,  2335  Oleander  St. 

McMahon,  Mrs.  Rhett,  310  Convention  St. 

McVea,  Mrs.  Charles,  2355  Tulip  St. 

Merse,  Mrs.  E.  E.,  4846  Tulane  Drive. 

Miller,  Mrs.  Chas.  S.,  Jr.,  4646  Vanderbilt  Dr. 
Miller,  Mrs.  David  S.,  1845  Cloverdale  Ave. 

Morris,  Mrs.  Clifton  T.,  2258  Terrace  Ave. 

Mullins,  Mrs.  Julius  H.,  624  Park  Blvd. 

Nelkin,  Mrs.  B.  E.,  1455  Perkins  Road. 

Noto,  Mrs.  J.  J.,  2015  North  Blvd. 

Phillips,  Mrs.  J.  Ralph,  701  Winn  Ave. 

Polito,  Mrs.  Phillip  B.,  2416  Cherry  St. 

Pickell,  Mrs.  F.  W.,  2177  Oleander. 

Powers,  Mrs.  John  Ray,  2106  Ferndale  Ave. 
Rabalais,  Mrs.  R.  Roy,  2143  Myrtledale  Ave. 

Riche,  Mrs.  Guy,  Jr.,  1138  Florida  St. 

Selser,  Mrs.  Richard,  1957  Cloverdale  Ave. 
Simmons,  Mrs.  McHugh,  510  East  Blvd. 

Singletary,  Mrs.  W.  B.,  613  Drehr  Ave. 

Smith,  Mrs.  Courtland  P.,  500  Dubois  Drive. 
Stander,  Mrs.  Alvin,  2006  Cherrydale. 

Stephenson,  Mrs.  R.  T.,  2123  Perkins  Road. 

Toups,  Mrs.  Eugene  J.,  1956  Cloverdale. 

Vennard,  Mrs.  W.  0.,  2476  July  St. 

Voss,  Mrs.  Chas.  H.,  2125  Kleinert  Ave. 

Van  Gelder,  Mrs.  D.  W.,  2220  Government. 

Wallace,  Mrs.  Robert  B.,  2285  Kleinert  Ave. 
Walker,  Mrs.  Myron  A.,  1269  Longwood  Dr. 
Whitaker,  Mrs.  E.  V.,  University  Lake. 

Williams,  Mrs.  Lester  J.,  739  Convention  St. 
Witter,  Mrs.  Howard  B.,  2335  Myrtle  Ave. 

Young,  Mrs.  R.  W.,  228  Kernan. 

Landess,  Mrs.  D.  W.,  Port  Allen. 

Landry,  Mrs.  Paul  B.,  Port  Allen. 

Thomas,  Mrs.  Geo.  E.,  Port  Allen. 

Lane,  Mrs.  B.  B.,  Zachary. 

Morris,  Mrs.  Harry,  Zachary. 

Singletary,  Mrs.  E.  W.,  Baker. 

IBERIA  PARISH 

President:  Mrs.  Jules  Dupuy,  626  Marie  St.,  New 
Iberia. 

Vice-President:  Mrs.  P.  A.  LeBourgeois,  640  E. 
Main  St.,  New  Iberia. 

Secretary:  Mrs.  C.  C.  deGravelles,  635  Marie  St., 
New  Iberia. 

Treasurer:  Mrs.  I.  W.,  Gajan,  Jr.,  222  Weeks  St., 
New  Iberia. 

Members 

Brown,  Mrs.  C.  P.,  New  Iberia. 

Crawford,  Mrs.  Lewis,  New  Iberia. 

Dalton,  Mrs.  Orien,  New  Iberia. 

Dauterive,  Mrs.  Henry,  New  Iberia. 
deGravelles,  Mrs.  C.  C.,  New  Iberia, 
de  Rouen,  Mrs.  Robert  F.,  New  Iberia. 

Dupuy,  Mrs.  Jules,  New  Iberia. 

Florey,  Mrs.  Harold  M.,  New  Iberia. 

Gajan,  Mrs.  Isadore,  New  Iberia. 

King,  Mrs.  H.  Allen,  New  Iberia. 
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Landry,  Mrs.  Edward  N.,  New  Iberia. 

Landry,  Mrs.  Edwin  L.,  New  Iberia. 

LeBourgeois,  Mrs.  Paul  A.,  New  Iberia. 

Pharr,  Mrs.  John  N.,  New  Iberia. 

Slipakoff,  Mrs.  Leon,  New  Iberia. 

Tolson,  Mrs.  John,  New  Iberia. 

Gonzalez,  Mrs.  B,  Jeanerette. 

Villien,  Mrs.  L.  M.,  Jeanerette. 

IBERVILLE  PARISH 

President:  Mrs.  R.  D.  Martinez,  Plaquemine. 
President-Elect : 

Publicity;  Mrs.  Rhodes  Spedale,  Plaquemine. 
Secretary : 

Treasurer:  Mrs.  Edward  Melton,  Plaquemine. 
Members 

Eby,  Mrs.  Cyril,  Plaquemine. 

Holloway,  Mrs.  Eugene,  Plaquemine. 

Levy,  Mrs.  S.  C.,  Plaquemine. 

Martinez,  Mrs.  R.  D.,  Plaquemine. 

Melton,  Mrs.  Edward  C.,  Plaquemine. 

Spedale,  Mrs.  Rhodes,  Plaquemine. 

Schumak,  Mrs.  M.  A.,  White  Castle. 

Tomeny,  Mrs.  Frank,  White  Castle. 

LeBlanc,  Mrs.  Daisey,  St.  Gabriel. 

JEFFERSON  DAVIS  PARISH 

President:  Mrs.  John  G.  McClure,  Welsh. 
President-Elect:  Mrs.  C.  D.  Brunt,  Jennings. 
Secretary;  Mrs.  R.  R.  Arceneaux,  Welsh. 
Treasurer:  Mrs.  Morgan  Smith,  Jennings. 

Members 

Arceneaux,  Mrs.  R.  R.,  Welsh. 

Martin,  Mrs.  Claude  A.,  Welsh. 

McClure,  Mrs.  John  G.,  Welsh. 

Romero,  Mrs.  John,  Welsh. 

Brunt,  Mrs.  Charles  D.,  Jennings. 

Harrell,  Mrs.  Forest  W.,  Jennings. 

Kramer,  Mrs.  Richard  S.,  Jennings. 

Miller,  Mrs.  R.  F.,  Jennings. 

Shirley,  Mrs.  Louis  E.,  Jennings. 

Smith,  Mrs.  Morgan,  Jennings. 

Taylor,  Mrs.  Kendrick,  Jennings. 

LAFAYETTE  PARISH 

President:  Mrs.  Clarence  J.  Saloom,  530  Oak  Ave., 
Lafayette. 

Vice-President:  Mrs.  Eric  E.  Guilbeau,  Jr.,  126 
Nathalie,  Lafayette. 

Secretary : 

Treasurer:  Mrs.  A.  DeMier,  217  Polk  St.,  Lafay- 
ette. 

Members 

Azor,  Mrs.  Paul  J.,  Lafayette. 

Bourgeois,  Mrs.  Ralph,  Lafayette. 

Burdin,  Mrs.  John  J.,  Lafayette. 

Davis,  Mrs.  Frank  H.,  Lafayette. 

Duhon,  Mrs.  J.  0.,  Lafayette. 

DeMier,  Mrs.  A.,  Lafayette. 

Gardiner,  Mrs.  Geo.  V.,  Lafayette. 


Guilbeau,  Mrs.  Eric  E.,  Jr.,  Lafayette. 

Hamilton,  Mrs.  C.  E.,  Lafayette. 

Kurzweg,  Mrs.  Paul  H.,  Lafayette. 

Long,  Mrs.  L.  B.,  Lafayette. 

Miles,  Mrs.  John,  Lafayette. 

Montgomery,  Mrs.  J.  Boring,  Lafayette. 

Olivier,  Mrs.  C.  K.,  Lafayette. 

Parrott,  Mrs.  John,  Lafayette. 

Saloom,  Mrs.  C.  J.,  Lafayette. 

Voorhies,  Mrs.  Richard  D.,  Lafayette. 

Williams,  Mrs.  Donald  B.,  Lafayette. 

Hernandez,  Mrs.  Sidney,  Duson. 

Melancon,  Mrs.  Wm.,  Carencro. 

Prejean,  Mrs.  Louis  A.,  Scott. 

ORLEANS  PARISH 

President:  Mrs.  Joseph  S.  D’Antoni,  1825  Calhoun 
St.,  New  Orleans. 

President-Elect:  Mrs.  Anees  Mogabgab,  2 Ver- 
sailles Blvd.,  New  Orleans. 

1st  Vice-President:  Mrs.  Lloyd  J.  Kuhn,  4317  So. 
Miro,  New  Orleans. 

2nd  Vice-President:  Mrs.  Randolph  Unsworth,  1215 
Seventh  St.,  New  Orleans. 

3rd  Vice-President:  Mrs.  Roy  E.  de  la  Houssaye, 
4917  St.  Charles  Ave.,  New  Orleans. 

4th  Vice-President:  Mrs.  George  Hauser,  3625  St. 

Claude  Ave.,  New  Orleans. 

Recording  Secretary:  Mrs.  Eugene  Countiss,  6042 
Prytania  St.,  New  Orleans. 

Corresponding  Secretary:  Mrs.  Charles  B.  Odom, 
7821  Belfast  St.,  New  Orleans. 

Treasurer:  Mrs.  M.  T.  Van  Studdiford,  528  St. 
Peter  St.,  New  Orleans. 

Historian:  Mrs.  Albei'to  L.  Prieto,  842  Broadway, 
New  Orleans. 

Parliamentarian:  Mrs.  Jerome  Landry,  2336  Milan, 
New  Orleans. 

Publicity  Secretary:  Mrs.  W.  C.  Rivenbark,  2512 
Pine  St.,  New  Orleans. 

Honorary  Members 
Knoelle,  Mrs.  J.  Marcus,  New  Orleans. 

Langfried,  Mrs.  C.  S.,  New  Orleans. 

Lindner,  Mrs.  John  W.,  New  Orleans. 

Silber,  Mrs.  Mendel,  New  Orleans. 

Members 
(New  Orleans) 

Alexander,  Mrs.  Lucian  W.,  4010  St.  Charles  Ave. 
Allgeyer,  Mrs.  Ernest,  1541  Octavia  St. 

Anderson,  Mrs.  Gilbert,  5521  Atlanta  St. 

Andrews,  Mrs.  John  D.,  1643  State  St. 

Aymond,  Mrs.  Branch  J.,  Jung  Hotel. 

Bacon,  Mrs.  Edward  F.,  135  North  Alexander  St. 
Bailey,  Mrs.  Edwin,  3439  Prytania  St. 

Bailey,  Mrs.  James,  1614  Pine  St. 

Baker,  Mrs.  Dan  D.,  7811  Willow  St. 

Barkoff,  Mrs.  Sam,  8230  Palmetto  St. 

Barnes,  Mrs.  G.  C.,  2407  Gen.  Taylor  St. 

Batchelor,  Mrs.  J.  M.,  2329  Audubon  St. 

Battalora,  Mrs.  G.  C.,  6 Everett  Place. 
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Bel,  Mrs.  George,  435  Broadway. 

Beringer,  Mrs.  E.  J.,  6315  Constance  St. 

Bernhard,  Mrs.  Robert,  3427  Broad. 

Bethea,  Mrs.  Oscar,  2215  Joseph. 

Bishop,  Mrs.  Clarence,  3038  Upperline  St. 

Blakeley,  Mrs.  C.  C.,  1522  Second  St. 

Blackshear,  Mrs.  S.  M.,  623  Bourbon  St. 

Blandino,  Mrs.  V.  P.,  5400  General  Diaz. 

Block,  Mrs.  Emile,  411  Broadway. 

Blum,  Mrs.  Henry  N.,  1837  State  St. 

Boudreuax,  Mrs.  Philip  A.,  5400  York  St. 

Bowie,  Mrs.  Elezar  R.,  5345  St.  Charles  Ave. 

Boyce,  Mrs.  Fred  T.,  500  Audubon  St. 

Braunstein,  Mrs.  Albert  L.,  3608  State  St. 

Briel,  Mrs.  George,  339  W.  Livingston  PI. 

Brierre,  Mrs.  J.  C.,  4679  St.  Roch  Ave. 

Browne,  Mrs.  Donovan  C.,  4920  St.  Charles  Ave. 
Browne,  Mrs.  E.  Z.,  1729  Pine  St. 

Brown,  Mrs.  Chas.  L.,  27  Neron  Place. 

Brown,  Mrs.  Cuthbei't  J.,  600  Polk  Ave. 

Brewster,  Mrs.  H.  F.,  6501  Oakland  Dr. 

Brewster,  Mrs.  W.  Rogers,  7918  Freret  St. 

Buffing  ton,  Mrs.  Wiley  R.,  1206  Hibernia  Bank 
Bldg. 

Burger,  Mrs.  Otto  J.,  2036  Palmer  Ave. 

Burns,  Mrs.  Edgar,  4419  St.  Charles  Ave. 

Burt,  Mrs.  Lawrence,  2321  State  St. 

Butterworth,  Mrs.  W.  W.,  3914  Prytania  St. 

Caine,  Mrs.  Ansel  M.,  5301  St.  Charles  Ave. 

Caire,  Mrs.  Arthur  Jr.,  2130  Octavia  St. 

Cairns,  Mrs.  A.  B.,  2922  Bore  St. 

Caldwell,  Mrs.  Guy  A.,  1640  State  St. 

Callender,  Mrs.  J.  C.,  2027  So.  Salcedo  St. 
Campagna,  Mrs.  Maurice,  2912  Napoleon  Ave. 
Ciaravella,  Mrs.  J.  M.,  3705  Piedmont  Dr. 
Carlomagno,  Mrs.  Fernando,  2715  Esplanade  Ave. 
Carter,  Mrs.  Philip  J.,  3122  Louisiana  Ave. 
Charbonnet,  Mrs.  L.  Sidney  Jr.,  2417  Broadway. 
Chetta,  Mrs.  Nicholas,  3823  Octavia  St. 

Ciolina,  Mrs.  Joseph  J.,  4486  St.  Roch  Ave. 

Cohn,  Mrs.  Isidore,  No.  2 Everett  Place. 

Cohen,  Mrs.  Hyman,  630  Burdette  St. 

Cole,  Mrs.  Grenes,  4929  St.  Charles  Ave. 

Cole,  Mrs.  James  C.,  2207  Octavia  St. 

Colvin,  Mrs.  Samuel  Harvey,  1606  Pine  St. 
Countiss,  Mrs.  Eugene,  6042  Prytania  St. 

Daly,  Mrs.  O.  P.,  1578  Calhoun  St. 

D’Antoni,  Mrs.  Joseph,  1825  Calhoun  St. 

Danna,  Mrs.  Pascal,  1619  Eighth  St. 

Davidson,  Mrs.  Jules  Myron,  100  Fontainbleau  Dr. 
Debuys,  Mrs.  Lawrence,  1417  Delachaise  St. 
DeCamp,  Mrs.  Paul  T.,  1835  General  Pershing  St. 
DeLaureal,  Mrs.  Boni,  3025  Prytania  St. 
de  la  Houssaye,  Mrs.  Roy,  4917  St.  Charles  Ave. 
Delery,  Mrs.  Lucien,  No.  9 Forest  Dr. 

Dempsey,  Mrs.  George,  1236  Jackson  Ave. 
DeReyna,  Mrs.  Geo.,  8211  Apricot  St. 

DeVerges,  Mrs.  Philip,  4706  Canal  St. 

Dicks,  Mrs.  John  F.,  1595  Exposition  Blvd. 

Dixon,  Mrs.  J.  Leonard,  37  Nasturtium  Lane. 
Dozier,  Mrs.  Horace  B.,  8234  Palm  St. 


Dubert,  Mrs.  John  C.,  1160  City  Park  Ave. 

Duffy,  Mrs.  Morris,  2229  Pine  St. 

Dunlap,  Mrs.  C.  E.,  7431  Hampson  St. 

Dunn,  Mrs.  John  S.,  8410  Pontchartrain  Blvd. 
Dupuy,  Mrs.  Homer  Jr.,  4701  Pitt  St. 

Efron,  Mrs.  Bernard,  4103  Vendome  Place. 

Ernst,  Mrs.  Oliver  911  State  St. 

Everett,  Mrs.  Peter,  543  Broadway. 

Faivre,  Mrs.  Geo.  W.,  4333  So.  Prieur  St. 

Farrior,  Mrs.  Brown,  3025  Prytania  St. 

Fatter,  Mrs.  Esmond  A.,  3421  Canal  St. 

Fatter,  Mrs.  Mervin  E.,  4325  Jena  St. 

Feingold,  Mrs.  Marcus,  4206  St.  Charles  Ave. 
h’eldner,  Mrs.  Geo.  D.,  3814  Louisiana  Ave. 

Fenner,  Mrs.  Erasmus  D.,  6323  St.  Charles  Ave. 
Fenno,  Mrs.  Fred,  1630  Napoleon  Ave. 

Flowers,  Mrs.  John  R.,  1705  General  Pershing  St. 
Fontenelle,  Mrs.  I.  L.,  3424  St.  Claude  Ave. 
Fresh,  Mrs.  Chester,  223  Dodge  Ave. 

Friedrichs,  Mrs.  Andrew,  7903  Freret  St. 

Fuchs,  Mrs.  Val  H.,  1625  Broadway. 

Gambino,  Mrs.  Frank,  2914  Esplanade  Ave. 
Gaines,  Mrs.  S.  R.,  619  Toulouse  St. 

Garcia,  Mrs.  Manuel,  No.  37  Neron  Place. 

Garcia,  Mrs.  John  E.,  6414  Louis  14th  St. 

Gathe,  Mrs.  Geo.,  4223  So.  Roman  St. 

Gately,  Mrs.  T.  T.,  4132  Vendome  Place. 

Gessner,  Mrs.  Herman  B.,  119  Audubon  Blvd. 
Gooch,  Mrs.  John  B.,  3021  State  St. 

Goldberg,  Mrs.  Max,  2300  Joseph  St. 

Goldman,  Mrs.  Abe,  3706  Vincennes  Place. 
Goldman,  Mrs.  Dan  W.,  2519  Napoleon  Ave. 
Gorman,  Mrs.  C.  E.,  2637  Wisteria  St. 

Grant,  Mrs.  Geo.  B.,  1328  Webster  St. 

Guidry,  Mrs.  Edwin  R.,  720  Broadway. 

Harris,  Mrs.  Wm.  H.,  1325  So.  Carrollton  Ave. 
Harris,  Mrs.  Wm.  H.  Jr.,  2519  Lowerline  St. 
Harrison,  Mrs.  Roy  B.,  2327  Napoleon  Ave. 
Hattaway,  Mrs.  M.  M.,  2814  State  St. 

Hauser,  Mrs.  Geo.  B.,  3625  St.  Claude  Ave. 
Hebert,  Mrs.  Aynaud  F.,  2013  Napoleon  Ave. 
Henthorne,  Mrs.  J.  C.,  1445  Joseph  St. 

Herring,  Mrs.  John,  1229  Cadiz  St. 

Hines,  Mrs.  Merril  0.,  5820  Hurst  St. 

Holbrook,  Mrs.  Chas.  S.,  1737  Calhoun  St. 
Holmes,  Mrs.  John  A.,  2437  Jefferson  Ave. 
Howies,  Mrs.  J.  K.,  1938  State  St. 

Hyman,  Mrs.  David,  4012  Vendome  Place. 

Jacobs,  Mrs.  Adolph,  2616  Napoleon  Ave. 
Jamison,  Mrs.  Chaille,  1524  Seventh  St. 

Jaubert,  Mrs.  Francis  L.,  5624  St.  Charles  Ave. 
Joachim,  Mrs.  Otto,  4506  St.  Charles  Ave. 
Johnson,  Mrs.  C.  M.,  1205  Jefferson  Ave. 

Kahle,  Mrs.  H.  R.,  1523  Pleasant  St. 

Kahle,  Mrs.  P.  Jorda,  1525  Webster  St. 

Kaplan,  Mrs.  I.  W.,  1229  Second  St. 

Kaplan,  Mrs.  Murrel,  4601  So.  Claiborne  Ave. 
Kelleher,  Mrs.  Robert  C.,  1462  State  St. 

Knolle,  Mrs.  Wilkes,  4302  So.  Roman  St. 
Kohlmann,  Mrs.  Wm.,  1330  Eleanore  St. 

Kuhn,  Mrs.  Lloyd,  4317  So.  Miro  St. 


Woman’s  Auxiliary 


199 


Lacroix,  Mrs.  Paul  G.,  3132  State  St. 

Landry,  Mrs.  Jerome  E.,  2336  Milan  St. 

Landry,  Mrs.  Lucian  H.,  1809  Jefferson  Ave. 
LaNasa,  Mrs.  Joseph,  4031  Delgado  Dr. 
Lastrapes,  Mrs.  Paul  B.,  4459  Spain  St. 

Lawson,  Mrs.  Edwin  H.,  7610  Nelson  St. 

Leckert,  Mrs.  Edmond  L.,  1214  Nashville  Ave. 
Leggio,  Mrs.  Louis,  8300  Sycamore  St. 

LeJeune,  Mrs.  Francis  E.,  49  Audubon  Blvd. 
Leslie,  Mrs.  Alan,  2210  Jefferson  Ave. 

Letten,  Mrs.  A.  H.,  2310  Napoleon  Ave. 

Levert,  Mrs.  Edward  L.,  7714  Jeannette  St. 

Levy,  Mrs.  Lewis  H.,  928  Moss  St. 

Levy,  Mrs.  Louis,  25  Newcomb  Blvd. 

Levy,  Mrs.  Lois  K.,  3936  Toledano  St. 

Longo,  Mrs.  D.  V.,  2701  Octavia  St. 

Loria,  Mrs.  Frank  L.,  223  Audubon  Blvd. 

Lynch,  Mrs.  M.  G.,  2024  Audubon  St. 

Lyons,  Mrs.  Randolph,  No.  19  Rosa  Park. 

Lyons,  Mrs.  Morgan,  No.  19  Newcomb  Blvd. 
Lyons,  Mrs.  Shirley  C.,  2619  Octavia  St. 

Lyons,  Mrs.  Marcy,  1735  Nashville  Ave. 
Macdiarmid,  Mrs.  Geo.,  Pontchartrain  Hotel. 
Maes,  Mrs.  Urban,  Pontchartrain  Hotel. 
Magabgab,  Mrs.  Anees,  No.  2 Versailles  Blvd. 
Magee,  Mrs.  Henry  C.,  4024  Vincennes  Place. 
Mahorner,  Mrs.  Howard  R.,  1730  Palmer  Ave. 
Mailhes,  Mrs.  Roger,  7800  Nelson  St. 

Mallowitz,  Mrs.  M.,  7333  Jeannette  St. 

Mattes,  Mrs.  A.,  2419  Soniat  St. 

May,  Mrs.  C.  P.,  416  Lowerline  St. 

McComisky,  Mrs.  A.  J.,  4414  Galvez  St. 

McLean,  Mrs.  Lee,  1730  Audubon  St. 

Mcllhenny,  Mrs.  Paul,  1313  Philip  St. 

McNair,  Mrs.  S.  B.,  4735  Franklin  Ave. 

Medina,  Mrs.  M.  L.,  1591  Esplanade  Ave. 
Menendez,  Mrs.  Joseph,  4210  So.  Broad  St. 
Menville,  Mrs.  Leon,  66  Fontainbleau  Dr. 

Meyer,  Mrs.  Monte  F.,  5525  So.  Galvez  St. 
Miangolarra,  Mrs..  Chas.,  4640  DeMontluzin. 
Michel,  Mrs.  M.  L.,  1591  Exposition  Blvd. 

Midlo,  Mrs.  Chas.,  2436  Jefferson  Ave. 

Miller,  Mrs.  M.  0.,  No.  2 Audubon  Place. 

Monte,  Mrs.  Louis  A.,  3226  Louisiana  Ave. 

Moor,  Mrs.  Ruble,  1521  Amelia  St. 

Mundt,  Mrs.  L.  K.,  1235  Jackson  Ave. 

Murphy,  Mrs.  Daniel,  127  So.  Soloman  St. 

Musser,  Mrs.  John  H.,  1427  Second  St. 

Nadler,  Mrs.  Sam  B.,  3039  Octavia  St. 

Nelson,  Mrs.  Edward  W.,  2224  Palmer  Ave. 

Nix,  Mrs.  James  T.,  2140  Carrollton  Ave. 
Norment,  Mrs.  R.  L.,  3351  Roger  Williams  St. 
Ochs,  Mrs.  Louis,  5700  St.  Charles  Ave. 

Odom,  Mrs.  Chas.  B.,  7821  Belfast  St. 

O’Ferrall,  Mrs.  J.  T,.,  1506  Louisiana  Ave. 

Oriol,  Mrs.  Raymond,  5219  So.  Derbigny  St. 
Peacock,  Mrs.  Cassius,  L.,  8415  So.  Claiborne  Ave. 
Penick,  Mrs.  Rawley,  1329  Seventh  St. 

Perret,  Mrs.  J.  M.,  1305  So.  Carrollton  Ave. 
Phillips,  Mrs.  Percy  A.,  3113  Louisiana  Ave. 
Polmer,  Mrs.  Nathan,  2207  Carondelet  St. 


Prieto,  Mrs.  Alberto,  842  Broadway. 

Rateau,  Mrs.  Jules  B.,  6015  St.  Charles  Ave. 
Reddock,  Mrs.  Joseph,  No.  62  Fontainbleau  Dr. 
Reed,  Mrs.  W.  A.,  2730  Octavia  St. 

Rein,  Mrs.  W.  J.,  3613  Napoleon  Ave. 

Riera,  Mrs.  R.  B.,  825  Broadway. 

Renken,  Mrs.  Paul  W.,  Allard  Blvd. 

Rivenbark,  Mrs.  W.  C.,  5918  Coliseum  St. 
Robinson,  Mrs.  C.  R.,  2609  Nashville  Ave. 
Reeling,  Mrs.  Geo.  F.,  3501  Napoleon  Ave. 
Reeling,  Mrs.  Wm.  H.,  4665  Franklin  Ave. 
Romano,  Mrs.  Sam  A.,  1507  Dufossat  St. 
Rosenthal,  Mrs.  Jonas  A.,  5355  St.  Charles  Ave. 
Rosenthal,  Mrs.  Simon,  2632  Napoleon  Ave. 
Rothchild,  Mrs.  Herbert,  85  Versailles  Blvd. 
Rougelot,  Mrs.  Robert  Jr.,  6368  Louis  14th  St. 
Russell,  Mrs.  Howard,  1674  Jefferson  Ave. 
Salatich,  Mrs.  P.  B.,  1304  So.  Carrollton  Ave. 
Sanders,  Mrs.  John,  6100  St.  Charles  Ave. 
Schlesinger,  Mrs.  Lee,  10  Newcomb  Blvd. 

Scott,  Mrs.  Joseph  T.,  3429  Octavia  St. 

Seebold,  Mrs.  Herman,  2405  Prytania  St. 
Sellers,  Mrs.  T.  B.,  1442  Nashville  Ave. 
Silverman,  Mrs.  Dan  N.,  47  Versailles  Blvd. 
Simon,  Mrs.  Sidney  K.,  465  Audubon  Blvd. 
Simon,  Mrs.  Theodore,  1300  Third  St. 

Smith,  Mrs.  Earl  Conway,  3426  Upperline. 
Smith,  Mrs.  Victor  C.,  2016  Calhoun  St. 
Smyth,  Mrs.  John,  No.  7 Richmond  Place. 

Socola,  Mrs.  Edwin,  1226  Broadway. 

Sodeman,  Mrs.  William  A.,  1695  Soniat  St. 
Soniat,  Mrs.  Theo.,  2807  Calhoun  St. 

Souchon,  Mrs.  Edmond,  3136  Octavia  St. 
Souchon,  Mrs.  Marion,  3530  Octavia  St. 

Steele,  Mrs.  C.  H.,  2920  Bore  St. 

St.  Martin,  Mrs.  Maurice,  1920  Audubon  St. 
Stone,  Mrs.  Kelly,  72  Fontainbleau  Dr. 

Suares,  Mrs.  John  C.,  6416  Louis  14th  St. 
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CIRCUMVALLATE  PLACENTA* 

ARTHUR  B.  HUNT,  M.  D.f 
ROBERT  D.  MUSSEY,  M.  D.f 

AND 

JOHN  E.  FABER,  M.  D.f 
Rochester,  Minn. 

The  subject  of  circumvallate  placenta 
does  not  appear  frequently  in  the  obstetric 
literature.  One  of  us  (A.B.H.),  who  previ- 
ously had  become  interested  in  this  subject 
through  the  suggestion  of  W.  J.  Dieckmann, 
discussed  it  in  1935  and  reported  two  cases.  ^ 
Since  then,  our  interest  in  this  subject  has 
prompted  closer  inspection  of  placentas  and 
has  led  to  the  collection  of  additional  data, 
particularly  of  data  relating  to  clinical 
symptoms  and  fetal  mortality. 

In  approximately  half  of  the  instances  of 
circumvallate  placenta  that  we  have  ob- 
served, the  symptoms  somewhat  resembled 
those  of  placenta  previa  or  of  premature 
separation  of  the  placenta.  We,  therefore, 
feel  that  it  is  worthwhile  at  this  time  to 
compare  the  symptoms  of  these  three  con- 
ditions. In  several  instances,  circumvallate 
placenta  occurred  in  more  than  one  preg- 
nancy in  the  same  case.  Its  co-occurrence 
with  placenta  previa  also  has  been  noted. 

Circumvallate  placenta  is  an  anomaly 
which  has  been  of  interest  to  obstetricians 
chiefly  from  anatomic  and  pathologic  view- 
points. Williams,-  GoodalB  and  others  have 
written  complete'  descriptions  of  this  anom- 


*Read before  the  sixty-seventh  meeting  of  the 
Louisiana  State  Medical  Society,  New  Orleans, 
Louisiana,  May  13-15,  1947. 

i'From  the  Section  on  Obstetrics  and  Gynecology, 
Mayo  Clinic,  Rochester,  Minnesota. 


aly,  have  cited  the  theories  of  other  authors 
as  to  its  formation  and  have  advanced  their 
own  plausible  theories  for  its  pathogenesis. 
Williams-  quoted  various  German  writers, 
notably  Herff,  Bayer,  Seitz  and  others,  who 
said  that  obstetric  complications,  such  as 
abortion,  unexplained  bleeding,  premature 
labor  and  anomalies  of  the  third  stage  of 
labor,  may  result  from  circumvallate  pla- 
centa. However,  both  Williams  and  Schu- 
mann stated  that  in  their  experience  the 
anomaly  had  no  clinical  significance.  On 
the  contrary,  Hobbs  and  Rollins^  who,  in 
1934,  reviewed  their  observations  in  79 
cases  of  this  condition  in  a period  of  13 
years  found  that  obstetric  complications 
were  present  in  39  of  the  cases.  The  fetal 
mortality  rate  in  their  series  was'  43  per 
cent,  which  is  higher  than  that  for  most 
obstetric  conditions  except  perhaps  for  ab- 
ruptio  placentae,  severe  toxemia  and  rare 
instances  of  rupture  of  the  uterus. 

We  shall  review  briefly  the  derivation  of 
the  term  “circumvallate  placenta,”  the  prob- 
able pathogenesis  of  the  condition  and  the 
anomalous  structure  to  which  its  symptoms 
appea^  to  be  related.  It  will  be  recalled 
that  the  entire  surface  of  the  embedded 
amniotic  sac  is  covered  with  villi  which  ex- 
hibit a profuse  growth  usually  in  the  area 
most  closely  approximated  to  the  uterine 
wall.  As  the  placenta  develops,  that  portion 
of  the  chorion  which  overlies  this  profuse 
growth  is  called  the  “chorion  frondosum” 
while  the  part  of  the  chorion  from  which 
the  villi  have  atrophied  and  disappeared  is 
called  the  “chorion  laeve.”  The  chorion 
frondosum  has  a smooth  glistening  fetal 
surface  which  is  called  the  “placental  plate.” 
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The  placental  plate  has  definite  limits,  the 
extent  of  which  is  determined  by  several 
factors  which  will  not  be  considered  here. 
The  normal  growth  of  the  chorionic  pla- 
cental plate  is  determined  usually  by  the 
size  of  the  placental  site,  which  in  turn  is 
related  to  the  growth  of  the  uterus  and  its 
contents. 

The  life  cycle  of  the  placenta  covers  a 
scant  nine  months.  In  the  course  of  this 
time,  as  Goodall  has  aptly  stated,  the  pla- 
cental growth  encompasses  a life  time — 
childhood,  adolescence,  maturity  and  senili- 
ty. In  some  placentas,  as  in  tissues  of  the 
body,  degenerative  changes  may  occur  rela- 
tively early.  In  fact,  infarction  and  sclerotic 
changes,  which  may  appear  early  in  gesta- 
tion along  the  border  of  the  placental  plate, 
tend  to  interfere  with  the  blood  supply  so 
that  growth  of  the  placental  plate  cannot 
keep  pace  with  the  increase  in  size  of  the 
growing  placental  site.  In  such  cases,  an 
outgrowth  of  villi  may  extend  beneath  and 
beyond  the  border  of  the  chorion  frondosum 
as  an  expression  or  attempt  on  the  part  of 
the  placenta  to  maintain  its  function  of 
nourishing  the  fetus.  This  outgrowth  of 
villi  causes  them  to  pile  up  beyond  the  limits 
of  the  chorion  frondosum  and  here  they  are 
covered  by  the  chorion  laeve,  which  is  thus 
raised  up  from  the  wall  of  the  uterus  and 
put  under  tension  by  the  vigorously  grow- 
ing villi.  As  this  piling  up  of  villi  occurs 
outside  the  more  or  less  fibrous  limit  of  the 
chorion  frondosum  or  placental  plate,  it 
may  partially  or  completely  surround  the 
circumference  of  the  placental  plate  with  a 
mass  of  villi  which  is  elevated  above  the 
level  of  the  plate  and  gives  rise  to  the  term 
“circumvallate.”  It  is  along  this  ch’cum- 
ference  that  the  increasing  tension  may 
cause  a tear  in  the  tissue  and  produce  bleed- 
ing and  sometimes  seepage  of  amniotic 
fluid. 

IXCIUKNCn 

Forty-seven  instances  of  circumvallate 
placenta  were  observed  among  8,861  con- 
secutive deliveries  on  the  service  of  the  Sec- 
tion on  Obstetrics  and  Gynecology  of  the 
Mayo  Clinic  from  January  1,  1934  to  De- 
cember 31,  1946,  inclusive.  Prior  to  Jan- 


uary 1,  1934,  we  had  not  always  been  alert 
to  observe  and  record  cases  in  which  this 
anomaly  was  present  and  it  is  cjuite  prob- 
able that  some  instances  may  have  been 
overlooked  since  that  date  and  that  many 
more  than  47  instances  actually  occurred. 
However,  it  is  probable  that  the  condition 
of  the  placenta  was  noted  in  all  cases  in 
which  symptoms  were  produced.  This  sup- 
position is  strengthened  by  Hobbs  and 
Rollins^  who  reported  finding  this  anomaly 
in  79  cases.  In  only  45  of  these  cases  was 
the  pregnancy  at  or  near  term.  Hobbs  and 
Rollins  also  noted  a ratio  of  one  instance 
of  circumvallate  placenta  in  50  pregnancies 
while  we  recorded  one  in  188  pregnancies. 

In  23  of  the  47  instances,  the  anomaly  did 
not  produce  any  clinical  symptoms.  These 
23  instances  of  the  anomaly  occurred  in  22 
cases.  The  24  instances  of  the  anomaly 
which  produced  symptoms  occurred  in  19 
cases ; two  instances  of  the  anomaly  oc- 
curred in  each  of  three  cases  and  three  in- 
stances occurred  in  one  case. 

In  standard  textbooks  on  obstetrics,  scant 
mention,  if  any,  is  made  of  the  clinical  im- 
portance of  circumvallate  placenta.  This 
may  be  due  to  the  fact  that  the  anomaly 
frequently  does  not  produce  any  symptoms 
that  are  of  clinical  importance.  As  we  have 
just  stated,  there  were  no  important  symp- 
toms in  23  of  the  47  instances  of  this  anom- 
aly observed  at  the  clinic.  In  these  23  in- 
stances, the  duration  of  gestation  averaged 
39  weeks  and  a fetal  death  occurred  in  only 
one  instance.  In  this  instance,  the  fetus 
died  three  weeks  before  delivery.  A history 
of  bleeding  was  obtained  in  only  two  of  the 
23  instances.  In  each  of  these  two  instances, 
the  bleeding  occurred  prior  to  the  fourth 
month  of  gestation.  On  the  other  hand,  in 
15  of  the  25  instances  in  which  the  anomaly 
produced  symptoms  that  were  considered 
important  clinically,  bleeding  or  spotting 
with  blood  or  drainage  of  fluid  occurred  be- 
fore the  fourth  month  of  gestation. 

In  nine  instances,  including  some  of  those 
in  which  early  bleeding  persisted  or  re- 
curred, uterine  bleeding  occurred  in  the  last 
half  of  pregnancy.  In  seven  instances  the 
bleeding  was  due  to  circumvallate  placenta, 
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while  in  two  instances  placenta  previa  also 
was  present.  In  these  two  instances,  the  pla- 
centa previa  was  undoubtedly  of  greater  im- 
portance clinically.  Placenta  previa  is  en- 
countered in  approximately  one  of  every 
200  pregnancies.  Since  it  occurred  in  two 
of  the  47  instances  of  circumvallate  pla- 
centa, one  may  question  whether  some 
factor  affecting  nidation  may  not  be  an 
etiologic  factor  in  both  conditions. 

In  five  of  the  seven  instances  just  men- 
tioned, the  bleeding  was  of  such  severity, 
grade  2 to  grade  3 (on  the  basis  of  1 to  4) 
that  it  was  thought,  in  the  prepartum  peri- 
od, to  be  caused  by  premature  separation 
of  the  placenta. 

In  15  instances,  the  amniotic  sac  rup- 
tured spontaneously  preceding  the  onset  of 
labor.  In  the  majority  of  these  instances, 
it  ruptured  before  the  thirty-fourth  week 
of  gestation;  in  seven  instances,  fluid  (hy- 
drorrhea gravidarum)  drained  for  from 
one  to  ten  weeks  prior  to  the  onset  of  labor, 
which  in  each  instance  was  premature.  Ex- 
amination of  the  placenta  indicated  that, 
in  all  probability,  tearing  occurred  at  the 
fibrous  ring  which  marks  the  border  of  the 
chorion  frondosum  or  placental  plate  and 
that  this  was  caused  by  the  continuing 
growth  of  placenta  while  the  insertion  of 
the  membranes  remained  stationary. 

Rupture  of  the  membranes  preceding  the 
onset  of  labor,  which  occurred  in  15  or  a 
third  of  the  47  instances,  or  in  three-fifths 
of  the  instances  in  which  symptoms  were 
present,  is  of  distinct  clinical  importance 
because  it  usually  is  followed  by  premature 
labor  and  commonly  by  death  of  the  pre- 
maturely born  infant. 

In  the  24  instances  in  which  the  circum- 
vallate placenta  produced  symptoms,  the 
fetal  mortality  was  50  per  cent.  The  mor- 
tality was  chiefly  attributable  to  prematuri- 
ty although  some  extremely  premature 
babies  survived  as  indicated  in  table  1.  The 
fetal  mortality  rate  in  the  47  instances  was 
24  per  cent.  There  were  no  maternal  deaths 
although  one  patient  (who  did  not  have 
placenta  previa)  required  a transfusion  of 
blood. 


TABLE  1 

OXSET  OF  LABOR  AND  FE'PAL  SURVIVAL  IN 
TWENTY-TWO  INSTANCES  OP  CIRCUMVALLATE 
PLACENTA  WITH  CLINCAL  SYilPTOMS* 


Onset  of  labor,  weeks 

Instances 

Fetal  survival 

20  to  24 

3 

0 

25  to  29 

5 

0 

30  to  34 

5 

2 

. 35  to  38 

5 

.5 

39  to  40 

4 

4 

Total 

22=5- 

11  (50 
per  cent ) 

*Two  instances  in  which 

placenta  previa 

was  associated 

with  circumvallate  placenta  have  heen 
this  table. 

excluded  from 

i-The  fetal  survival  rate 

in  the  entire 

47  instances  of 

circumvallate  placenta  was 

74  per  cent. 

» 

When  uterine  bleeding  occurs  during 
pregnancy,  it  is  necessary  to  determine,  if 
possible,  the  cause  of  the  bleeding,  and  it 
is  especially  important  to  rule  out  the  more 
serious  causes  of  maternal  hemorrhage,  that 
is,  placenta  previa  and  abruptio  placentae. 
This  usually  can  be  done  readily  by  the  his- 
tory and  by  careful  physical  and  roentgeno- 
logic examination.  Roentgenologic  examina- 
tion has  not  proved  to  be  of  accurate  value 
before  the  eighth  month  of  gestation.  Table 
2 shows  the  distinguishing  features  of  cir- 


Tablp  2 

DIAGNOSTIC  FEATURES  OF  CIRCUilVALLATE 


PLACENTA  AND 
'Circumvallate  placenta 
Bleeding-  iirior  to  viability 
is  not  uncommon. 
Bleeding  usually  slight  and 
often  accompanied  by 
uterine  contractions. 
Seepage  of  amniotic  fluid 
may  occur. 

Vaginal  examination  does 
not  aid  in  the  diagnosis. 
Roentgenologic  e x a m i n- 
ations,  including  placent- 
ograms.  do  not  reveal 
any  abnormalit.v. 


’LACENT.V  PREVIA 
Placenta  iirevia 
Bleeding  more  common  aft- 
er ))eriod  of  viabiliy. 
Bleeding  often  profuse,  re- 
currin.g  and  painless. 

No  seepage  of  amniotic 
fluid. 

Vaginal  examination  ma.v 
disclose  in  sitive  findings. 
Roentgenologic  e x a m i n- 
ations,  including  i>lacent- 
ograms,  may  disclose  pos- 
• - itive  findings  after  the 
seventh  month. 


cumvallate  placenta  and  placenta  previa, 
and  table  3 shows  the  distinguishing 


DIAGNOSTIC 

CENT.V 


TABLE  3 

FEATURES  OF  'CIRCUMVALLATE  PLA- 
•AND  PREMATURE  SEPARATION 
OF  PL.ACENTA 


Circumvallate  placenta 

Hemorrhage  is  evident. 

Shock  is  not  present. 
ITerus  relaxes  between 
contractions. 

Toxemia  is  unusual. 

Bleeding  prior  to  viability 
not  uncommon. 


Premature  separation  of 
placenta 

Hemorrhage  is  commonly 
concealed. 

Shock  may  be  present. 

Toxic  uterine  contractions 

Toxemia  is  relatively 
common. 

Hemorrhage  more  likely  to 
occur  in  course  of  period 
of  viability. 

Evidence  of  fetal  distress 
or  death. 
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features  of  circumvallate  placenta  and 
abruptio  placentae.  In  several  instances,  it 
was  impossible  to  distinguish  between  par- 
tial premature  separation  of  the  placenta 
and  circumvallate  placenta  until  the  pla- 
centa was  inspected. 

.\iANA(;i:.Mi;xT 

Only  scant  comment  can  be  made  con- 
cerning the  management  of  this  condition 
because  only  a presumptive  diagnosis  can 
be  made  until  the  placenta  can  be  inspected. 
In  a case  in  which  hydrorrhea  gravidarum 
develops,  an  effort  should  be  made  to  pre- 
vent infection  by  the  daily  instillation  into 
the  vagina  of  one  of  the  newer  nonirri- 
tating, liquid  antiseptics. 

The  management  of  bleeding  during 
pregnancy,  in  the  absence  of  evidence  which 
will  permit  a positive  diagnosis  of  placenta 
previa  or  of  abruptio  placentae,  is  one  of 
expectancy.  This  requires  great  patience 
on  the  part  of  both  the  patient  and  physi- 
cian. The  patient  must  remain  in  bed,  per- 
haps for  many  weeks,  and  the  physician 
must  have  the  forbearance  to  defer  opera- 
tive methods  of  delivery,  such  as  cesarean 
section,  unless  symptoms  indicate  that  this 
method  of  delivery  is  urgent. 

COMMKN'I' 

One  or  more  of  the  following  signs  or 
symptoms  were  observed  in  24  of  47  in- 
stances of  circumvallate  placenta:  (1)  signs 
of  threatened,  but  not  inevitable,  abortion; 
in  many  instances  these  signs  recurred  or 
did  not  subside;  (2)  prolonged  but  seldom 
profuse  vaginal  bleeding;  (3)  intermittent 
uterine  contractions,  and  (4)  early  rupture 
of  the  membranes  with  hydrorrhea  followed 
eventually  by  premature  labor,  sometimes 
prior  to  the  third  trimester  of  pregnancy. 
If  hydrorrhea  is  present,  prognosis  for  the 
fetus  is  poor. 

The  maternal  hazard  is  due  to  hemor- 
rhage and  potential  infection.  The  hemoi’- 
rhage  is  seldom  profuse  and  no  instance  of 
death  or  even  shock  from  hemorrhage  oc- 
curred in  the  cases  reported  by  Hobbs  and 
Rollins.^  Three  patients  in  our  series  re- 
ceived blood  transfusions;  two  of  these  also 
had  placenta  previa. 


The  danger  of  infection  is  potential  be- 
cause of  the  presence  of  blood  in  the  lower 
part  of  the  genital  tract  for  a more  or  less 
prolonged  period  and  because  of  the  occa- 
sional (in  ten  instances  of  our  series)  pro- 
longed period  of  time  intervening  between 
rupture  of  the  membranes  and  labor.  Post- 
partum fever  occurred  in  two  instances. 

The  fetal  mortality  was  24  per  cent  in  the 
47  instances  of  this  anomaly.  The  anomaly 
was  observed  in  47  of  8,861  deliveries 
(1:188). 

Repeated  instances  of  circumvallate  pla- 
centa in  the  same  case  have  not  been  re- 
ported previously.  We  have  observed  five 
cases  in  which  the  anomaly  occurred  on 
more  than  one  occasion.  In  four  of  these 
cases  the  anomaly  was  accompanied  by 
symptoms  of  clinical  importance.  One  of 
these  patients  had  three  deliveries  each 
complicated  by  circumvallate  placenta;  all 
three  babies  survived,  although  two  of  them 
weighed  only  1,270  and  1,360  gm.  respec- 
tively. Two  of  the  mothers,  who  each  had 
this  complication  on  two  occasions,  lost  the 
infants  prematurely.  Almost  all  of  the 
women  who  had  a recurrence  of  circum- 
vallate placenta  had  other  pregnancies 
which  were  not  complicated  by  this  anomaly 
and  a majority  of  the  women  who  had  only 
one  pregnancy  that  was  complicated  by  this 
anomaly  had  other  uncomplicated  pregnan- 
cies and  gave  birth  to  living  children  at  full 
term.  It  is  evident  that  there  is  a definite 
tendency  toward  fhe  recurrence  of  circum- 
vallate placenta  which  occurred  nine  times 
among  four  of  the  19  patients  who  had  clin- 
ical symptoms. 

Circumvallate  placenta  is  probably  one 
of  the  few  known  etiologic  factors  in  the 
condition  known  as  hydrorrhea  gravidarum, 
although  it  does  not  explain  all  instances 
of  this  condition,  especially  those  in  which 
the  pregnancy  proceeds  to  term.  Circum- 
vallate placenta  is  an  obstetric  entity  of 
definite  fetal  and  some  maternal  signifi- 
cance which  should  be  kept  in  mind  when 
one  is  confronted  with  unaccountable  bleed- 
ing in  the  course  of  pregnancy.  The  fre- 
quency of  the  occurrence  of  circumvallate 
placenta  and  the  fetal  hazard  of  this  condi- 
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tion  are  not  generally  appreciated.  Con- 
servative management  of  protracted  slight 
bleeding  or  of  hydrorrhea  during  pregnan- 
cy requires  great  patience  on  the  part  of 
the  patient,  her  relatives  and  the  physician. 
In  a number  of  instances,  patience  has  been 
rewarded  by  the  survival  of  a prematurely 
born  infant. 

DISCUSSION 

Dr.  J.  S.  Hebert  (New  Orleans)  : Dr.  Mussey  has 
given  us  a complete  and  most  interesting  paper 
on  circumvallate  placenta.  Certainly  I did  not 
mean  to  say  any  more,  except  to  thank  him  for 
such  a valuable  report.  However,  I would  like  to 
report  a case  in  which  two  important  points  in  his 
paper  are  brought  out.  First,  severe  hemorrhage 
does  complicate  the  clinical  course  of  a pregnancy 
to  the  extent  of  fatalities  in  babies.  Second,  the 
condition  may  be  repeated. 

In  1924  a first  pregnancy  resulted  in  a term 
spontaneous  delivery  of  a normal  healthy  baby.  In 
a second  pregnancy,  in  1926,  resulted  in  a term 
spontaeous  delivery  of  a normal  healthy  baby.  In 
1929  a third  pregnancy  resulted  in  a complete  six 
weeks’  spontaneous  abortion.  In  1930  a fourth  preg- 
nancy was  normal  until  the  eighth  week,  when 
bleeding  started;  the  bleeding  continued  through 
the  twenty-fourth  week;  patient  remained  more  or 
less  in  bed  these  sixteen  weeks.  From  then  on  to 
term  ths  pregnancy  ran  a normal  course  and  re- 
sulted in  term  spontaneous  delivery.  This  fourth 
pregnancy  furnished  the  complete  circumvallate 
placenta  reported  by  Dr.  Deeves  in  1930.  Then  in 
1933,  a fifth  pregnancy  resulted  in  a complete 
eight  week  spontaneous  abortion.  In  1936  a sixth 
pregnancy  ran  a normal  course  until  the  eighth  or 
ninth  week,  when  bleeding  started.  This  bleeding 
ran  through  the  fifteenth  week,  when  it  stopped. 
Bleeding  then  began  again  about  the  thirty-second 
week  and  was  so  severe  that  it  resulted  in  a pre- 
mature spontaneous  delivery.  This  child  did  not 
live.  This  placenta,  though  not  complete,  was  of 
the  circumvallate  formation.  In  1939  a seventh 
pregnancy  resulted  in  a term  spontaneous  delivery 
of  a normal  healthy  child.  In  1944,  for  the  eighth 
pregnancy  which  had  been  referred  to  one  of  my 
confreres,  bleeding  started  about  the  eighth  week, 
the  hemorrhage  continued  and  became  so  severe 
that  pregnancy  was  terminated  about  the  twenty- 
fourth  week.  No  report  on  placenta  was  made. 

Dr.  Beacham  (New  Orleans)  : I am  sure  that 
I express  the  opinion  of  everyone  here  when  I 
state  that  we  are  very  grateful  to  Dr.  Mussey  for 
taking  his  valuable  time  to  make  a trip  to  New 
Orleans  to  speak  to  us  on  this  important  subject. 
In  the  future  we  will  be  on  the  lookout  for  these 
cases,  and  I hope  within  the  next  few  years  we 
can  report  to  him  that  we  have  achieved  the  de- 


gree of  accuracy  of  diagnosis  which  his  group  has 
attained. 
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CHRONIC  PENUMONIAS* 

SYDNEY  JACOBS,  M.  D.f 
New  Olreans 

Although  bronchiectasis,  atelectasis  and 
lung  abscess  are  well-recognized  entities, 
chronic  non-specific  pneumonias  have  not 
been  given  as  much  attention  in  medical 
literature  as  their  frequency  warrants. 
These  chronic  pulmonary  inflammations 
are  distinguished  from  ordinary  acute  pneu- 
monia by  massive  exudation  into  the  alve- 
oli^ followed  by  organization,  suppuration 
and  fibrosis. 

Such  chronic  pulmonary  inflammations 
are  marked  by  exacerbations  of  cough  and 
expectoration,  chills  and  fever,  dyspnea  and 
thoracic  pain  alternating  with  periods  of 
relative  freedom  from  symptoms.  The  on- 
set may  be  explosively  acute  as  in  pneumo- 
coccal pneumonia  or  insidious  with  few 
systemic  symptoms  as  in  the  series  of  cases 
reported  by  Rich  and  Hamman.^  In  their 
patients,  all  the  pulmonary  interstitial  tis- 
sues were  hyperplastic  and  the  alveolar 
walls  tremendously  thickened.  Connective 
tissue  proliferation  within  the  alveolar 
walls  compressed  the  capillary  circulation 
of  the  alveoli  and  (independent  of  alveolar 
exudate)  lead  to  progressive  pulmonary 
fibrosis,  increased  pressure  in  the  pulmo- 
nary artery  and  to  right  ventricular  hyper- 
trophy with  congestive  heart  failure  as  a 
terminal  phenomenon. 

At  times  a definite  etiology  can  be  estab- 
lished in  these  cases  by  obtaining  from  the 

*Read  before  a meeting  of  the  Orleans  Parish 
Medical  Society,  April  14,  1947. 

fFrom  the  Department  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans. 
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sputum  a pure  culture  of  staphylococcus,-' 
streptococcus  or  Friedlander’s  bacillus-^  or 
by  postmorten  isolation  of  an  irritating 
lipid^  from  the  lung.  More  often  than  not 
the  exact  cause  is  not  determined  because 
sputum  studies  are  inconclusive,  the  flora 
apparently  varying  from  day  to  day.  Since 
the  time  of  Laennec  (1826)  controversy 
has  centered  about  these  chronic  pneumo- 
nias. Do  they  arise  insidiously  as  chronic- 
states  or  do  they  begin  -with  acute  phases? 
Often,  one  cannot  ans-wer  this  question  sat- 
isfactorily. 

The  most  impressive  symptoms  are  dys- 
pnea and  bronchospasm  so  severe  that  very 
often  the  diagnosis  of  bronchial  asthma  is 
made,  but  the  history  is  not  the  character- 
istic one  of  allergy.  Rather  it  is  one  of  re- 
peated episodes  of  respiratory  tract  ill- 
nesses of  varying  severity.  At  times,  it  is 
difficult  to  eliminate  congestive  heart  fail- 
ure as  the  cause  of  symptoms.  Differential 
venous  pressures  may  be  of  assistance  but 
frequently  one  must  resort  to  a trial  of 
digitalis  -vc'hich  seldom  helps  these  patients 
unless  congestive  heart  failure  has  actually 
resulted  from  the  massive  pulmonary  de- 
struction. Generally  this  syndrome  is  estab- 
lished in  middle  life,  and  these  patients  are 
invariably  “sickly”  and  underweight.  Even 
in  remission,  there  is  pronounced  lowering 
of  respiratory  reserve.  Usually  the  roent- 
genogram indicates  that  the  more  centrally 
situated  portions  of  the  lung  are  consoli- 
dated and  the  more  peripheral  segments 
emphysematous.  As  Davison  has  pointed 
out,  these  cases  do  not  fall  clearly  into  the 
classification  of  bronchiectasis  or  lung  ab- 
scess. A minor  degree  of  bronchial  damage*^ 
and  bronchiectasis  can  be  demonstrated  by 
the  pathologist  postmorten  or  by  the  bron- 
choscopist  antemortem,  but  the  prepond- 
erant damage  is  to  the  lung  parenchyme. 

Not  infrequently  this  syndrome  results 
from  organization  of  an  unresolved  pneu- 
monia which  apparently  had  begun  as  any 
other  acute  pneumonia.  During  ordinary 
bacterial  pneumonia,  a considerable  amount 
of  exudate  is  deposited  in  the  alveoli ; if  it 
cannot  be  resolved  by  digestion  and  resorp- 
tion, organization  and  fibrosis'  occur.  Inas- 


much as  it  can  be  produced  experimentally 
either  by  leaving  an  excess  of  serum  in  the 
alveoli  or  by  impeding  lymphatic  drainage, 
it  is  presumed  that  whatever  blocks  drain- 
age (as  by  a mixed  infection,  pneumonia 
or  by  anthracosis®)  may  result  in  the  ana- 
logous phenomenon  clinically.  Granulation 
tissue  from  various  points  on  the  alveolar 
walls  gradually  replaces  the  alveolar  ex- 
udate and  fills  the  alveoli  with  a contracted, 
dense,  nearly  airless  mass  of  connective  tis- 
sue. If  there  is  additionally  an  empyema 
not  speedily  corrected,  there  will  also  occur 
shrinking  and  distortion  of  the  hemitho- 
rax  p the  trachea,  heart  and  mediastinum 
are  drawn  to  the  affected  side,  the  dia- 
phram  is  elevated,  and  the  chest  wall 
markedly ‘retracted.  This  lessens  the  mobil- 
ity of  the  entire  thorax  and  greatly  embar- 
rasses respiration.  "When  the  antecedent 
pneumonia  has  been  secondarily  invaded  by 
staphylococci  or  streptococci,  multiple  ab- 
scesses may  honeycomb  a lobe  or  even  the 
entire  lung  and  lead  to  further  septic  com- 
plications. At  times  cavities  may  be  scat- 
tered among  foci  of  organizing  pneumonia. 

It  is  highly  probable  that  chronic  pneu- 
monia will  some  day  be  recognized  as  an 
industrial  hazard.  In  certain  industries, 
notably  those  involving  work  with  lacquers 
and  shellacs,  there  is  exposure  to  irritating 
lipids.^  These  contain  fatty  acids  which  in- 
jure the  lung,  the  degree  of  destruction  be- 
ing proportional  to  the  speed  of  hydrolysis 
and  the  amount  of  free  acid  released. 

Inasmuch  as  the  outlook  for  these  pa- 
tients is  not  good,  and  the  treatment  at 
best  is  symptomatic,  it  is  essential  to  elim- 
inate chronic  fibroid  tuberculosis,  lung  ab- 
scess, bronchiogenic  carcinoma,  bronchi- 
ectasis and  allergic  bronchial  asthma  for  all 
of  which  definitive  therapy  is  at  hand.  For 
patients  with  chronic  pneumonias,  treat- 
ment must  be  designed  to  enhance  the  natu- 
ral resistance  and  to  improve  pulmonary 
ventilation. 

During  the  exacerbation,  complete  bed 
rest  is  essential.  Since  there  are  undoubt- 
edly many  fresh  foci  of  acute  inflammation 
superimposed  on  the  chronic  substrate,  op- 
portunity must  be  afforded  for  a maximal 
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resolution  of  these.  Oxygen  by  tent  is  usu- 
ally necessary  and  bronchodilating  drugs 
are  needed.  If  these  do  not  suffice,  broncho- 
scopy will  be  required  to  free  the  bronchial 
tree  of  tenacious  mucus.  Antibiotic  and  sul- 
fonamides sometimes  seem  to  benefit, 
especially  when  inhalational  methods  are 
employed.  Blood  transfusions  are  usually 
indicated  for  the  almost  invariably  con- 
comitant anemia. 

During  the  periods  of  remission,  every 
effort  should  be  made  to  favor  bronchial 
drainage.  Ventilation  is  at  times  enhanced 
by  shrinking  the  nasal  mucosa,  while  bron- 
chial dilation  is  effected  by  aminophylline, 
epinephrine  or  ephedrine.  Postural  drain- 
age and  even  repeated  bronchoscopies  may 
be  required.  Thinning  of  the  sputum  by  ex- 
pectorant cough  agents  is  desirable,  but  the 
use  of  opiates  to  depress  the  cough  reflex 
is  injurious.  In  several  European  clinics, 
irradiation  of  the  lungs  has  been  practiced, 
but  the  tabulated  results  are  not  particular- 
ly impressive.  It  is  to  be  emphasized  that 
nutrition  is  to  be  maintained  despite  the 
patient’s  natural  aversion  to  eating.  As  far 
as  is  practicable,  the  patient  must  be  en- 
couraged to  conserve  his  respiratory  ef- 
forts. 

The  prognosis  is  obviously  poor.  These 
people  may  live  many  years  but  they  are 
seldom  free  of  symptoms  entirely.  The 
course  is  progressively  downward  as  the 
acute  respiratory  tract  episodes  tend  to  be- 
come more  frequent  and  more  severe.  With 
the  use  of  the  newer  chemotherapeutic 
agents,  it  is  possible  that  the  progress  of 
the  disease  may  to  a considerable  degree 
be  slowed. 

SUMMARY 

The  clinician  encounters  chronic  pulmo- 
nary inflammations  more  often  than  is  gen- 
erally appreciated.  The  etiology  may  some- 
times be  established  by  examination  of  the 
sputum,  but  more  often  it  cannot.  The  syn- 
drome is  featured  chiefly  by  cough,  lower- 
ing of  respiratory  reserve,  intense  dyspnea 
and  marked  weakness.  The  course  is  usu- 
ally one  of  progressive  debility,  at  times 
terminating  in  congestive  heart  failure. 
Treatment  is  designed  to  improve  the  pa- 


tient’s nutrition,  to  increase  respiratory 
function  by  bronchodilatation  and  to  com- 
bat bronchial  infection  by  chemotherapy. 
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Because  of  the  abundance  of  material 
dealing  with  reactions  to  the  newer  drugs 
and  because  of  the  limited  use  of  BAL  in 
one  practice.  Dr.  Henington  and  I have  col- 
loborated  on  this  paper.  Dr.  Henington  will 
present  the  reactions  to  benadryl  and  pyri- 
benzamine,  and  I am  covering  the  reactions 
to  penicillin  and  the  use  of  BAL  in  heavy 
metal  poisoning. 

It  is  not  our  purpose  to  detract  from 
the  unquestioned  value  of  these  drugs  but 
merely  to  point  out  the  limitations  and, 
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of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 

fFrom  the  Department  of  Dermatology,  Louisi- 
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under  some  circumstances,  the  actual  dan- 
gers of  their  use. 

pp^xicii.niN 

I.  Routes  of  administration  : 

(1) .  Oral — 

(a).  Tablets  (25,000  units) 
(50,000  units) 
(100,000  units) 

(2) .  Parenteral — 

(a) .  Aqueous 

(b) .  In  beeswax  and  peanut  oil 

(3) .  Topical  applications — 

(a) .  Aqueous 

(b) .  In  water  soluble  ointment 

bases 

(4) .  Inhalation — atomizer  sprays 

(5) .  Constant  intravenous  drip 

(6) .  Intrathecal 

II.  Reactions  due  to  the  drug  itself : 

(1) .  Toxic  erythema 

(a).  First  to  third  day  of  treat- 
ment. 

(a).  Most  often  occurs  after  oral 
administration. 

(c) .  Manifested  by  generalized 

diffuse,  fine,  red,  macular 
rash  with  pronounced  sub- 
jective symptoms  of  itching. 

(d) .  Rash  clears  in  seven  to  10 

days  and  is  characterized  by 
diffuse  peeling. 

(2) .  Urticaria 

(a) .  Occurs  within  seven  to  14 

days  after  exposure  to  drug. 

(b)  . May  follow  all  types  of  inter- 

nal medication.  The  incidence 
of  urticaria  following  the  use 
of  penicillin  in  beeswax  and 
peanut  oil  is  about  5 per 
cent,^  no  greater  than  that 
following  aqueous  solutions 
or  oral  medication.  After 
beeswax  and  peanut  oil  in- 
jection, local  reactions  con- 
sisting of  painful  swelling 
and  urticaria-like  wheals 
surrounding  the  site  of  in- 
jection are  quite  common  but 
of  little  consequence. 

(c) .  The  urticarias  are  slight  to 

severe  with  angioneurotic 


edema  and  sometimes  with 
arthralgia. 

Our  findings  are  in  accord  with  the  con- 
clusions of  Pillsbury-  and  his  associates, 
who  report : 

(a) .  Reactions  are  more  frequent- 

ly encountered  in  patients 
who  have  had  repeated 
courses  of  this  drug. 

(b) .  The  incidence  of  urticaria  is 

increasing,  being  1.8  per 
cent  in  1944  and  5 per  cent 
in  1946. 

(c) .  Readministration  of  the  drug 

after  severe  urticarial  reac- 
tion may  or  may  not  be  fol- 
lowed by  recurrence  of  the 
urticaria  on  reinjection  of  a 
full  therapeutic  dose  of  peni- 
cillin. 

(d) .  It  is  sometimes  possible  to 

continue  penicillin  therapy  in 
a reacting  patient  by  the 
simultaneous  administration 
of  an  antihistamine  drug. 
Skin  tests  are  unreliable. 
Antihistamine  drugs  are  par- 
ticularly useful  in  controlling 
reactions. 

fungus  dermatophytiid-like 
reactions 

(a) .  Early  in  the  course  of  the 
therapy. 

(b) .  Patient  who  has  had  an  “al- 
most forgotten”  Jock-strap 
itch  which  recurs  during  the 
injections  of  penicillin  and 
clears  up  in  a few  days  after 
medication  has  been  discon- 
tinued. 

(c) .  Vesicular  “dermatophytiid” 
eruption  of  hands  and  feet 
characterized  by  deep  seated 
blisters  along  the  sides  of  the 
fingers  and  toes.  This  clears 
up  within  a few  days  after 
medication  has  been  discon- 
tinued. 

(4).  Reactions  following  topical  use  on 
the  skin 

(a).  Often  occurs  in  nurses. 


(e) . 

(f) . 


(3).  The 


Kennedy,  Henington— Drifgr  Re-actions 


211 


(b) .  Incidence  of  allergic  reac- 

tions is  high. 

(c) .  Local  reaction  is  typical  of 

dermatitis  venenata. 

(d) .  Subsequent  internal  medica- 

tion may  flare  up  a previous- 
ly sensitized  skin  area. 

(5) .  Intrathecal 

(a) .  Immediate  reactions  of  head- 

ache and  nausea. 

(b) .  Convulsions  occur  usually  in 

single  doses  of  over  100,000 
units.^’ 

(6) .  Reactions  in  syphilitic  patients: 

The  Herxheimer  reaction  and  the 
therapeutic  paradox 

(a) .  Early  syphilis  (primary,  sec- 

ondary, asymptomatic  with 
history  under  two  years). 

(1).  Herxheimer  reaction 
occurs  in  35  to  50  per 
cent  of  all  cases. 

(a) .  Manifested  by  fe- 

ver, chills,  ma- 
laise, accentuation 
or  precipitation  of 
secondary  rash, 
edema,  or  relapse 
of  primary. 

(b) .  If  fever  occurs 

during  penicillin 
therapy,  syphilis 
should  be  suspect- 
ed in  that  individ- 
ual. 

(c) .  Treatment  should 

never  be  discon- 
tinued because  of 
this. 

(b) .  Congenital  syphilis 

(1) .  Fifty  per  cent  have 

Herxheimer  reactions 
which  consist  of  sharp 
, elevations  in  tempera- 
ture which  do  not  ap- 
pear to  be  injurious  to 
the  child.** 

(2) .  Fatalities  have  been  re- 

ported in  premature 
malnourished  infants.' 


(3).  Pediatricians  are  in 
general  agreement  that 
the  gradual  building  up 
of  the  dosage  is  unnec- 
essary in  these  cases. 

(c) .  Syphilis  and  pregnancy 

(1) .  Incidence  of  abortion  is 

no  higher  during  peni- 
cillin treatment  of  the 
mother  than  during 
other  forms  of  anti- 
syphilitic treatment. 

(2) .  Incidence  of  abortion  is 

no  higher  than  the  ex- 
p e c t e d incidence  of 
abortion  in  normal 
women.® 

(d) .  Cardiac  syphilis 

(1).  Because  of  the  always 
potent  danger  of  a 
Herxheimer  reaction  in 
cardiovascular  syphilis, 
it  is  felt  that  these 
cases  should  always 
either : 

(a) .  Receive  prolonged 

preliminary 
courses  of  bismuth 
(two  months) 
and  iodides,  or 

(b) .  Twenty  - four  in- 

jections of  5,000 
units  at  three 
hour  intervals  fol- 
lowed by  180  in- 
jections at  50,000 
units. 

(e) .  Central  nervous  system 

syphilis 

(1) .  Asymptomatic.  Herx- 

heimer reactions  not  of 
serious  import. 

(2) .  Acute  syphilitic  menin- 

gitis. Herxheimer  re- 
action not  of  serious 
import. 

(3) .  Paresis  and  tabes  dor- 

salis with  or  without 
optic  atrophy.  That 
these  cases  require  spe- 
cial care  can  best  be 
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illustrated  by  the  fol- 
lowing cases : 

CASE  NO.  1 

41  year  old  male  with  proved  central  nervous 
system  syphilis  manifested  by  blurred  vision,  optic 
atrophy,  and  an  Argyll  Robertson  pupil,  entered 
the  hospital  for  combined  penicillin  and  malarial 
therapy.  Penicillin  therapy  was  begun  at  the  rate 
of  50,000  units  every  three  hours.  On  the  third 
day  of  this  treatment  he  suffered  the  first  tabetic 
crises  of  his  career  with  girdle  pain  and  band-like 
feeling  of  constriction  around  his  upper  chest.  He 
had  no  bowel  movement  for  three  days  and  his 
abdomen  was  slightly  distended.  The  crises  passed 
and  he  was  discharged  at  the  end  of  ten  days,  hav- 
ing recived  a total  of  8,000,000  units  of  penicillin. 

Five  days  later  he  was  again  observed.  He  had 
developed  a rolling  gait,  loss  of  voluntary  bladder 
and  anal  sphincter  control,  a feeling  of  numbness 
of  both  great  toes,  and  the  girdle  pains  and  feeling 
of  constriction  around  his  upper  chest  was  con- 
stantly present. 

Six  days  later,  21  days  after  the  beginning  of 
penicillin  therapy,  he  re-entered  the  hospital  with 
a marked  increase  in  all  his  symptoms  and  com- 
plete inability  to  walk.  The  symptoms  gradually 
subsided,  sphincter  control  returned,  and  at  the  end 
of  three  months  the  patient  was  able  to  get  about 
with  the  aid  of  braces  and  a cane. 

It  was  felt  that  his  symptoms  occurring,  as  is 
commonly  the  case,  in  the  first  48-72  hours  were 
due  to  a Jarisch-Herxheimer  reaction  brought  on 
by  the  use  of  penicillin. 

CASE  NO.  -j 

A 49  year  old  colored  male  with  tabo-paresis  and 
cardiac  syphilis  1 aortic  regurgitation)  had  symp- 
toms of  speech  and  muscular  incoordination  asso- 
ciated with  optic  atrophy.  He  was  a cheerful, 
ambulatory,  and  privileged  patient  on  the  ward  for 
the  first  twenty-one  days  of  hospitalization.  He  was 
started  on  10  drops  of  a saturated  solution  of 
potassium  iodide  on  the  fourteenth  hospital  day, 
and  on  the  nineteenth  hospital  day  he  received  1 c.c. 
of  bismuth  subsalicylate  intramuscularly.  On  the 
twenty-first  hospital  day  he  was  started  on  peni- 
cillin at  the  rate  of  80,000  units  every  three  hours. 
Two  days  later  he  began  a rapid  mental  deteriora- 
tion, finally  necessitating  transfer  to  a mental  in- 
stitution. 

Penicillin  was  not  interrupted  because  we  did 
not  at  that  time  think  the  change  to  be  more  than 
a transitory  one.  Now  there  seems  to  be  reason  to 
believe,  both  from  our  own  experience  and  from  the 
experience  of  others,^  that  Herxheimer  reactions 
cause  permanent  damage.  Tucker  and  Robinson,^ 
of  Baltimore,  report  some  reactions  to  the  initiation 
of  treatment  in  26  per  cent  of  patients.  It  is  im- 
possible to  prove  that  penicillin  is  the  cause  of  the 
exacerbation  of  symptoms  as  the  therapeutic  para- 


dox is  a well-known  fact  in  central  nervous  system 
syphilis. 

It  would  seem  wise,  however,  in  cases 
of  general  paresis,  tabes  dorsalis,  or  pro- 
gressive optic  atrophy,  to  follow  the  method 
of  treatment  advocated  by  William  A. 
Leifer.^"  He  recommends  twenty-four  in- 
.jections  of  5,000  units  at  three  hour  inter- 
vals followed  by  180  in.jections  of  50,000 
units,  making  a total  dosage  of  9,120,000 
units. 

P..U.  iBUITISII  ANTI-LEWISITE; 

During  the  last  war  a drug  was  developed 
to  combat  arsenical  poisoning  from  lewis- 
ite.It  is  known  that  arsenic  forms  a stable 
compound  with — SH  (sulfhydryl)  groups 
in  the  body  tissues  preventing  them  from 
performing  their  proper  functions.  This 
drug,  by  virtue  of  being  a dithiol,  forms  an 
inert  stable  compound  with  the  arsenic  per- 
mitting its  removal  from  the  tissues  and 
rapid  excretion  by  the  kidneys. 

Eagle^-  has  made  an  extensive  report  of 
cases  in  which  BAL  has  been  used  in  com- 
plications of  arsenical  therapy.  Sulzberger 
and  Baer  summarized  his  findings  as 
follows : 

(a) .  Arsenical  dermatitis:  In  88  cases, 

80  per  cent  responded  to  treatment. 

(b) .  Toxic  encephalitis:  In  55  patients, 

44  recovered  completely  within  one 
to  seven  days  and  11  died. 

fc).  Agranulocytosis:  In  11  cases,  10  re- 
covered with  one  death. 

(d) .  Aplastic  anemia:  In  three  cases, 

there  was  no  beneficial  effect  from 
BAL. 

(e) .  Jaundice:  In  14  patients,  five 

showed  prompt  response,  seven  evi- 
denced no  effect,  and  in  two  the 
effects  were  debatable. 

(f) .  Massive  overdosage  of  oxophenar- 

sine  hydrochloride : In  four  cases 
there  were  three  with  prompt  im- 
provement and  one  death. 

(g) .  Arsenical  fever:  There  were  44 

cases  with  prompt  recovery  in  all. 

Because  gold  and  arsenic  resemble  each 
other  clinically  and  behave  similarly  in  the 
tissues,  BAL  was  tried  in  the  treatment  of 
gold  reactions  and  proved  to  be  very  effec- 
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tive.  In  a recent  journal  of  the  American 
Medical  Association  there  was  a report  of 
marked  improvement  in  six  out  of  seven 
cases  treated  with  this  drugd^-  Twenty- 
five  out  of  26  cases  of  acute  mercury 
poisoning-  survived  following  treatment 
with  BALd-" 

In  treatment  of  severe  gold  or  arsenical 
poisoning,  it  is  recommended  that  3 mg. 
per  kilogram  of  body  weight  of  BAL,  10 
per  cent  in  oil,  be  given  intramuscularly 
every  four  hours  for  the  first  few  days, 
five  injections  on  the  third  day,  and  two 
daily  thereafter  for  ten  days,  or  until  re- 
covery. In  milder  cases  the  dosage  may  be 
reduced  to  2.5  mgm.  per  kilogram.  In  mer- 
cury poisoning  the  initial  dosage  is  usually 
higher,  5 mgm.  per  kilogram  followed  in 
one  or  two  hours  by  a dose  of  2.5  mgm.  per 
kilogram  of  body  weight.  Then  as  in  arsenic 
poisoning. 

Side  effects  include  profound  weakness, 
nausea,  vomiting,  headache,  muscular 
aches,  lacrimation,  and  salivation. 

There  follows  three  cases  of  arsenic 
poisoning  treated  with  BAL : 

CASE  NO.  1 

A 36  year  old  male  entered  the  hospital  in  an 
extremely  serious  condition.  He  had  a generalized 
exfoliative  dermatitis  associated  with  a marked 
toxemia.  He  had  received  seven  injections  of 
mapharsen  in  a period  of  27  days  for  a total  of 
0.32  gm.  The  rash  started  after  his  fifth  injec- 
tion, was  greatly  aggravated  by  the  sixth,  and 
became  generalized  after  the  seventh.  Twenty- 
seven  days  after  his  first  symptoms  appeared  and 
12  days  after  the  condition  had  become  generalized, 
he  was  given  BAL  at  the  rate  of  2.-5  fe.c.  of  the  10 
per  cent  solution  in  oil  intramuscularly  every  four 
hours  for  a total  of  10  injections.  The  drug  was 
discontinued  because  of  abscess  formation  at  one 
of  the  sites  of  injection  in  his  right  buttock  and 
because  the  patient,  ambulatory  on  admission,  had 
become  so  profoundly  weak  from  the  injections  he 
could  not  turn  over  in  bed.  This  side  effect  of  the 
drug  disappeared  in  the  first  24  hours  after  the 
drug  was  discontinued.  The  response  of  the  patient 
to  the  drug  began  with  his  first  injection.  The 
rash,  edema,  and  toxemia  all  faded  rapidly,  and  on 
the  twelfth  hospital  day  the  patient  was  discharged 
with  a mild  residual  dermatitis  on  his  groins. 

CASE  NO.  li 

A 27  year  old  colored  male  with  early  latent 
asymptomatic  syphilis  was  given  60  mgm.  of  oxo- 
phenarsine  hydrochloride  and  200  mgm.  of  bismuth. 


Three  days  later  he  received  another  60  mgm.  of 
oxophenarsenine  hydrochloride.  On  the  evening  of 
his  second  injection  of  arsenic,  the  patient  com- 
plained of  a severe  headache  and  became  stuporous 
and  irrational.  A diagnosis  of  hemorrhagic  ar- 
senical encephalitis  was  made  and  he  was  given 
2 c.c.  of  a 10  per  cent  BAL  in  oil  solution,  through 
error,  intravenously  rather  than  intramuscularly. 
He  immediately  became  cyanotic  and  dyspneic  and 
appeared  to  be  in  shock.  The  blood  pressure  was 
110/70,  pulse  rate  60  per  minute,  the  eyes  were 
dilated  but  reacted  slowly  to  light.  There  was  mod- 
erate nucal  rigidity  present. 

The  patient  was  not  given  any  treatment  at  this 
time  and  the  next  day  was  given  2 c.c.  of  BAL 
intramuscularly.  He  had  improved  tremendously 
over  night  and  except  for  a slight  clouding  of  his 
sensorium  he  was  perfectly  normal,  being  dis- 
charged on  the  fourth  hospital  day  as  perfectly 
recovered. 

This  case  should  give  us  some  courage 
in  the  use  of  this  new  drug  in  that  a pa- 
tient survived  an  accidental  intravenoits 
injection  of  an  oil  solution. 

CASE  NO.  3 

That  BAL  may  be  of  use  in  chronic  arsenical 
poisoning  is  best  illustrated  by  the  following  case. 

' A 45  year  old  colored  female  entered  the  hospital 
with  a chronic  generalized  exfoliative  dermatitis 
which  had  become  exacerbated  in  1937,  1938,  and 
1942,  following  her  employment  in  spraying  cotton 
with  an  arsenical.  After  three  weeks  without  im- 
provement, she  was  started  on  BAL  at  the  rate  of 
1.5  c.c.  of  the  10  per  cent  solution  in  oil  every  four 
hours  for  two  days  and  then  1.5  c.c.  twice  a day  for 
five  days,  then  1 c.c.  daily  for  eight  days.  On  the 
eighth  day  she  was  discharged  greatly  improved. 
Her  skin  was  smooth  and  itching  had  subsideu. 
Fissuring  and  thickening  of  the  palms  and  soles 
wert.  the  chief  residue. 

CONCEUSIO'NS 

The  reactions  to  penicillin  are  listed.  Spe- 
cial attention  has  been  called  to  the  perma- 
nent aspect  of  the  Herxheimer  reaction  in 
the  treatment  of  late  syphilis. 

In  BAL  we  have  an  extremely  safe  and 
valuable  drug  with  which  to  combat  arsen- 
ic, gold,  and  mercury  poisoning. 

REACTIONS  TO  BEN.CDRYL  AND  PYIMBENZAMINE* 

The  study  of  any  new  drug  is  often 
speculative,  since  neither  the  optimum 
dosage  nor  the  diseases  which  should  be 
treated,  can  be  predicted.  Furthermore, 

*This  portion  of  the  paper  was  presented  by  Dr. 
Henington. 
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side  reactions  might  occur  which  had  not 
heretofore  been  mentioned  by  other  observ- 
ers. Because  the  new  “magic  drugs”  in  gen- 
eral have  yielded  such  disappointing  results 
in  most  dermatologic  problems,  it  is  natu- 
ral that  searches  for  new  specialized  forms 
of  management  have  been  pursued  with 
great  intensity  by  the  dermatologist.  Some 
advances  worthy  of  mention  will  be  record- 
ed here. 

In  view  of  the  gradually  accumulating 
evidence  that  some  features  of  the  allergic 
reaction  may  be  associated  with  the  libera- 
tion of  histamine,  investigation  has  been 
directed  towards  synthesizing  compounds 
that  might  counteract  certain  pharmaco- 
logic effects  of  histamine.  Several  such  sub- 
.stances  have  been  studied  within  the  past 
few  years  but  because  of  their  toxicity 
have  proved  unsuitable  for  clinical  use. 
However,  two  of  these  substances  have  re- 
ceived favorable  clinical  trial  and  they  have 
been  named  benadryl  and  pyribenzamine, 
respectively.  It  appears  likely  that  in  the 
future  more  compounds  in  this  series  will 
be  discovered  that  may  prove  to  have  an 
even  greater  pharmacological  activity. 

Benadryl  is  a white  crystalline  powder 
which  may  possibly  be  slightly  opalescent. 
It  is  soluble  in  water  and  alcohol  and  is 
stable  under  ordinary  conditions  of  tem- 
perature and  pressure.  It  has  been  admin- 
istered orally,  intramuscularly  and  intra- 
venously, and  is  available  in  capsules  of 
25  and  50  mgm.  and  as  an  elixir  with  10 
mg.  of  benadryl  in  4 c.c.  (Z/i)  of  the  mix- 
ture. The  average  adult  dose  is  50  mg.,  re- 
peated three  or  four  times  a day,  and  the 
total  daily  dose  has  varied  from  50  to  500 
mg.  The  elixir  in  doses  of  10  or  20  mgm. 
(one  or  two  teaspoonfuls),  repeated  three 
or  four  times  a day,  may  be  given  to  chil- 
dren. A child’s  dose  is  usually  derived  by 
allowing  2 mg.  of  benadryl  per  pound  body 
weight  divided  into  two  to  four  doses.  The 
amount  of  drug  required  in  both  children 
and  adults  will  vary  with  the  severity  of  the 
allergic  symptoms. 

Study  at  the  Mayo  Clinic  showed  that 
benadryl:  (1)  decreases  the  cutaneous 

vasodilating  action  of  histamine;  (2)  alle- 


viates the  nasal  congestion  induced  by  the 
vasodilatation  of  the  mucous  membrane 
caused  by  histamine;  (3)  may  decrease  the 
response  of  the  gastric  acids  and  the  vol- 
ume of  gastric  secretion  provoked  by  the 
administration  of  histamine,  and  (4)  de- 
press the  wheal  and  flare  response  in  cases 
of  hypersensitiveness  to  cold. 

Benadryl  is  readily  absorbed  by  all  routes 
of  administration  and  the  maximum  re- 
sponse following  oral  use  is  about  25  min- 
utes, although  it  may  be  as  rapid  as  10 
minutes.  The  therapeutic  action  usually 
lasts  for  five  to  eight  hours. 

No  evidence  is  available  to  suggest  a de- 
layed or  cumulative  effect.  Because  drowsi- 
ness is  encountered  in  a number  of  cases,  it 
is  well  to  avoid  the  concomitant  use  of  seda- 
tives and  hypnotics.  When  the  drowsiness 
is  bothersome  it  may  be  counteracted  in 
some  cases  by  the  simultaneous  administra- 
tion of  ephedrine  sulfate  or  benzedrine. 

Clinical  Use — Urticaria:  Contis  and 
Owens^*’  prescribed  benadryl  for  eighteen 
patients  with  various  types  of  urticarial 
eruptions,  and  eleven  patients  had  complete 
disappearance  of  the  eruption  during  treat- 
ment. Four  patients  did  not  respond  to  the 
usual  dosage  of  50  to  100  mgm.  given  orally 
one  to  five  times  daily. 

In  treating  cases  of  chronic  urticaria, 
angioneurotic  edema  and  dermographia, 
when  the  drug  was  discontinued  there  was 
prompt  recurrence  of  the  disease.  Of  the 
first  52  cases  treated  by  Todd,^'  47  were 
completely  relieved,  four  were  partially  re- 
lieved, and  one  was  relieved  of  whealing, 
but  not  of  pruritus. 

From  these  experiences,  it  appears  that 
benadryl  is  highly  effective  in  the  treat- 
ment of  angioneurotic  edema  and  urticaria 
when  administered  orally  in  50  to  100  mgm. 
doses  repeated  two  to  six  times  a day.  In 
the  majority  of  cases  relief  is  achieved  only 
while  the  drug  is  being  administered. 

Urticaria  occurring  in  serum  sickness 
and  following  liver  injections  or  penicillin 
therapy  has  also  been  controlled  by  the  use 
of  benadryl.  In  some  instances  the  relief 
thus  afforded  allowed  continued  injections 
of  the  medication. 
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Hay  Fever  and  Vasomotor  Rhinitis: 
Koelsche,  Prickman  and  Caryer^®  treated  52 
patients  with  hay  fever  and  obtained  over 
50  per  cent  improvement  in  three-fourths 
of  the  cases.  The  dosage  employed  was  50 
to  100  mgm.  administered  by  mouth  three 
times  daily.  These  authors  also  showed  that 
combining  3/8  gr.  of  ephedrine  sulfate  with 
the  benadryl  produced  an  increased  amount 
of  relief. 

Asthma:  Suffice  it  to  say  that  benadryl 
has  been  disappointing  in  the  treatment  of 
asthma.  Koelsche,  Prickman  and  Caryer  ad- 
ministered benadryl  to  twelve  patients  with 
bronchial  asthma  and  only  four  reported 
relief.  Of  three  cases  reported  by  the  Mayo 
Clinic,  one  was  improved. 

Benadryl  has  been  prescribed  in  a variety 
of  other  unrelated  conditions  to  achieve  an 
antihistamine  or  an  antispasmodic  effect. 
Among  these  disorders  are  contact  derma- 
titis, migraine,  Meniere’s  syndrome,  ery- 
therma  multiforme  and  dysmenorrhea. 
Whether  it  will  prove  effective  in  these  and 
in  other  conditions  is  not  clear,  and  its 
effectiveness  will  undoubtedly  be  the  sub- 
ject of  future  studies. 

Reactions:  No  skin  eruptions  or  febrile 
disturbances  have  been  reported  following 
its  use  and  it  is  not  habit  forming. 

Clinical  observations  on  the  use  of  bena- 
dryl : All  “serious  reactions”  to  benadryl 
thus  far  reported  have  occurred  in  patients 
practicing  self  medication,  who  have  sub- 
stantially increased  the  dose  prescribed  by 
the  physician.  Borman  reports  the  case  of  a 
Catholic  nun  who  took  40  capsules  of  50 
mg.  each  in  a period  of  24  hours  (2,000 
mg.) . She  became  disoriented,  lethargic  and 
confused.  The  drug  was  immediately  dis- 
continued when  she  consulted  a physician, 
and  she  recovered  completely  in  twenty- 
four  hours.  Geiger  and  his  group^^  in  the 
A.  M.  A.  report  a case  of  complete  shock 
following  a normal  amount  of  benadryl, 
namely,  50  mg.,  three  times  a day.  After  the 
first  day  of  treatment,  the  patient  com- 
plained of  palpitation,  dimmed  vision,  ma- 
laise without  drowsiness  and  heartburn 
with  nausea.  Following  the  next  regularly 
scheduled  dose  of  benadryl  (making  a total 


of  350  mg. ) , the  patient  was  found  uncon- 
scious in  bed,  cold,  pale  and  pulseless.  The 
blood  pressure  could  not  be  obtained.  A 
solution  of  epinephrine  7)4  of  a 

1:1,000  was  given  subcutaneously,  and 
all  medication  stopped.  Within  30  minutes 
the  pulse  was  palpable,  though  weak.  In 
three  hours  the  patient  was  completely  nor- 
mal, with  no  recollection  of  what  had  hap- 
pened. Although  up  to  this  time  no  deaths 
have  been  reported  from  benadryl,  it  is  rea- 
sonable to  assume  that  a patient  taking  the 
drug  and  not  having  the  advice  of  a physi- 
cian might  well  take  an  over  dose  and  con- 
tinue it  until  death  is  produced. 

I’YRIBENZAMIXE 

Pyribenzamine  is  a synthetic  compound 
which  manifests  a pronounced  capacity  to 
prevent  many  of  the  pharmacologic  actions 
of  histamine.  Pyribenzamine  on  a weight 
basis  is  approximately  six  to  seven  times 
more  active  than  benadryl  in  preventing 
fatal  histamine  shock  in  guinea  pigs.  Other 
experimental  work  on  animals  indicates 
that  its  activities  are  similar  to  benadryl 
and  that  it  has  relatively  low  toxicity.  Stud- 
ies in  animals  and  man  receiving  pyriben- 
zamine over  notable  periods  of  time  have 
failed  to  reveal  any  untoward  effects  or  the 
development  of  any  significant  tolerance  to 
the  drug.  The  exact  mode  of  action  is  un- 
known. The  average  adult  oral  dose  of  pyri- 
benzamine is  50  mg.,  repeated  four  times 
daily,  preferably  after  meals.  The  total  in 
adults  has  varied  from  50  to  600  mg.  de- 
pending on  the  severity  of  the  allergic 
symptoms.  In  children  a dose  of  10  to  25 
mg.  repeated  three  or  four  times  daily  may 
be  effective.  The  drug  is  available  in  tab- 
lets of  25  to  50  mgm.  and  suppositories  50 
and  100  mg.  respectively. 

There  is  a marked  similarity  between 
pyribenzamine  and  benadryl,  therefore, 
their  uses  parallel  one  another.  Arhesmon 
and  Koepf-3  studied  277  patients  treated 
with  pyribenzamine  and  they  noted  that  re- 
lief of  symptoms  occurred  within  15  min- 
utes and  persisted  for  four  to  six  hours 
after  the  ingestion  of  the  drug.  In  some  in- 
stances a total  daily  dose  of  as  much  aa 
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1000  mg.  was  given  without  untoward 
effect. 

The  experience  with  hay  fever  and  urti- 
caria treated  with  pyribenzamine  was  very 
similar  to  the  benadryl  studies.  Thus,  of  140 
patients  afflicted  with  grass  and  ragweed 
hay  fever,  85  per  cent  had  relief  of  symp- 
toms. Of  15  patients  with  acute  urticaria, 
all  but  one  were  notably  relieved  of  symp- 
toms. There  were  44  patients  with  chronic 
urticaria  and  of  these,  63  per  cent  were 
improved  after  taking  pyribenzamine.  The 
results  of  treatment  of  bronchial  asthma 
were  not  satisfactory,  but  46  per  cent  noted 
definite  relief  of  bronchial  symptoms  when 
ephedrine  sulfate  and  pyribenzamine  were 
administered  together  a more  notable  im- 
provement was  obtained. 

Side-Reactio7is : Side  reactions  are  com- 
mon, but  rarely  serious  and  in  many  cases 
do  not  demand  that  pyribenzamine  be  dis- 
continued. The  larger  the  dose  employed, 
the  more  frequent  will  be  the  side  effects. 
Drowsiness,  dizziness,  faintness,  nausea  and 
vomiting  are  the  more  common  undesired 
effects.  In  some  instances  nervousness, 
drying  of  the  mouth,  and  palpitation  may 
be  experienced. 

The  “serious  reactions”  occasionally. seen 
with  the  administration  of  benadryl  have 
thus  far  not  been  seen  with  pyribenzamine, 
making  it,  therefore,  a relative  harmless 
drug,  yet  having  many  beneficial  effects. 
It  is  worthy  to  note  that  occasionally  a pa- 
tient can  take  both  pyribenzamine  or  bena- 
dryl the  first  time  without  any  reaction, 
but  if  it  becomes  necessary  a week  or  a 
month  later  for  the  patient  to  take  the  drug 
again  he  will  become  drowsy  and  have  many 
of  the  side  reactions  that  we  have  just  men- 
tioned. Occasionally  the  reactions  will  be 
so  uncomfortable  that  the  drug  will  have  to 
be  discontinued. 

PUR.\CIX 

Furacin  is  a lemon-yellow  crystalline 
compound,  slightly  soluble  in  water,  in  alco- 
hol, propylene  glycol,  and  is  most  soluble 
in  carbowax;  therefore,  the  ointment  is 
manufactured  in  a carbowax  base.  Furacin 
is  produced  by  synthesizing  pentose  sugar 
from  oat  hulls  and  bran;  these  are  chemi- 


cally dehydrated  to  furferal  and  to  this  is 
added  the  nitro  and  semicarbozone  groups 
to  form  furacin. 

For  the  present,  furacin  is  offered  only 
in  the  form  of  furacin  soluble  dressing,  a 
preparation  for  topical  application  in  the 
treatment  of  infected  wounds  and  surface 
infections,  and  for  the  prevention  of 
wound  infection.  It  contains  0.2  per  cent 
furacin  in  solution.  The  pH  is  between 
5 and  7. 

Furacin  soluble  dressing  becomes  almost 
liquid  at  body  temperature.  It  dissolves  in 
serous  fluids,  blood  and  pus,  thus  reaching 
all  parts  of  wounds.  It  does  not  cake  or 
otherwise  interfere  with  wound  drainage. 
Furacin  soluble  dressing  is  a 1-500  solution 
of  furacin  in  a water  soluble  vehicle  con- 
taining carbowax  1500  and  propylene 
glycol. 

Indications:  Based  on  the  clinical  find- 
ings to  date,  furacin  soluble  dressing  is  sug- 
gested for  local  application  in  the  following 
conditions : 

1.  Infected  surface  wounds,  or  for  the 
prevention  of  infection. 

2.  Infections  of  third  and  fourth  degree 
burns. 

3.  Carbuncles  and  abscesses  after  surgi- 
cal intervention,  where  conditions  permit 
this  therapeutic  agent  to  reach  the  entire 
infected  area. 

4.  Infected  varicose  ulcers. 

5.  Superficial  ulcers  of  diabetics. 

6.  Secondary  infections  of  eczema. 

7.  Impetigo  of  infants  and  adults. 

8.  Treatment  of  graft  sites  preparatory 
to  skin  grafting,  and  later  to  prevent 
infection. 

9.  Osteomyelitis  associated  with  com- 
pound fractures. 

10.  Secondary  infections  of  dermatophy- 
toses. 

11.  The  work  of  John  Downing  and  his 
associates  have  also  found  furacin  soluble 
dressing  to  be  of  beneficial  effect  in  the 
treatment  of  many  dermatoses,  namely : in- 
fectious eczematoid  dermatitis,  erythema, 
sycosis  vulgaris,  dermatitis  venenata  with 
secondary  infection,  acne  vulgaris,  and 
diabetic  and  hypostatic  ulcers. 
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Furacin’s  antibacterial  spectrum  includes 
both  gram-positive  and  gram-negative 
organisms. 

Methods  of  Applying  Furacin  Soluble 
Dressing:  Surgeons  now  using  furacin  sol- 
uble dressing  are  applying  it  in  various 
ways.  It  may  be  spread  on  gauze  which  is 
then  laid  over  the  wound  and  held  in  place 
by  bandages,  or  applied  directly  to  the 
affected  area  without  bandaging.  Mod- 
erate amounts  may  be  placed  in  deep 
wounds  and  cavities  and  covered  with 
a dry  dressing.  Furacin  soluble  dress- 
ing may  be  melted  and  poured  over  the 
wound.  Some  physicians  advocate  changing 
dressings  one  to  three  times  every  24  hours. 
I usually  suggest  more  frequent  changing 
of  dressings  in  weeping  lesions,  whereas  in 
dry,  inflammatory  dermatoses  one  change 
every  12  hours  is  usually  all  that  is  re- 
quired. For  examination  of  wounds,  the 
dressing  may  be  rapidly  and  completely  re- 
moved by  irrigation  with  water  or  saline. 

Drainage  of  pus  pockets,  removal  of  for- 
eign and  necrotic  material  and  sequestra 
should  always  precede  application  of  the 
dressing. 

For  skin  grafts,  furacin  soluble  dressing 
is  applied  both  to  the  denuded  area  to  com- 
bat infection  and  facilitate  granulations 
and  to  the  donor  area  to  prevent  infection. 

Reactions  to  Furacin  Soluble  Dressing: 
Both  the  low  toxicity  of  furacin  and  its  low 
concentration  (0.2  per  cent)  in  furacin  sol- 
uble dressing  make  highly  improbable  the 
possibility  of  producing  systemic  toxic  ef- 
fects from  local  application.  Sensitization 
phenomena  both  locally  at  the  site  of  the 
application  of  furacin  and  areas  removed 
from  the  local  site  have  been  reported-^  and 
have  been  seen  occasionally  by  us.  Most  re- 
actions have  occurred  in  patients  who  have 
been  treated  with  furacin  over  a long  peri- 
od of  time,  that  is  a month  or  more.  Pre- 
viously eczematized  areas  are  more  likely 
to  react  to  the  drug  than  are  new  and  clean 
wounds.  The  reactions  thus  far  have  not 
been  serious  although  occasionally  they 


have  been  of  a generalized  eczematoid  type 
and  have  lasted  for  a week  or  two.  Sensiti- 
zation is  thought  to  be  due  either  to  the  car- 
bowax  or  the  propylene  glycol  and  not  the 
furacin  per  se : work  is  being  done  now  by 
the  manufacturer  to  eliminate  the  sensitiza- 
tion properties  of  furacin  soluble  dressing. 
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THE  CHEMOTHERAPY  OF  LEPROSY* 
HERMAN  GRAY,  M.  D. 

New  Orleans 

INTRODUCTION 

This  paper  was  written  with  the  intent  of 
reviewing  some  of  the  attempts  made  to 
find  a drug  or  drugs  useful  in  the  cure  of 
leprosy.  The  material  first  suggested  itself 
as  suitable  for  a thesis  subject  and  I first 
became  interested  in  it  after  having  talked 
with  Dr.  R.  M.  Wilson  at  Christmas,  1945, 
just  before  his  return  to  Korea  to  take 
charge  of  the  leprosy  work  in  the  United 
States  Zone  of  that  country.  In  the  spring 
of  1946,  my  interest  was  firmly  aroused 
upon  hearing  of  the  sulfone  drugs  then  be- 
ing used  at  the  National  Leprosarium  in 
Carville,  Louisiana. 

The  following  material  was  gathered 
from  reports  in  the  literature  and  conver- 
sations with  a number  of  leprologists — Drs. 
Wilson,  McCoy,  Faget,  Johansen,  Fite,  Wol- 
cott and  Kellersberger ; also,  the  photo- 
graphs and  exhibits  in  the  laboratory  at  the 
Carville  Leprosarium,  demonstrated  by  Sis- 
ter Hilary  Ross,  served  to  emphasize  the 
treatment  results. 

In  the  discussion  of  the  subject,  I have 
taken  the  liberty  to  precede  the  actual  drug 
therapy  of  leprosy  with  some  more  general 
remarks  on  the  disease  and  its  general 
treatment.  Also,  I have  introduced  the  dis- 
cussion of  the  individual  drugs  tried  in  the 
fight  against  leprosy  with  some  statements 
of  Muir  on  the  evaluation  of  such  drugs. 
Some  of  the  substances  represented  in  the 
literature  by  only  one  article  have  been  ex- 
cluded. Several  physical  agents  which  have 
been  used  from  time  to  time  in  the  treat- 
ment of  leprosy,  such  as  ultraviolet  irradia- 
tion, x-ray  irradiation,  and  the  use  of  the 
Kettering  hypertherm,  have  likewise  been 
excluded.  Incidentally,  they  have  not  been 
found  of  antileprotic  value.  Surgical  ex- 
cision of  early  lesions  is  also  not  discussed. 


*Awarded  the  Walter  Reed  Memorial  Medal  for 
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tropical  or  preventive  medicine  presented  to  Tulane 
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though  it  has  been  successful  in  several 
instances. 

G E N E H A L I N FOR  MAT  ION 

History,  Geographic  Distribution  and 
Prevalence  : Leprosy  has  been  talked  about 
and  described  in  writing  since  antiquity. 
Herodotus,  the  Cappadocian,  in  the  Second 
Century,  A.  D.,  gave  the  first  clear-cut  pic- 
ture of  the  disease.  Since  then  such  descrip- 
tions have  not  been  lacking.  The  leper  was 
dreaded  in  ancient  times  for  his  loathsome 
appearance  (if  he  were  in  the  advanced 
stages  of  the  disease),  and  the  fear  of  the 
supposedly  extreme  contagiousness  of  lep- 
rosy made  its  sufferer  an  outcast  from 
men’s  society.  This  attitude  toward  the 
leper  still  prevails  in  large  measure,  and 
therefore,  the  sociologic  aspects  of  the  dis- 
ease are  of  great  importance. 

Leprosy  has  been  endemic  in  China,  In- 
dia, and  the  Nile  Valley  for  many  hundreds 
of  years  before  the  birth  of  Christ.  In  480 
B.  C.,  the  Persians  brought  it  to  Greece,  and 
in  62  B.  C.,  the  Romans  introduced  leprosy 
in  Europe.  Segregation  of  lepers  was  prac- 
ticed as  early  as  1500  B.  C.  by  the  Baby- 
lonians. During  the  sixth  and  seventh 
centuries  the  disease  appeared  in  northern 
Europe,  and  it  spread  widely  in  the  time  of 
the  Crusades.  In  the  Middle  Ages  it  slowly 
decreased  in  frequency  in  Europe  and  is 
now  rare.  In  India,  China,  Japan,  the  East 
Indies,  Philippines,  Middle  East,  and  Afri- 
ca, it  is  still  common. 

How  and  when  leprosy  reached  the  New 
World — -whether  by  white  European  set- 
tlers or  from  the  negro  slaves  brought  over 
from  Africa,  is  not  clear.  There  are  now 
some  30,000  lepers  in  the  Western  Hemis- 
phere. 

In  the  United  States,  385  lepers  are  now 
being  treated  at  the  National  Leprosarium 
in  Carville,  Louisiana.  Some  1,000  to  2,000 
others  probably  dwell  in  the  United  States, 
many  of  them  hiding  the  disease;  others 
still  undiagnosed.  Most  of  the  lepers  in  the 
United  States  come  from  Louisiana,  Texas, 
Florida,  and  to  a lesser  degree,  California. 

It  is  estimated  that  there  are  three  mil- 
lion lepers  in  the  world  today.  Of  these, 
according  to  Muir,  one  million  live  in  India, 
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another  million  in  China,  a half  million  in 
Africa.  About  10  per  cent  of  all  lepers  are 
under  some  sort  of  medical  surveillance. 

Etiology : A.  Armauer  Hansen,  working 
in  Bergen,  Norway,  in  1874,  first  saw  an 
acid-fast  bacillus  which  was  very  numerous 
in  leprous  tissues  and  he  considered  it  the 
etiologic  agent  of  the  disease.  The  bacillus 
has  since  been  named  Mycobacterium  lep- 
rae. Though  known  for  over  70  years,  this 
bacillus  has  never  been  satisfactorily  cul- 
tured. That  is,  no  one  has  been  able  to 
reproduce  the  results  of  those  who  claim  to 
have  cultured  it,  nor  have  animal  inocula- 
tions been  successful.  In  experimental  work, 
therefore,  it  has  been  necessary  to  use  rat 
leprosy,  with  the  assumption  that  the  bacil- 
lus of  rat  leprosy,  M.  leprae  murium,  has 
similar  characteristics  to  M.  leprae.  Tuber- 
culosis has  also  been  used  in  the  compara- 
tive analysis  of  various  antileprotic  drugs. 

Epidemiology : Because  the  incidence  is 

twice  as  great  in  men  as  in  women,  it  has 
been  thought  that  women  are  more  immune 
to  leprosy  than  men.  Hopkins  believed  that 
negroes  in  Louisiana  were  more  immune 
than  white  people. 

The  disease  usually  begins  in  childhood, 
adolescence,  or  early  adult  life.  Rogers 
emphasized  and  showed  statistically  that  80 
per  cent  of  lepers  come  from  homes  in 
which  a leprous  person  has  resided  for  a 
long  period  of  life.  He  reiterated  the 
view  that  leprosy  is  a disease  transmitted 
through  long,  intimate  association  with  a 
leper,  especially  during  the  childhood  years. 
The  average  age  of  admission,  in  one  large 
series,  to  a leper  hospital  was  16  to  20  years. 

All  leprologists  agree  that  the  disease  is 
only  feebly  contagious.  The  public’s  fear 
of  leprosy  is  unfounded,  for  a casual  contact 
with  a leper  is  hardly  conducive  to  infection. 
Rather,  it  is  the  long,  intimate  home  asso- 
ciation that  spreads  the  disease. 

In  the  United  States,  only  the  states  bor- 
! dering  the  Gulf  of  Mexico  have  repeatedly 
j new  cases  of  leprosy.  In  Minnesota,  for 
instance,  200  Norwegian  lepers  settled  in 
the  latter  half  of  the  Nineteenth  Century, 
yet  the  disease  died  out.  On  the  other  hand, 
new  cases  continue  to  crop  out  in  Louisiana, 


Texas  and  Florida.  Perhaps  the  difference 
in  climate  is  a determining  factor  in  this 
problem. 

Symptomatology.  After  an  incubation 
period  of  one  to  10  years  or  more,  the  dis- 
ease begins  to  manifest  itself.  Rogers 
showed  that  in  four-fifths  of  patients,  the 
incubation  period  was  less  than  five  years. 

Leprosy  is  classically  divided  into  two 
types:  nodular  (lepromatous)  and  nerve 
(maculo-anaesthetic)  leprosy.  In  cooler 
climates,  two-thirds  of  the  cases  are  nodu- 
lar, while  in  tropical  regions  about  two- 
thirds  are  of  the  nerve  type. 

Nodular  leprosy  begins  with  an  outbreak 
of  brownish-red  macules  which  thicken  and 
become  pigmented.  There  is  often  asso- 
ciated irregular  fever.  The  most  common 
sites  of  eruption  are  the  ear  lobes,  nasal 
alae,  forehead,  eyebrows,  cheeks  and  skin. 
The  eyebrows  fall  out.  The  nodules  come 
and  go  and  slowly  spread  and  thicken.  The 
skin  of  the  entire  face  becomes  greatly 
thickened,  first  hyper-,  later  anesthetic.  The 
spots  do  not  sweat.  Folds  are  formed,  and 
the  thickened,  wrinkled  face  is  aptly  de- 
scribed as  “leonine.”  Eye  involvement  (con- 
junctivitis and  iridocyclitis)  is  frequent, 
and  blindness  often  results.  Ulceration  of 
the  lesions  is  frequent.  The  patient  finally, 
after  several  years,  becomes  cachectic,  and 
somnolence  precedes  death. 

Nerve  leprosy  results  from  the  irritation 
of  the  granulomatous  tissue  surrounding 
peripheral  nerves  (especially  the  ulnar,  an- 
terior tibial,  peroneal  and  facial  nerves) 
with  resulting  neuralgia  and  paresthesia, 
finally  anesthesia  of  the  tissue  supplied  by 
the  nerve.  Anesthetic  spots  on  the  covered 
portions  of  the  skin  are  pale,  have  an 
erythematous  border.  The  skin  becomes 
atrophic  in  these  areas.  Nerve  trunks  en- 
large, especially  the  ulnar.  First  they  are 
tender,  later  painless.  Because  peripheral 
anesthesia  occurs,  trophic  changes  and  trau- 
matic lesions  of  the  toes  and  fingers  give 
rise  to  absorption  of  the  phalanges  and 
large,  non-healing  ulcers  on  the  exposed 
portions  of  the  hands  and  feet.  Contractures 
of  the  fingers  and  muscular  palsies  and 
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atrophies  also  result  from  the  nerve 
atrophy. 

The  mixed  type,  seen  frequently,  is  a com- 
bination of  the  nodular  and  nerve  type. 

Pathology : Granulomata  containing 

swollen,  bacilli-filled,  pale-staining  cells 
(globi)  are  found.  These  occur  in  the  skin 
and  subcutaneous  tissue.  In  acute  “lepra 
fever”  episodes  the  bacilli  may  be  recovered 
from  the  blood.  In  nerve  leprosy  the 
peripheral  nerves  are  swollen.  Cellular  pro- 
liferations in  the  region  of  the  blood  vessels, 
later  in  the  perineurium  and  finally  the 
endoneurium  compress  the  axis-cylinder 
with  consequent  degeneration. 

Diagnosis : Aside  from  the  identification 
of  the  signs  and  symptoms  of  leprosy,  the 
most  important  pi’ocedure  used  in  the  diag- 
nosis of  leprosy  is  the  recovery  of  the  bacilli 
from  a skin  or  mucous  membrane  (for  ex- 
ample, nasal)  smear  or  biopsy. 

Prog7iosis:  On  the  whole,  the  prognosis 

is  unfavorable.  Although  spontaneous  im- 
provements occur  at  intervals,  relapses  usu- 
ally follow.  The  nodular  type  runs  a more 
progressive  course  than  the  nerve  type. 
Patients  with  nerve  leprosy  may  live  20  to 
40  years.  Tuberculosis  and  nephritis  are 
the  two  complications  which  may  carry  the 
leper  off  within  a few  years  of  the  onset  of 
his  illness. 

Prophylaxis : Since  the  beginning  of  re- 

corded medical  history,  segregation  has 
been  the  chief  tool  in  the  leprosy  control 
program.  In  past  centuries,  this  segrega- 
tion was  so  intense  that  the  leper  could  not 
associate  with  any  non-leprous  person.  He 
was  treated  worse  than  a criminal  and  de- 
prived of  all  civic  rights.  In  the  Middle 
Ages,  special  hospitals  in  Europe  were  built 
to  care  for  the  lepers,  and  since  that  time 
segregation  in  special  institutions  has  been 
the  most  common  usage. 

Rogers  pointed  out  that  compulsory  seg- 
regation had  failed  wherever  it  had  been 
tried,  for  the  lepers  were  afraid  of  being 
“incarcerated”  in  a hospital  and  therefore 
hid  themselves.  The  result  of  this  conceal- 
ment of  the  disease  was  a further  spread 
and  often  advancement  of  the  leprosy  in 
these  people  to  a hopeless  degree,  before 


they  were  finally  found  and  brought  in  for 
treatment.  Rogers  believed  that  for  the 
vast  majority  of  the  world’s  lepers  the  most 
feasible,  efficient,  and  economical  method 
is  a voluntary  system  to  supply  the  most 
up-to-date  treatment  for  early  cases  at 
clinics,  and  for  more  advanced  ones  in  leper 
colonies  with  land  to  cultivate  to  supply 
most  of  their  food  and  afford  exercise  for 
the  patients. 

Rogers^  has  stated:  “For  the  rapid  re- 

duction of  leprosy  incidence,  it  is  essential 
to  adopt  my  plan  of  examining  the  house- 
holds and  other  close  contacts  of  all  known 
infective  lepers  at  not  less  than  6-monthly 
intervals  for  at  least  5 years,  with  early 
treatment  of  the  early  cases  thus  detected.” 
This  plan  proved  successful  on  Nauru 
Island  over  a period  of  three  years,  with  a 
reduction  of  the  leprosy  prevalence  by  40 
per  cent. 

It  is  essential  to  separate  newborn  chil- 
dren born  of  leprous  parents  from  their 
parents  immediately  after  birth.  Special 
“healthy  children”  institutions  have  been 
evolved  to  take  care  of  such  children. 

General  Treatment:  Patients  must  not 

only  receive  therapy  with  the  drug  in  vogue, 
but  they  must  also  have  supportive  treat- 
ment. This  supportive  treatment  is  of  great 
import  in  leprosy,  since  the  disease  is  so 
long-lasting.  Also,  it  is  imperative  to  diag- 
nose and  eliminate  any  other  diseases  from 
which  the  patient  happens  to  be  suffering. 

Non-specific  treatment  of  local  manifes- 
tations of  leprosy  must  also  be  considered: 
Ulcers,  especially  on  the  legs  and  feet,  have 
been  treated  with  urea  crystals  applied 
locally  daily,  to  hasten  the  extrusion  of 
necrotic  tissue  and  bone.  In  the  Carville 
Leprosarium,  streptomycin  filtrate  wet  ap- 
plications have  been  found  to  be  effective. 
Nerve  pains  can  be  controlled  with  novo- 
caine  stellate  ganglion  or  lumbar  sympa- 
thetic block.  Muir-  advocates  ephedrine 
given  orally  in  capsules  % to  2 gr. 

Lepra  reactions  have  been  variously 
handled:  Large  doses  of  alkalis  (sodium 

bicarbonate)  have  been  tried  to  counteract 
the  acidosis.  Empirically,  fuadin,  5 gm. 
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given  intramuscularly,  will  often  stop  the 
severe  fever  in  one  to  two  days. 

A diet  well-stocked  with  proteins,  carbo- 
hydrates, fats,  and  vitamins  is  necessary 
to  make  up  for  the  weight  loss  and  malnu- 
trition so  commonly  seen  in  the  lepers,  es- 
pecially in  tropical  countries.  Also  optimum 
nutritional  state  of  the  body  helps  to  combat 
the  wasting  process  resulting  from  the  dis- 
ease itself.  Fresh  meat,  vegetables,  fruit, 
and  dairy  products  play  a large  role  in  the 
dietary  regime.  Dr.  Easier,  who  has  been 
in  charge  of  a large  leper  colony  in  Nigeria 
for  10  years,  told  in  a personal  conversa- 
tion how  this  dietary  improvement  alone 
produced  a remarkable  remission  of  the 
disease  in  many  patients  he  has  had  under 
his  care. 

Lepers  are  often  very  despondent  for  they 
come  to  feel  keenly  their  separation  from 
even  their  dearest  family  members  forced 
upon  them  by  the  rest  of  society.  They  may 
thus  feel  useless,  even  become  sullen.  There- 
fore, it  is  of  importance  to  give  them  some- 
thing to  do  while  they  live  for  prolonged 
periods  of  time  with  their  fellow-lepers 
under  institutional  care.  Vocational  thera- 
py, recreation  facilities,  religious  services — 
all  these  play  a large  part  in  the  treatment 
of  leprosy.  In  regard  to  vocational  therapy, 
the  work  often  consists  of  dairy  or  truck 
farming,  small  “craft  shop”  goods  manu- 
facture, housework  (cooking,  sewing,  and 
so  on)  for  women.  Recreational  facilities 
can  be  developed  with  a band  or  orchestra, 
theatrical  performances,  glee  club,  games 
of  both  physical  exertion  and  mental  con- 
centration varieties.  Self-government  of 
the  patients  has  proved  very  popular  at  Car- 
ville,  Louisiana.  School  for  children  and 
lectures  for  adults,  are  other  things  to  be 
considered  in  this  program.  Provision  of 
religious  instruction  and  worship  also  must 
not  be  forgotten. 

When  the  disease  becomes  “arrested,” — 
lesions  becoming  stationary  and  disappear- 
ing, and  general  health  becoming  robust — 
the  patients  are  usually  discharged  from  in- 
stitutional care  but  are  biannually  examined 
for  any  recurrences. 


Sl'ECIFIC  ANTILEPROTIC  DRUGS 

The  Evaluation  of  Antileprotic  Drugs: 
When  reading  about  various  drugs  and  their 
effects  on  leprosy,  one  is  impressed  by  the 
glaring  discrepancies  of  results  obtained  by 
different  investigators  using  the  same 
methods.  Several  important  points,  ac- 
cording to  Muir,  should  be  stressed  in  the 
judgment  of  the  efficacy  of  drugs.  The 
application  of  evaluation  to  chaulmoogra  oil 
and  its  derivatives  can  be  used  as  an  exam- 
ple of  the  evaluation  of  the  other  drugs. 

The  first  factor  is  the  difficulty  of  classi- 
fication of  leprosy.  The  nodular  type  has 
the  worst  prognosis,  the  tuberculoid  variety 
of  nerve  leprosy  (of  the  Cairo  classifica- 
tion) the  best,  with  frequent  spontaneous 
recoveries.  Thus,  spectacular  cures  of 
“nodular  leprosy”  may  really  have  been 
tuberculoid  patients  who  spontaneously  re- 
covered. 

In  the  second  place,  there  is  a distinct 
difference  between  the  incidence  of  the 
more  severe  nodular  leprosy  and  the  milder 
nerve  leprosy  in  the  tropics  and  in  temper- 
ate climates.  Most  people  have  a high  re- 
sistance to  leprosy ; only  a small  minority  is 
easily  infected.  In  temperate  regions  where 
leprosy  is  endemic  and  people  live  “hygi- 
enic ’ lives,  only  those  with  a low  resistance 
will  be  sufficiently  exposed  to  the  disease 
to  contract  it.  However,  in  the  tropics, 
where  people  live  crowded  together,  eat 
poor  diets,  live  under  conditions  of  filth  and 
squalor,  a much  greater  percentage  of  the 
population  is  exposed  to  leprosy  than  in 
temperate  regions.  Therefore,  the  milder 
nerve  leprosy  is  more  common  proportion- 
ately, although  the  total  number  of  cases  is 
great.  Because,  then,  the  few  cases  treated 
in  temperate  regions  are  “nodular,”  therapy 
results  are  poorer  than  in  the  tropics,  where 
most  of  the  patients  treated  have  the  milder 
“nerve”  type  of  leprosy. 

No  one  has  yet  carried  out  a proper  test 
for  the  efficacy  of  chaulmoogra  oil  in  lep- 
rosy. For  such  a test,  Muir  stresses  the 
use  of  the  Lepromine  test,  which  should  be 
negative  (indicating  lack  of  resistance  to 
leprosy ) for  six  months  before  treatment, 
plus  clinical  and  bacteriologic  evidence  of 
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activity.  Secondary  infections  must  be  ruled 
out.  Control  cases  should  be  treated  with 
a bland  injection  of  a similar  substance, — 
olive  oil,  in  the  case  of  chaulmoogra  treat- 
ment. Such  a program  must  be  carried  on 
at  least  two  years,  a difficult  project  at  best. 

McCoy, ^ in  summing  up  his  views  on  the 
value  of  chaulmoogra,  wrote  in  1942 : “My 
own  observations  have  led  me  to  the  con- 
clusion that  the  oil  and  its  derivatives  are 
of  little  or  no  curative  value,  and  that  the 
unpleasant  side  effects  probably  outweigh 
any  advantage  to  the  patient  that  may  ac- 
icrue  from  their  use.”  Dr.  McCoy,  in  a per- 
sonal conversation,  recently  stated  that  he 
could  find  no  use  for  the  chaulmoogra 
derivatives  in  leprosy  treatments. 

The  requirements  for  an  ideal  antileprotic 
drug,  according  to  Muir,  are:  (1)  It  must 

be  of  sufficiently  low  toxicity  so  that,  at 
least  after  the  early  stages  of  treatment,  it 
>can  be  safely  administered  without  requir- 
ing elaboi’ate  tests,  requiring  considerable 
skill  and  time,  and  can  be  tolerated  over  a 
sufficiently  long  period  of  time;  (2)  it 
should  be  easy  to  administer  and  capable  of 
being  given  by  mouth;  (3)  it  must  be  able 
to  bring  about  steady  improvement  in  the 
average  case  until  the  disease  entirely  dis- 
appears, and  to  prevent  relapse;  (4)  it 
should  be  easy  to  manufacture  and  there- 
fore capable  of  being  produced  at  low  cost 
in  large  quantities. 

Chaulmoogra  Oil  and  its  Derivatives: 
Source  and  Properties : Chaulmoogra  oil  is 
obtained  from  the  seeds  of  several  trees 
found  in  the  family  Flacourtaceae,  in  par- 
ticular from  Taraktogenus  kiirzii,  a tree 
found  in  Assam  and  Burma,  Hydnocarpus 
wightiana,  which  grows  in  southern  India 
and  H.  anthelmintica  in  Malaya  and  Indo- 
China.  The  oil  of  Gynocardia  odorata  does 
not  contain  the  same  fatty  acids.  The  oil 
contains  two  unsaturated  fatty  acids  with  a 
closed  ring  consisting  of  five  carbon  atoms, 
a structure  peculiar  to  this  series  of  oils. 
The  Hydnocarpus  trees  have  been  grown  in 
Africa  and  South  America  to  provide  chaul- 
moogra oil  for  the  local  treatment  of  lepers. 

In  ancient  China  and  India,  chaulmoogra 
oil  was  used  in  the  treatment  of  leprosy.  In 


the  Chinese  medical  book.  Pen  Tsao  Kang 
Mu,  written  about  the  fourteenth  century, 
the  following  prescription  is  given : “Take 
3 catties  of  the  seeds,  remove  the  hulls  and 
grind  to  a fine  powder.  Discard  those  that 
have  turned  yellow.  Pack  in  an  earthen  jar 
and  seal  tightly.  Put  the  jar  into  a pot  of 
boiling  water  and  seal  the  pot  so  that  no 
steam  escapes.  Boil  until  oil  assumes  a 
black  and  tarry  appearance.  It  is  admin- 
istered in  the  following  way : 

Sophora  flavesceus  3 ounces 

Chaulmoogra  oil  1 ounce 

Mix  into  a paste  with  wine  and  make  into 
pills  the  size  of  the  stersulia  seed.  Take  50 
pills  with  hot  wine  before  meals. 

A good  description  of  the  current  native 
practices  in  prescribing  chaulmoogra  oil  at 
the  time  and  the  properties  of  this  sub- 
stance is  given  in  Watt’s  Dictionary  of  the 
Economic  Products  of  hidia,  1890:  “Chaul- 
moogra oil  has  long  been  known  and  used 
in  the  East  as  a cure  for  leprosy.  In  native 
practice  of  the  present  day  the  seeds  and 
oil  (of  Taraktogenus  kurzii)  and  of  the 
closely-allied  Hydnocarpus  wightiana  are 
both  largely  employed  and  are  as  a rule 
administered  with  “ghi”  (clarified  butter). 
As  sold  in  the  bazaars,  the  oil  is  commonly 
impure.  The  expressed  oil  is  clear  and  of 
a pale  sherry  color  and  possesses  a charac- 
teristic colour  and  odour.  On  being  kept 
for  some  time  it  throws  down  a granular 
fatty  deposit.  Of  late  years  the  knowledge 
and  use  of  the  drug  have  spread  to  Europe, 
where  it  appears  to  be  increasing  in  favour 
and  reputation.  The  reputations  of  the  drug 
most  in  repute  in  Europe  are  the  pure  oil 
and  gynocardic  acid,  which  is  supposed  to 
be  the  active  constituent. 

“Oil  of  H.  wightiana  is  of  a sherry  yellow 
colour  and  devoid  of  the  characteristic  taste 
and  odour  of  that  of  T.  kurzii.  Unlike  the 
latter,  which  it  otherwise  closely  resembles, 
it  does  not  at  ordinary  tempei’atures  deposit 
a crystalline  fatty  acid.  It  is  chiefly  em- 
ployed as  a lamp  oil  in  Goa.  The  medicinal 
properties  of  this  oil  were  neglected  by 
Europeans  until  recently  when  they  began 
to  substitute  it  for  the  more  expensive  oil 
of  T.  kurzii.  The  oil  must  be  used  with  a 
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cei'tain  degree  of  caution,  as  in  certain  cases 
it  acts  as  a gastrointestinal  irritant  and  pro- 
duces vomiting  and  purging.”^ 

Monat,  the  first  European  physician  to 
use  chaulmoogra  oil,  in  1854  administered  it 
in  the  form  of  the  powdered  seeds.  Dr.  Paul, 
Professor  of  Surgery  at  Madras  Medical 
College,  wrote  in  1857  : “In  1855  the  thera- 
peutic virtues  of  the  Hydnocotyle  and  Choul 
Moogre  received  a fair  trial  at  the  hands  of 
Dr.  Porteous,  and  they  were  found  to  pro- 
duce no  amelioration.”®  Dr.  Bhan  Daji 
reported  several  cures  of  leprosy  with 
chaulmoogra  oil  in  1870.  He  charged  such 
exorbitant  prices  that  when  the  people  who 
flocked  to  him  found  out  he  was  but  reviv- 
ing the  use  of  chaulmoogra  oil,  long  known 
in  India,  his  fame  was  short-lived.'^ 

Mode  of  Action:  The  mode  of  action  of 

chaulmoogra  oil  in  the  therapy  of  leprosy 
has  been  speculated  upon  by  numerous  in- 
vestigators. In  1903,  Talwik  wrote  that  the 
oral  administration  of  the  drug  produced 
leukocytosis,  and  the  leukocytes  destroyed 
the  leprosy  bacilli.  Williams  and  Forsyth,® 
in  1909,  concluded  that  “substances  contain- 
ing unsaturated  fatty  acids  (e.  g.  cod  liver 
oil,  chaulmoogra  oil)  have  the  power  of  dis- 
integrating the  waxy  envelope  which  sur- 
rounds the  tubercle  bacilli.”  Mercado,  in 
1915,  was  of  the  opinion  that  the  therapeu- 
tic effect  was  due  to  the  phagocytic  action 
induced  by  the  leukocytosis.  In  1920  Rogers 
reiterated  the  views  of  Williams  and  For- 
sythe. Because  he  thought  any  unsaturated 
fatty  acids  would  have  the  same  bacteria 
capsule-dissolving  properties  as  chaulmoo- 
gra oil,  he  therefore  used  the  less  irritating 
cod  liver  oil  (sodium  morrhuate)  and  Soya 
bean  oil. 

In  the  same  year  McDonald  and  Dean  at 
the  University  of  Hawaii  and  Walker  and 
Sweeney  concluded  from  the  “bactericidal 
action”  of  the  chaulmoogra  oil  on  rat  lep- 
rosy bacilli  and  other  acid-fast  organisms, 
an  action  not  seen  in  other  fatty  acids,  that 
the  chaulmoogra  .series  fatty  acids  were 
active  against  those  bacilli  on  account  of 
their  unique  molecular  structure, — a 5- 
cyclic  carbon  ring.  Walker  and  Sweeney 
considered  three  possibilities  as  to  the  mode 


of  action  of  the  oil:  (1)  It  could  have  a 

direct  bactericidal  effect  on  M.  leprae;  (2) 
it  could  act  indirectly  by  stimulating  the 
tissues  to  react  against  the  bacillus;  (3)  it 
may  be  inactive  and  improvement  occur 
spontaneously.  “An  hypothesis  which  seems 
best  to  explain  the  mechanism  of  the  bac- 
tericidal action  of  the  chaulmoogra  acids 
and  their  specificity  for  acid-fast  bacilli  is 
that  these  fat-elaborating  bacilli  attempt  to 
utilize  the  chaulmoogra  acids  to  build  up 
their  fatty  capsules,  and  that  these  cyclic 
fatty  acids  contain  a group  or  an  arrange- 
ment of  atoms  which  is  toxic  for  the  bac- 
terial cell.”®  Schobl,  in  1923,  also  considered 
the  action  of  chaulmoogrates  to  be  due  to 
their  specific  X-carbon  cycle  structure. 
Leukocytosis  brings  about  the  contact  of  the 
drug  with  the  bacilli,  according  to  Read, 
1925. 

In  1931  Muir  wrote:  “An  important 

point  for  consideration  is  the  manner  in 
which  hydnocarpus  oil  and  its  preparations 
act  when  injected  into  the  tissues  of  the 
body.  When  injected  into  lesions  by  the 
intradermal  method,  there  seems  to  be  little 
doubt  that  a large  part  of  the  action  is  due 
to  the  local  irritation  set  up,  and  that  this 
irritative  effect  continues  for  a considerable 
time,  the  esters  remaining  unabsorbed  in- 
side the  local  cells.  This  results  in  breaking 
down  and  phagocytosis  of  the  lepromatous 
material.  Again,  there  is  reason  to  suppose 
that  the  material  set  free  locally  may  have 
an  antigenic  effect  and  result  in  the  forma- 
tion of  antibodies  which  have  a beneficial 
effect  both  locally  and  in  other  parts  of  the 
body.  Both  the  injections  given  into  the 
lesions  and  those  given  intramuscularly  at 
a distance  from  the  lesions  probably  act  to 
a large  extent  by  producing  an  effect  anal- 
ogous to  protein  shock;  and  it  has  been 
shown  that  protein  shock  produced  by  other 
methods,  such  as  intravenous  injection  of 
dead  bacteria,  is  distinctly  beneficial  in 
clearing  up  leprous  lesions.”^®’ 

Lara  and  Lagrosa  injected  a small  series 
of  patients  with  the  ethyl  esters  of  chaul- 
moogra oil  intramuscularly  and  in  addition 
gave  intradermal  chaulmoograte  injections 
on  one  side  of  the  body  and  intradermal  in- 
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jections  of  other  vegetable  oils  on  the  other. 
They  concluded  that  the  chaulmoogra  esters 
cleared  up  lesions  on  “their”  side  of  the 
patient’s  body,  while  the  other  oils  did  not. 
However,  they  admitted  that  the  series  (14 
patients)  was  too  small  to  be  definitely  sig- 
nificant. 

In  the  1930’s  a group  of  pharmacologists 
at  the  University  of  California  led  by  Emer- 
son, Anderson,  and  Leake  investigated  the 
action  of  numerous  drugs  used  against  lep- 
rosy on  rat  leprosy,  other  acid-fast  bacilli 
and  on  leprosy  patients.  From  their  exten- 
sive studies  they  concluded  that  the  chaul- 
moogrates  had  a specific  though  not  very 
pronounced  effect  on  the  disease,  mediated 
through  the  unsaturation  of  the  fatty  acids, 
their  optical  activity,  and  their  basic  struc- 
ture, the  pentacycle  group.  Three  agents 
survived  this  investigaton : ethyl  chaulmoo- 
grate,  chaulphosphate,  and  a non-chaul- 
moograte,  merthiolate.  The  ethyl  chaulmoo- 
grate  had  a lower  toxicity  and  was  less 
irritating  in  animals  than  the  other  deriva- 
tives. Its  therapeutic  index  was  found  to 
be  higher  than  that  of  the  other  oil-soluble 
fatty  acid  derivatives.  Its  disadvantage 
consisted  in  its  very  slow  systemic  absorp- 
tion, though  it  cleared  local  lesions.  Because 
of  this  disadvantage  of  the  ester,  these  au- 
thors developed  a water-soluble  derivative, 
to  be  administered  intravenously, — di- 
chaulmoogryl-betaglycero-phosphate,  called 
chaulphosphate  for  short.  It  did  not  show 
the  untoward  side  effects  seen  in  other 
water  soluble  intravenously  administered 
derivatives,  namely  hemolysis  and  venous 
sclerosis. 

As  previously  mentioned,  McCoy^  con- 
siders the  chaulmogra  drugs  to  have  little 
or  no  therapeutic  effect  in  leprosy. 

It  is  now  in  order  to  consider  the  various 
chaulmoogra  preparations,  their  manner 
of  administration,  advantages,  disadvan- 
tages, and  effects. 

Chavlmoogra  Oil:  The  oil  itself,  as  found 
in  the  unprocessed  seeds,  was  used  in  India 
and  China  in  ancient  times.  It  was  found 
that  if  the  seeds  themselves  were  eaten, 
little  or  no  nausea  resulted,  while  the  oral 
administration  of  the  expressed  oil  was 


fraught  with  gastrointestinal  tract  compli- 
cations. Hopkins,  in  1916,  reported  on  the 
oral  adminstration  of  chaulmoogra  oil.  He 
recorded  48  per  cent  of  his  patients  as  “im- 
proved,” 17  per  cent  as  “cured.” 

Cochrane^-'  sums  up  well  the  oral  thera- 
py: “Prior  to  the  advances  in  purifying 

the  oil,  it  was  only  possible  to  give  it  by 
mouth.  If  a patient  is  able  to  tolerate  large 
doses  by  the  mouth  the  disease  will  undoubt- 
edly improve.  Unfortunately,  one  cannot 
give,  as  a rule,  large  enough  quantities  to 
produce  permanent  results.  The  method  of 
administration  is  to  commence  with  1 or  2 
mm.  in  milk  or  other  suitable  vehicle,  or  the 
drug  can  be  placed  in  gelatin  capsules  and 
given  directly  after  meals.  The  dose  is  first 
given  once  a day,  then  increased  to  three 
times  a day.  ' Every  other  day  the  dose  is 
increased  by  2 mm.  until  about  100  mm. 
three  times  a day  is  reached.  Seldom,  how- 
ever, can  such  large  doses  be  tolerated, 
firstly  because  of  the  vomiting  that  the  drug 
produces,  and  secondly  because  in  large 
doses  there  is  a tendency  for  toxic  symp- 
toms to  appear,  such  as  languor  and  emacia- 
tion. If  the  dose  is  persisted  in  when  signs 
of  intolerance  have  appeared  there  are  dan- 
gers of  fatty  degeneration  setting  in.” 

Crude  chaulmoogra  oil  has  also  been 
given  by  hypodermic  injection.  Tortoulis 
Bey,  in  Egypt,  had  a patient  in  1894  who 
had  severe  vomiting  after  the  oral  therapy, 
and  therefore  had  only  been  treated  sporadi- 
cally for  a period  of  three  years.  Bey,  there- 
fore, injected  the  drug  subcutaneously  for 
a prolonged  period  of  time,  four  years.  The 
man’s  advanced  lesions  slowly  healed.  The 
disadvantages  of  injections  of  the  crude  oil 
are  that  there  is  marked  local  irritation, 
and  the  great  viscosity  of  the  oil  makes  it 
hard  to  inject. 

Heiser-Mercado  Mixture:  In  the  Philip- 
pines, 1910,  Seiser  and  Mercado  brought 
out  their  “mixture”,  designed  to  be  less  irri- 
tating when  injected  subcutaneously  than 
the  crude  chaulmoogra  oil.  The  mixture 
was  made  up  of  60  c.c.  of  camphorated 
chaulmoogra  and  olive  oil  with  4 gm.  of 
resorcin.  Even  with  this  mixture,  pain  after 
intramuscular  injection  was  common. 
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Gy  no  car  die  Acid  and  G y no  car  dates : Moss, 
m 1879,  isolated  a crystalline  fatty  acid 
with  a melting  point  of  30°  C.  from  com- 
mercial chaulmoogra  oil.  This  substance  he 
called  “gynocardic  acid”,  because  he  mistak- 
enly thought  chaulmoogra  oil  was  obtained 
from  Gynocardia  odorata.  Cottle  reported 
on  its  oral  use;  Roux,  in  Paris,  used  it  in 
1891.  In  the  same  year  Merck  and  Company 
prepared  commercial  gynocardic  acid.  In 
1904  Power  produced  the  salts,  sodium 
gynocardate  and  sodium  chaulmoograte. 

It  remained  for  Sir  Leonard  Rogers  to 
popularize  the  chaulmoograte  salts.  He  used 
a 3 per  cent  solution  of  sodium  hydnocar- 
pate.  It  was  so  irritating  when  injected 
subcutaneously  or  intramuscularly  that  it 
had  to  be  administered  intravenously.  The 
disadvantages  in  this  manner  of  injection 
were  resulting  thrombosis  and  phlebitis  of 
the  veins,  a frequent  occurrence.  Also, 
there  were  occasionally  severe  fever  reac- 
tions. The  advantage,  on  the  other  hand, 
was  easy  injection,  for  the  salt  had  a low 
viscosity  and  flowed  well  through  the 
needle.  Rogers  then  changed  his  injections 
to  the  sodium  salt  of  the  low  melting  point 
fatty  acids  found  in  chaulmoogra  oil.  This, 
in  3 per  cent  solution,  he  called  “alepol.” 
This  material  was  given  twice  weekly,  be- 
ginning with  0.5  c.c.  and  increased  by  0.5 
c.c.  weekly  up  to  5.0  c.c.  or  more.  Alepol 
has  been  used  extensively  in  India  by 
Rogers  and  his  fellow  workers  and  students. 
Certain  economic  advantages  of  alepol  over 
other  chaulmoogra  products  exist : It  is 

packed  as  a powder  for  shipping  and  is 
therefore  cheap  to  transport.  The  drug 
itself  is  cheap.  Also,  1 per  cent  novocaine 
can  be  added  to  make  injections  painless. 

Ethyl  Esters  of  Chaulmoogrates:  The 

ethyl  esters  of  the  acids  in  chaulmoogra  oil 
have  been  the  most  widely  used  chaulmoo- 
gric  substances  in  the  last  two  decades,  and 
they  were  recommended  as  the  “most  effi- 
cacious” agents  in  the  treatment  of  leprosy 
at  the  Cairo  Leprosy  Conference  in  1938. 
However,  the  Congress  emphasized  that 
chaulmoogra  treatment  should  be  suspended 
during  a lepra  reaction.  One  advantage  the 
esters  have  over  the  plain  chaulmoogra  oil 


is  that  they  are  liquid  at  all  ordinary  tem- 
peratures, while  the  oil  itself  must  be  heated 
before  injection  to  overcome  its  great  vis- 
cosity. 

The  esters  were  first  produced  in  1904  by 
Power.  However,  it  was  Engel  Bey,^'^  in 
Cairo,  who  wrote  to  Bayer  and  Company  of 
Elberfield,  Germany,  in  1909,  with  the  re- 
quest “to  see  whether  they  could  not  obtain 
a pure  preparation  of  the  active  principle 
of  the  oil  or  at  least  a purified  article  free 
from  the  injurious  effects  of  the  ordinary 
oil.”  The  Bayer  Company  chemists  pro- 
duced the  ethyl  esters  of  the  total  fatty 
acids  found  in  chaulmoogra  oil  and  called 
the  product  “Antileprol.”  This  substance 
was  injected  intramuscularly  and  found  to 
be  much  less  irritating  than  the  purified 
chaulmoogra  oil.  Bey  initially  also  gave  it 
orally  to  some  of  his  patients  and  noted  that 
gastritis  did  not  occur.  The  oral  dose  used 
was  2 to  5 gm.  per  day,  beginning  with  0.5 
gm.  Since  then,  it  and  the  other  ethyl  esters 
have  only  been  given  parenterally. 

In  1917,  McDonald  and  Dean’^’^'  and 
Hollman,^^  in  Hawaii,  began  their  work  on 
the  ethyl  esters  of  fractions  of  the  fatty 
acids  of  the  chaulmoogra  series.  In  1920, 
they  reported  the  successful  use  of  mixed 
ethyl  esters  of  the  total  fatty  acids  of  chaul- 
moogra oil,  adminstered  intramuscularly, 
with  the  addition  of  2 per  cent  iodine  to  de- 
crease the  irritative  qualities  of  the  chaul- 
moogra. The  drug  was  given  in  the  gluteal 
muscles  once  or  twice  a week,  beginning 
with  1 c.c.  doses,  later  increased  to  5 or  6 c.c. 
After  two  years  of  treatment,  they  dis- 
charged 48  out  of  186  treated  patients  as 
“arrested.”  In  a report  in  1922,  Hollman 
tabulated  84  discharged  patients  and  wrote 
that  60  were  tuberculoid  and  24  anesthetic. 
If  this  classification  is  the  same  as  that  now 
used,  then  one  could  expect  to  have  a num- 
ber of  spontaneous  recoveries  from  true 
tuberculoid  leprosy,  and  the  anesthetic 
type  is  also  less  severe  than  the  nodular 
variety  of  which  Hollman  says  nothing.  On 
the  other  hand,  if  tuberculoid  in  his  report 
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means  true  nodular  leprosy,  then  these  ar- 
rests of  the  disease  are  of  significance. 

Moogrol,  a commercial  preparation  of 
very  similar  nature  and  sold  by  Burroughs 
Wellcome  and  Company,  has  also  been 
widely  used. 

The  most  numerous  articles  on  the  use  of 
chaulmoogra  ethyl  esters  have  come  from 
the  large  Culion  Leper  Colony  in  the  Philip- 
pines. There,  four  to  five  thousand  patients 
have  been  constantly  under  treatment,  and 
thus  these  reports  have  usually  dealt  with 
fairly  large  numbers  of  patients.  At  Culion, 
the  Dean  ethyl  esters  were  primarily  used 
in  the  1920’c  and  1930’s,  with  the  addition 
of  0.5  per  cent  iodine,  this  mixture  having 
been  found  to  be  the  least  irritating.  Lara, 
however,  thinks  iodine  has  some  other  man- 
ner of  producing  its  beneficial  action.  Not 
only  were  the  esters  given  intramuscularly 
(and  subcutaneously  near  lesions),  but  in- 
tradermally  at  the  site  of  leprosy  lesions. 
This  intradermal  injection  technic  was  also 
called  the  “plancha”  or  infiltration  method : 
0.5  to  5.0  c.c.  of  the  esters  are  injected, 
given  in  small  amounts  over  the  areas  of 
the  lesions,  5 to  10  mm.  apart.  The  areas 
may  not  be  reinjected  until  one  month  later, 
or  sloughing  will  result,  since  it  has  been 
shown  that  the  fat  globules  will  remain  in 
the  local  cells  for  several  months. 

Treatment  with  chaulmoogra  oil,  as  in 
any  other  drug,  must,  of  course,  be  con- 
tinued for  at  least  one  year,  and  preferably 
longer,  before  any  results  can  be  ascer- 
tained. After  reading  a large  number  of 
articles  on  the  chaulmoogra  treatment,  one 
becomes  impressed  with  the  claims  of  slow 
regression  of  lesions,  shrinking  of  swollen, 
painful  perve  trunks  after  local  chaulmoo- 
gra ethyl  ester  injections,  and  reports  of 
discharges  of  a fair  percentage  of  patients. 
Yet,  the  statistics  are  so  inconstant  among 
different  observers  and  in  different  regions 
of  the  world,  and  also  the  evaluation  of  re- 
sults is  made  so  difficult  by  the  varying 
classifications  of  the  types  of  the  disease, 
that  one  hesitates  to  quote  such  statistics. 
Perhaps  it  is  best  merely  to  reiterate  the 
statement  of  the  1938  Leprosy  Congress : 
“Chaulmoogra  oil  from  Hydnocarpus  spe- 


ices  and  its  ethyl  esters  administered  intra- 
muscularly, subcutaneously  and  intrader- 
mally  remains  the  most  efficacious  agent 
for  the  special  treatment  of  leprosy.^®  (Of 
course,  the  newer  drugs,  sulfones  and  strep- 
tomycin, have  appeared  since  then). 

Toxicity : The  toxic  effects  of  chaulmoo- 
gra oil  and  its  derivatives  may  be  divided 
into  several  groups:  (1)  Immediate  effects 
occur.  These  consist  of  coughing,  choking 
and  a sensation  of  dizziness.  Although  dis- 
tressing, these  symptoms  are  not  important. 

(2)  Next,  there  are  local  effects  at  the  site 
of  injection.  They  consist  of  inflammation 
of  the  tissues  and  even  abscess  formation. 

(3)  There  are  also  general  symptoms,  such 
as  headache,  malaise,  and  fever.  (4)  Re- 
spiratory tract  symptoms,  with  chest  pain 
and  oppression  and  cough.  These  symptoms 
are  the  most  important  ones,  for  tubercu- 
losis is  the  most  common  complicating  dis- 
ease of  leprosy.  Thus,  pulmonary  irritation 
must  be  avoided.  Likewise,  chaulmoogra 
treatment  is  contraindicated  when  a leprosy 
patient  also  has  tuberculosis.  (5)  Another 
reaction  which  occurs  following  chaulmoo- 
gra reaction  is  the  mysterious  “lepra  reac- 
tion”,— a severe  febrile  attack  preceding  or 
accompanying  new  skin  lesions.  (6)  Kidney 
disturbances  have  rarely  been  observed,  but 
nephritis,  another  complication  of  leprosy, 
is  a cause  for  caution  in  the  pursuit  of  a 
course  of  chaulmoogra.  Wade  found  the 
ethyl  esters  of  chaulmoogra  with  0.5  per 
cent  of  iodine  added  to  give  the  least  num- 
ber of  reactions  of  any  of  the  varieties  of 
chaulmoogra  compounds. 

Histologic  Changes : After  local  intra- 

dermal injection  of  chaulmoogra  prepara- 
tions, mild  inflammatory  changes,  with 
fibrinous  exudate,  monocytes,  and  a few 
polymorphonuclear  cells  were  seen  as  well 
as  yellow  fat  globules  (chaulmoogra  oil). 
These  fat  globules  were  present  even  several 
months  after  the  injection. 

Other  Fatty  Acids  {than  Chaulmoogra 
Oil)  : Other  vegetable  products  besides 

chaulmoogra  have  received  trials  in  the 
treatment  of  leprosy.  Most  of  these  crude 
or  refined  products  are  fatty  acids  or  their 
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esters.  Some  of  the  chief  ones  tried  will  be 
mentioned  briefly. 

Gurjun  oil,  from  the  “gurjun  tree”,  found 
in  India,  was  given  orally  and  applied  local- 
ly to  the  skin  lesions,  but  it  proved  of  no 
value. 

Beautherpy,  in  Venezuela,  in  1871,  had 
his  own  “treatment”  consisting  of  the  appli- 
cation to  the  skin  lesions  of  Cashew  nut  oil 
(also,  he  used  caustics,  such  as  silver  ni- 
trate). The  treatment  was  used  even  as 
far  away  as  in  Mauritius,  but  it  soon  fell 
into  disrepute,  for  no  benefical  results  were 
produced. 

Eucalyptus  oil,  in  the  form  of  external 
applications,  likewise  had  no  effect  on 
leprosy. 

In  Central  America  and  northern  South 
America,  the  bark  of  the  red  mangrove  of 
the  genus  Rhizophora  was  used  orally  in  the 
form  of  an  alcoholic  extract,  one  teaspoon- 
ful twice  daily.  The  dose  was  gradually 
increased  to  8 or  12  teaspoonsful.  Only 
temporary  symptomatic  relief  occurred. 

In  Brazil,  esters  of  the  oil  of  the  tree 
Carpotrochea  braziliensis  were  given  to 
lepers.  In  the  Fiji  Islands,  ethyl  esters  ex- 
tracted from  the  oil  of  the  palm  tree  Callo- 
phyllum  bigator  were  injected  intramuscu- 
larly, once  weekly,  5 to  8 c.c.  per  dose.  Joint 
and  nerve  pains  were  relieved,  and  Neff, 
who  used  this  oil,  claimed  that  if  the  treat- 
ment was  combined  with  chaulmoogra  ethyl 
therapy,  this  combination  of  drugs  was 
more  effective  than  chaulmoogra  alone. 

Ichthyol,  creosote,  chrysarobin,  resorcin, 
and  pyrrogallel  have  all  been  applied  locally 
to  leprous  lesions.  Inflammation  of  various 
degrees  and  even  sloughing  of  the  skin  was 
produced.  With  milder  degrees  of  inflam- 
mation, the  local  circulation  was  improved. 
This  improved  circulation  apparently  pro- 
duced any  beneficial  effects  therefrom 
(slow  resorption  of  some  of  the  lesions) . 

Rogers,  in  1920,  suggested  that  the  action 
of  chaulmoogra  oil  was  due  to  its  unsatu- 
rated fatty  acid  content.  He,  therefore, 
used  other  unsatiirated  fatty  acids,  and  in- 
jected them  intramuscularly.  These  oils  can 
be  divided  into  four  groups:  (1)  Highly 
unsaturated  fatty  acids;  cod  liver  oil,  the 


sodium  salt  of  which  was  called  sodium 
morrhuate  by  Rogers,  was  praised  by  him 
but  later  found  to  be  too  irritating  for  pro- 
longed use.  (2)  Moderately  unsaturated 
fatty  acids;  the  ethyl  esters  of  soya  bean 
were  shown  to  be  very  irritating  and  thus 
unsuitable  for  trial  in  leprosy.  (3)  Slightly 
unsaturated  fatty  acids;  plain  olive  oil  and 
ethyl  esters  of  olive  oil  produced  slight  im- 
provement in  25  per  cent  of  patients  in  one 
series.  (4)  Almost  saturated  fatty  acids; 
in  this  group  coconut  oil,  plain  and  esteri- 
fied,  ethyl  stearate,  and  ethyl  margarate 
have  been  placed.  They  have  no  effect  on 
leprosy. 

During  World  War  II,  when  it  .was  im- 
possible to  obtain  chaulmoogra  oil  from 
India,  Degotte,  in  the  Belgian.  Congo,  sub- 
stituted citronella  oil.  It  was  injected  intra- 
muscularly once  a week,  from  1 to  3 c.c.  per 
dose,  given  for  a period  of  10  weeks  fol- 
lowed by  a therapeutic  rest  of  two  weeks. 
Degotte  wrote  that  the  results  he  obtained 
were  as  good  as  those  he  had  noted  with 
chaulmoogra  oil. 

Arsenical  Compounds : When  Ehrlich,  in 
1909,  discovered  salvarsan,  the  Wasser- 
mann  test,  published  in  1906,  was  already 
known.  Since  many  lepers  give  positive 
Wassermann  (and  Kahn)  reactions,  it  was 
thought  that  salvarsan  might  also  be  effec- 
tive against  leprosy.  The  positive  syphilitic 
serology  is  present  in  lepers  free  from 
syphilis  and  yaws  and  represents  an  un- 
known non-specific  reaction.  After  trial  of 
“606”  in  a number  of  small  series  of  leprosy 
patients,  Ehlers,^®  Gioseff,-*^  de  Vertenil,-^ 
Wellman, Sandes^^  and  Montesano,-^^  all 
expressed  complete  disappointment  in  this 
drug  as  related  to  the  treatment  of  leprosy. 
Since  1912  it  has  not  been  used. 

Mercurial  Compounds : Around  the  turn 
of  the  century,  when  syphilis  and  leprosy 
were  confused,  so-called  “syphilitics”  who 
later  turned  out  to  be  lepers  were  sometimes 
treated  with  mercuric  perchloride,  one  in- 
tramuscular injection  of  1/5  gr.  per  week. 
Two  nerve-type  lepers  treated  by  Crocker 
showed  only  slight  improvement.  (For  a 
discussion  of  the  organic  mercurial  com- 
pounds, see  under  “Aniline  Dyes”).  Mer- 
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curial  compounds  have  been  dropped  from 
the  list  of  antileprotic  drugs. 

Antimony.  In  1921  Cawston  gave  intra- 
venous tartar  emetic  (2  per  cent  solution) 
in  doses  of  2 to  5 c.c.  bi-or  tri-weekly.  He 
reported  several  instances  in  which  leprous 
ulcers  healed  and  anesthetic  skin  areas  be- 
came hypesthetic.  He  also  used  colloidal 
antimony  (oscostibium) , giving  it  intra- 
venously in  bi-weekly  doses  up  to  12  c.c. 
Wildish-”  reported  on  these  drugs  after  two 
months’  use  and  noted  “encouraging  de- 
crease in  size  of  ulcers”  and  lessening  of 
anesthesia.  Hoffmann  suggested  stibosen 
as  an  adjunct  to  chaulmoogrates.  Rodriguez 
gave  1 per  cent  tartar  emetic  to  31  patients 
intravenously  for  six  months,  observed  no 
improvement.  His  dosage  ranged  from  0.5 
to  2.5  c.c.  per  week.  Paldrock  also,  after  a 
small  clinical  trial  found  fuadin  without  any 
effect. 

At  the  National  Leprosarium,  5 gm.  in- 
travenous fuadin  are  given  to  alleviate  acute 
lepra  fever,  and  the  drug  is  found  to  be  of 
value ; often  it  ends  the  reaction  within  one 
day  (personal  communication). 

Copper  Salts:  Cyanoeuprol,  after  its  ben- 
eficial effect  was  demonstrated  in  experi- 
mental animal  tuberculosis,  was  tried  on 
lepers  in  Japan  by  Kroga,  also  by  Takano. 
They  noted  some  softening  and  shrinking 
of  nodules.  Trocello  showed  that  the  drug 
produced  fibrosis  and  lymphocytosis  in  ex- 
perimental tuberculosis.  Dho,  in  Italy,  tried 
cyanoeuprol,  2 per  cent  solution,  given  in- 
travenously daily,  on  20  patients.  In  the 
lesions  be  found  proliferation  of  fibrous  tis- 
sue and  granulation  of  lepra  bacilli.  Many 
nodules  became  smaller  in  one  to  two 
months,  but  none  of  the  patients  became 
“arrested”. 

Gold  Salts  with  Carbon  Dioxide  Snow: 
Gold  salts  were  first  used  in  leprosy  by 
Dehio  in  Esthonia  in  1914.  In  1926,  Pal- 
drock, also  in  Esthonia,  theorized  that  if 
leprosy  bacilli  were  frozen,  antigens  should 
be  set  free  and  antibodies  would  be  formed 
by  the  body  and  leukocytes  mobilized  in  re- 
sponse to  these  antigens,  and  immunization 
thus  obtained.  He  applied  the  carbon  diox- 
ide locally  to  the  skin  and  reported  five  pa- 


tients discharged  as  “well”  after  two  years 
of  such  treatment. 

The  carbon  dioxide  snow  is  applied 
monthly  for  three  to  four  seconds  to  each 
of  ten  lesions.  After  four  monthly  treat- 
ments the  patient  gets  a therapeutic  rest 
for  four  months.  The  carbon  dioxide,  Pal- 
drock further  postulated,  stripped  the  bacil- 
li of  their  capsule,  and  then  these  “de- 
nuded bacilli  could  be  attacked  by  heavy 
metals.  Sanocrysin,  a gold  salt,  proved  to 
be  a failure.  Solganol,  given  concomitantly 
with  carbon  dioxide  snow,  produced  lym- 
phocytosis. Krysolgan,  given  by  Eubanas  to 
ten  patients,  showed  “unequivocal  results” 
after  six  months.  It  was  administered  as 
0.0001  gm.  intravenously,  repeated  at  10 
day  intervals.  Triphal,  another  gold  salt, 
gave  no  improvement. 

Hoffman  pointed  out  the  value  of  gold 
salts  in  lepromatous  ocular  lesions  to  pro- 
mote resorption.  Kupffer  observed  small 
rises  in  temperature  shortly  after  gold  salt 
injections.  He  gave  an  initial  dose  of  0.001, 
later  increased  to  0.01,  then  0.02  gm.  every 
eight  days.  After  three  years,  corneal,  iris 
and  fundal  lepromata  had  disappeared. 

Solganol  has  been  administered  in  doses 
of  0.1  to  0.5  c.c.  intramuscularly  once  to 
twice  per  week.  The  patients  so  treated 
were  much  too  few  in  number  to  make  any 
conclusions  of  value.  Gminder  was  not  suc- 
cessful with  solganol.  Pooman  and  Amies, 
however,  reported  marked  improvement  in 
about  half  of  their  patients.  Lopion,  a sim- 
ilar gold  salt,  was  administered  weekly  by 
intravenous  injection. 

Golorine,  writing  in  1940,  reported  that 
he  found  toxic  reactions  so  numerous  with 
the  use  of  the  gold  .salts  (skin  eruptions, 
agranulocytosis  and  aplastic  anemia)  that 
he  stopped  using  them.  He  found  “auro- 
detoxin”  not  toxic  and  reported  the  begin- 
ning* of  a series  of  treatments  with  this  com- 
pound. It  was  administered  bi-weekly  in- 
tramuscularly, with  0.05  gm.  increased  to 
0.5  gm.  weekly  until  5.0  gm.  were  given. 

Paldrock,  in  an  article  in  1933,  modified 
and  extended  his  former  theory  on  the  ac- 
tion of  carbon  dioxide  snow  and  gold  salts 
on  leprosy.  He  reasoned  that  the  differ- 
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ences  between  tubercle  and  leprosy  bacilli 
consisted  in:  (1)  a greater  amount  of  free 
nucleic  acid  and  karyoproteids  in  lep- 
rosy bacilli;  (2)  more  firmly  combined 
plasteoproteids  in  leprosy  than  tubercle 
bacilli,  and  (3)  the  presence  of  lipoproteid 
with  Gram-positive  and  Gram-negative  lipo- 
acid  lacking  in  tubercle  bacilli.  Paldrock 
therefore  postulated  that  the  leprosy  bacilli 
actually  contained  nuclei,  similar  to  fungi, 
and  had  a surrounding  membrane.  In  fact, 
he  considered  the  organism  to  be  a fun- 
gus. Therefore,  if  this  membrane  could  be 
removed,  the  nucleus  would  become  acces- 
sible to  antibodies.  The  colloids  of  the  mem- 
brane should  be  broken  down  by  freezing 
(with  carbon  dioxide  snow).  Polymorpho- 
nuclear proteases  and  lymph  lipases  then 
destroyed  the  remaining  membrane  colloids 
and  the  “nuclei”  of  the  bacilli.  Leukocyto- 
sis was  marked.  “Carbon  dioxide  snow 
treatment  of  'leprosy  is  an  active  autoim- 
munization and  therefore  a specific  remedy 
in  leprosy. If  there  was  a standstill  of 
improvement  after  two  years’  of  snow 
treatment,  Paldrock  then  used  the  gold  salts 
as  a new  irritant.  These  salts,  he  believed, 
split  the  Gram-positive  lipoid  acid. 

Only  Paldrock  and  his  associates  have  at- 
tained any  success  with  this  treatment.  Its 
efficacy  is  not  subscribed  to  by  any  other 
investigators. 

Nastin:  In  1904,  Deycke  and  Reschad  Bey 
cultured  some  acid-fast  bacilli  from  human 
leprosy  tubercles,  ether-extracted  the  or- 
ganism. The  fatty  portion,  when  injected 
in  several  lepers,  had  a beneficial  effect. 
This  substance  was  found  to  be  a fatty  acid 
glyceryl  ester,  melting  at  48°  to  50°  C. 
Deycke  called  it  “nastin.”  When  injected  in 
patients,  nastin  gave  a pronounced  leuko- 
cytosis in  those  who  reacted,  leukopenia  in 
those  patients  who  did  not  react.  There  was 
also  local  inflammation  and  fever.  When  in- 
jected with  cinnamon  acid  nastin  produced 
no  leukocytosis.  The  authors  therefore  con- 
cluded that  the  leukocytosis  was  not  neces- 
sary but  that  the  organism  used  the  leuko- 
cytes to  gain  the  active  agent  from  the 
above  acid  (found  in  balsam  of  Peru).  In 
the  body,  the  acid  is  oxidized  by  benzoic 


acid,  but  the  latter  is  inactive.  Therefore 
an  intermediate  compound,  benzaldehyde, 
was  used.  Deycke  and  Reschad  Bey  con- 
cluded that  the  benzoyl  radical  was  the 
substance  which  activated  nastin.  Benzoyl 
chloride  easily  splits,  off  the  benzoyl  radi- 
cal. Therefore,  it  was  dissolved  in  olive  oil 
with  nastin.  Without  nastin,  benzoyl  chlo- 
ride is  of  no  value,  since  it  will  probably 
combine  with  other  fats  long  before  it 
reaches  the  lepra  bacilli.  Nastin  will  be 
more  effective  if  combined  with  benzoyl 
chloride,  for  then  it  will  not  have  to  depend 
on  the  leukocytes  to  obtain  the  benzoyl  radi- 
cal. Once  thus  defatted,  the  bacilli  are  easily 
destroyed  by  the  body. 

The  ration  of  nastin  and  benzoyl  chloride 
is  important,  according  to  Deycke.  If  an 
excess  of  nastin  is  present,  the  patient  has 
severe  fever  reactions  and  local  inflamma- 
tions with  suppuration.  Such  reactions  are 
not  found  if  there  is  an  excess  of  benzoyl 
chloride.  Rather,  leprous  nodules  slowly  re- 
cede, and  several  patients  with  nerve  type 
lesions  had  some  regression  of  skin 
anesthesia. 

The  proper  ratio  is  nastin,  one  part 
and  benzoyl  chloride,  30  parts  or  more. 
Deycke  was  convinced  that  with  this  treat- 
ment the  patients  became  immunized.  The 
combination  of  nastin  and  benzoyl  chloride 
was  called  nastin  B.  For  administration,  a 
dry  syringe  is  necessary  (or,  if  the  syringe 
is  wet,  the  benzoyl  chloride  will  form  hydro- 
chloric acid,  and  necrosis  at  the  injection 
site  occurs).  Treatment  is  begun  with  nas- 
tin Bj  (an  excess  of  benzoyl  chloride),  4 
c.c.  containing  0.5  mg.  once  a week,  later 
given  more  frequently.  Nastin  B.  (excess 
of  nastin)  is  used  in  small  lesions  resistant 
to  nastin  B^.  Reactions  occur.  It  should 
therefore  not  be  used  in  nerve  leprosy  or  in 
leprotic  eye  involvement. 

In  small  groups  of  patients  with  nodular 
leprosy,  Kupffer,  Ziemann,  T.  S.  B.  Wil- 
liams, Rudolph,  and  Scott  had  good  resulta 
(marked  regression  of  nodules)  in  five  tc 
ten  months  of  treatment.  McLeod,  Thomp- 
son, Brinckerhoff,  and  Kiwull  in  similai 
small  series  of  patients  got  only  febrile  re 
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actions  and  local  inflammations  but  no  dis- 
tinct improvement  of  their  patients. 

In  1909,  Deycke  went  to  the  Government 
Leper  Colony  in  British  Guiana  to  initiate 
his  nastin  treatment  in  503  patients  there. 
He  reported  improvement  in  two-thirds  of 
the  nerve  type,  two-thirds  of  the  nodular 
type,  and  two-thirds  of  the  mixed  type  of 
leprosy  patients  treated.  After  four  months, 
Deycke  left  Guiana  to  return  to  Germany. 
In  a follow-up  report  three  and  one-half 
years  later,  the  local  Guiana  leprologists. 
Wise  and  Minett,  reported  that  of  250  pa- 
tients still  being  treated  by  nastin,  only 
four  “cures”,  were  recorded  and  one  of 
these  patients  had  meanwhile  died  and  an- 
other had  a recurrence  of  the  disease.  Wise 
and  Minett  reported  that  in  the  first  three 
to  six  months  of  treatment  mental  improve- 
ment, better  appearance  of  the  facies,  soft- 
ening of  the  nodular  lesions,  slight  decrease 
in  the  size  of  the  infiltrations,  and  a slight 
increase  in  sense  of  touch  in  anesthetic  skin 
areas  occurred.  However,  improvement  then 
stopped,  and  regression  occurred  in  the  next 
few  months  to  the  original  pre-treatment 
state. 

TubercnUn:  Koch,  in  1890,  electrified  the 
medical  world  with  his  discovery  of  tuber- 
culin, a filtrate  from  glycerol-broth  cultures 
of  human  tubercle  bacilli.  He  advocated  it 
as  a possible  immunizing  agent  against 
tuberculosis  and  tried  it  in  the  treatment 
of  tuberculosis  (with  no  success,  as  later 
became  apparent).  M.  leprae  being  similar 
to  M.  fiihercidosis  in  structure,  several 
leprologists  decided  to  try  tuberculin  in  the 
treatment  of  leprosy.  Goldschmidt  found 
that  seven  of  his  twelve  patients  got  severe 
febrile  and  local  reactions  from  injection  of 
1.0  mg.  of  tuberculin,  and  the  other  five 
showed  no  improvement.  V.  Babes,  treating- 
five  patients,  also  noted  severe  febrile  re- 
actions. His  patients  showed  slight  tempo- 
rary improvement  after  the  febrile  reaction. 
Truhart’s  report  was  similar  to  the  other 
two.  Lise  of  tuberculin  in  the  treatment  of 
leprosy  was  abandoned. 

Ron,  in  1926,  gave  weekly  injections  of 
0.25  mg.  autolysed  tubercle  bacilli,  noted  a 
mild  febrile  reaction.  In  five  patients,  two 


had  resorption  of  nodules  in  one  and  one- 
half  years  of  treatment. 

Davidson  injected  tubercle  endotoxoid  in 
ten  lepers,  observed  no  improvement  in 
nodular  type  patients  but  improvement  of 
anesthesia  in  those  with  the  nerve  type  of 
leprosy. 

Bacterial  Vaccines:  In  1896,  Carasquilla 
inoculated  a goat  with  leper  serum,  later 
bled  the  goat,  and  injected  the  goat  serum 
in  fifteen  patients,  beginning  with  0.5  c.c. 
and  increasing  the  dose  to  20  c.c.  after  one 
month.  Eight  to  twelve  injections,  extend- 
ing over  six  weeks,  “cured”  all  of  these  pa- 
tients, (nodules  and  anesthetic  spots  dis- 
appeared). No  other  investigator  has  ever 
been  able  to  repeat  Carasquilla’s  work. 

Rost  cultured  an  acid-fast  bacillus  from 
leprous  lesions,  injected  it  in  a monkey  and 
recultured  an  acid-fast  bacillus  from  skin 
nodules  on  the  monkey.  This  culture  ma- 
terial he  injected  into  ten  patients  with 
maculo-anesthetic  leprosy,  six  of  whom 
were  “improved.”  Injections  were  given 
weekly  in  amounts  of  5 c.c.  of  the  sterilized 
culture  material.  After  one  year  of  treat- 
ment, five  of  twenty-two  patients  had  re- 
covered, fifteen  were  improved ; two- 
thirds  of  these  patients  had  the  maculo- 
anesthetic  type,  the  others  the  nodular  type 
of  leprosy. 

Temporary  improvement  (softening  of 
the  nodules)  in  nodular  leprosy  was  re- 
ported by  Kraus  in  1923  following  local 
inflammation  subsequent  to  the  injection  of 
acid-fast  bacilli  grown  in  culture  by  Duval 
and  Deycke.  Of  nineteen  patients,  two 
showed  this  beneficial  action.  Walker,  Has- 
son, A.  W.  Williams  and  Gohar,  reported 
series  of  a few  patients  treated  with  similar 
vaccines  and  recorded  only  temporary  de- 
crease in  size  of  nodules  with  softening  but 
no  permanent  cures.  Reenstierna,  in  1936, 
treated  a total  of  ninety  patients  in  Ven- 
ezuela and  Colombia  with  a vaccine  pre- 
pared by  him  from  an  acid-fast  bacillus 
culture.  Unfortunately,  he  observed  the  re- 
sults for  only  three  months.  In  two  to  four 
weeks  the  nodules  softened,  decreased  in 
size.  Eighty-seven  per  cent  of  patients  with 
anesthetic  skin  areas  had  a partial  return 
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of  sensation.  The  course  of  treatment  con- 
sisted of  three  injections  of  10  c.c.  each  in 
one  week. 

In  1921,  Roussel,  of  New  Orleans,  upon 
the  suggestion  of  Campos,  used  anthrax 
vaccine  in  the  treatment  of  two  patients. 
It  was  given  subcutaneously,  beginning 
with  a 0.25  c.c.' bi-weekly  dose  increased  to 
1.5  c.c.  in  five  weeks.  The  local  lesions  be- 
came inflamed,  later  disappeared  complete- 
ly within  two  months.  In  1935,  these  two 
patients,  who  had  the  mac\}ilo-anesthetic 
type  of  leprosy,  were  still  living  and 
healthy. 

Protein  Shock  Therapy : It  may  be  argued 
that  nastin,  anthrax  vaccine,  and  other  bac- 
terial vaccines  should  have  been  discussed 
under  this  title.  However,  since  the  users 
of  these  drugs  have  not  claimed  their  ac- 
tion to  be  due  to  the  febrile  reaction  which 
often  attended  their  application,  I have 
classified  them  separately.  The  substances 
mentioned  below,  however,  act  by  producing 
febrile  reactions. 

Snake  venom  has  had  small  trials  in  the 
treatment  of  leprosy.  According  to  ancient 
Hindu  mythology,  a leper  bitten  by  a snake 
is  cured.  In  1892,  Carreau  reported  the 
case  of  a leper  bitten  by  a venomous  snake 
whose  tuberculoid  lesions  disappeared. 
Dyer,  of  New  Orleans,  treated  five  patients 
with  cobra  antivenene.  He  began  with  1 
c.c.  injected  subcutaneously  every  other 
day,  increased  the  dose  to  10  c.c.  every  day. 
The  lesions  markedly  diminished  in  size  in 
all  the  patients  in  one  to  two  months’  time. 
Woodson  and  de  Moura  reported  similar 
beneficial  results.  Goldschmidt  emj^hasized 
that  it  was  the  febrile  reaction  produced 
by  the  administration  of  the  venom  which 
was  probably  responsible  for  the  effect  on 
the  disease.  Lewin  went  a step  further  and 
expressed  the  opinion  that  the  injection  of 
any  foreign  protein  would  produce  a like 
result.  Couhan,  in  1938,  found  cobra  venom 
effective  in  alleviating  peripheral  neuritis 
of  leprosy  in  60  to  80  per  cent  of  his 
patients. 

Erysipelas  toxin,  given  in  slowly  increas- 
ing doses,  proved  of  no  value.' 


Typhoid-paratyphoid  A-B  injections  also 
produced  severe  fever  with  temporary  re- 
mission of  leprosy  afterward. 

Injections  of  sterile  milk,  starting  with 
a dose  of  0.5  gm.  increased  up  to  10  c.c.  in- 
tramuscularly twice  weekly  were  given  by 
Drew  to  36  patients,  of  whom  he  was  able 
to  discharge  seventeen.  Dyce-Sharpe  also 
used  it.  Sarkar  wrote  that  milk  injections 
gave  relief  from  neuralgia  and  joint  pains 
of  leprosy.  Gomes  likewise  observed  a 
diminishing  in  size  of  nodules  and  tuber- 
culoid lesions  in  a series  of  33  patients  after 
one  month  of  milk  injections. 

Iodine:  Iodides  (sodium  and  potassium) 
were  first  used  by  Danielssen  and  Boeck 
in  Norway  in  1848.  They  discovered  that 
severe  febrile  reac'^ions  occurred  in  the 
patients  thus  treated.  Diesing  and  Court- 
ney (1900)  used  iodoform  in  olive  oil,  re- 
ported no  reactions.  In  1908,  Marchoux  and 
Bourret  observed  that  lepra  bacilli  were 
discharged  from  the  nose  during  such  a 
reaction.  They  looked  granular  and  had 
lost  some  of  their  acid-fastness.  Several 
investigators,  especially  Rogers  and  Muir, 
noted  a clinical  improvement  after  such  a 
reaction.  Muir,  in  1923,  began  his  work  on 
the  iodide  treatment  of  leprosy.  He  con- 
trolled the  febrile  reactions  produced  by 
the  iodides  by  administration  of  tartar 
emetic  (intravenously)  and  the  painful 
symptoms  of  subcutaneous  adrenlin  injec- 
tions. 

Iodide  reactions  are  considered  harmful 
by  many  lepr-ologists.  Muir,  however,  con- 
siders them  beneficial  if  the  dosage  is  well- 
regulated.  Iodides  cannot  be  used  in  mass 
treatment ; their  dosage  must  be  individual- 
ized.' Muir  begins  with  a small  dose  and 
slowly  increases  it  to  tolerance.  Iodides  are 
especially  good  to  break  down  large 
amounts  of  lepromatous  tissue,  and  im- 
munity is  thus  increased.  Signs  of  a reac- 
tion are : 

(1) .  Swelling  and  erythema  of  the 

lesions. 

(2) .  Appearance  of  fresh  nodules,  often 

painful. 

(3) .  Fever. 
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(4) .  Markedly  increased  sedimentation 

rate. 

(5) .  Granulation  of  bacilli. 

Potassium  antimony  tartrate  (0.02  gm. 

intravenously  every  other  day)  controls  the 
reaction;  0.3  c.c.  adrenlin  in  3 c.c.  saline 
(intramuscular  or  intravenous)  stops  the 
nerve  pains.  Muir  suggested  the  following- 
potassium  iodide  dosage: 

( 1 )  . Begin  with  1 gr.  per  day  and  in- 
crease it  by  1 gr.  until  the  temperature 
rises  above  99.0°  F.,  or  there  is  swelling  and 
redness  of  the  lesions. 

(2) .  When  the  swelling  and  fever  go 
down,  continue  on  the  same  dosage  but  give 
only  once  or  twice  a week. 

(3) .  When  20  gr.  are  reached,  increase 
the  dosage  by  5 gr. 

(4) .  When  60  gr.  are  reached  increase 
the  dosage  by  30  gr. 

Iodides  were  used  by  Muir  in  the  diag- 
nosis as  well  as  treatment  of  leprosy.  Lep- 
ers showed  a febrile  reaction  when  given 
iodide.  “The  action  of  the  iodides  in  some 
way  removes  the  protective  mechanism 
which  shuts  off  the  bacilli  from  the  tis- 
sues.”-* Only  lepromatous  patients  in  good 
general  health  who  will  be  able  to  withstand 
the  strain  of  the  febrile  reaction  should  be 
treated  with  iodides. 

Canaan  explained  the  iodide  reaction  to 
be  due  to  killing  of  many  bacilli,  whose  tox- 
ins then  entered  the  blood  stream ; nodules 
break  down,  and  a bacillemia  is  produced. 
Canaan  abandoned  the  iodide  therapy  and 
agreed  with  Cochrane,  who  wrote : “When 
iodides  were  introduced  it  was  hoped  that 
they  would  hasten  the  resolution  of  the  dis- 
ease, but  in  my  experience  patients  treated 
with  potassium  iodide  showed  no  more 
rapid  subsidence  of  their  leprotic  infec- 
tion”-'’ (than  those  treated  with  chaul- 
moogrates) . 

Anilme  Dyes:  Aniline  dyes  have  been 
used  as  antiseptics  since  the  turn  of  the 
century.  In  1929,  Hoffman  used  rivanol, 
an  acridine  dye,  as  a powder  ip  open  leprous 
lesions.  Several  such  lesions  healed  up  over 
a period  of  three  months.  Hoffman  there- 
fore thought  that  it  had  some  beneficial 
action  but  ascribed  this  action  to  destruc- 


tion of  secondary  invaders  rather  than  lep- 
ra bacilli. 

Denny  and  Muir  found  the  intravenous 
administration  of  mercurochrome  effective 
in  treating  lepra  reactions.  Ryrie,  working 
in  Malaya,  thereupon  speculated  that  the 
abortion  of  lepra  reaction  with  mercuro- 
chrome was  due  to  its  fluorescein  content, 
and  the  fluorescein  was  taken  up  by  the 
macrophages  in  the  leprotic  lesions  and  in- 
terfered with  the  process  deriving  from  the 
attachment  of  antibody  to  the  cells.  He  pre- 
ferred to  give  fluorescein  to  mercuro- 
chiome,  because  the  former  could  be  given 
safely  in  much  larger  doses.  He  gave  10  c.c. 
of  2 per  cent  aqueous  solution  intravenously 
twice  a week.  The  lepra  reaction  stopped  in 
24  to  48  hours  in  42  per  cent  of  the  patients. 
The  others  had  remission  in  two  to  three 
weeks,  and  in  this  time,  according  to  Ryrie, 
the  reaction  would  probably  have  ended 
spontaneously.  In  a subsequent  series  of  pa- 
tients, Ryrie  injected  intravenously  phthal- 
lic  acid,  the  active  ingredient  of  fluorescein. 
In  62  per  cent  of  the  patients,  the  lesions 
decreased  in  size  in  two  months.  Ryrie 
therefore  suggested  a course  of  six  weeks 
fluorescein  between  courses  of  chaulmoogra 
esters. 

Ryles  noted  the  sensitizing  action  of  ani- 
line dyes  to  the  skin  to  enhance  the  effects 
of  ultraviolet  rays.  He  hoped  this  combina- 
tion of  ultraviolet  ray  enhancement  and 
antiseptic  properties  would  show  the  dye, 
brilliant  green,  useful  in  leprosy  therapy. 
He  sprayed  the  dye  (1:10,000)  on  leprous 
ulcers.  The  ulcers  readily  healed.  Then  he 
gave  the  dye  intradermally,  and  two-thirds 
of  his  455  patients  so  treated  improved.  The 
dosage  used  was  5 to  8 c.c.  of  1 :2,500  solu- 
tion with  1 per  cent  novocaine  given  once 
weekly,  then  given  two  weeks’  rest.  Ryles 
found  ‘Bonney’s  blue”  even  more  effective 
than  brilliant  green.  Bonney’s  blue  consists 
of : 

Brilliant  green  powder  0.5  gm. 

Crystal  violet  0.5  gm. 

Absolute  alcohol  25.0  c.c. 

Distilled  water  to  2500  c.c. 

The  crystal  violet  is  added  to  the  alcohol, 
then  added  to  the  rest. 
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Legate  also  noted  considerable  regression 
of  lesions  in  ten  patients  with  nerve  type 
leprosy  after  several  months’  treatment 
with  Bonney  blue. 

Rao  and  Roy  found  Bonney’s  blue,  bril- 
liant green,  trypan  blue,  and  fluorescein  in- 
effective in  their  patients. 

Emerson  et  al.,  in  1934,  investigated  the 
activity  of  the  aniline  dyes  in  vitro  on  vari- 
ous acid-fast  bacilli  and  found  them  ail 
(merthiolate,  mercurochrome,  metaphen, 
methylene  blue,  octyl  resorcinol)  quite 
active  except  trypan  blue.  They  also  showed 
that  severe  nephritis  was  produced  by  these 
dyes  in  experimental  animals  and  therefore 
cautioned  their  use  in  lepers,  since  nephritis 
is  one  of  the  complications  of  leprosy.  Nau- 
sea and  vomiting  also  occurred  in  clinical 
cases. 

Montel,  in  1934,  treated  a few  patients 
with  intravenous  methylene  blue.  His  “suc- 
cesses” were  later  withdrawn  when  a sec- 
ond larger  trial  gave  no  beneficial  results. 
In  1940,  Dharmendra  found  that  methylene 
blue  carried  no  effect  on  rat  leprosy  nor  in 
vitro  cultures  of  acid-fast  bacilli. 

Since  then,  no  reports  of  any  further 
work  with  these  dyes  have  been  published, 
for  they  have  not  proved  themselves  of 
value. 

VITAMINS 

Thiamin  chloride  (vitamin  BJ  has  been 
reported  on  in  the  treatment  of  nerve  lep- 
rosy by  several  authors.  Muir  and  Hender- 
son noted  that  rat  leprosy  was  often  ac- 
companied by  hypovitaminosis  and  that  B, 
had  a pathogenic  and  therapeutic  relation- 
ship to  nerve  leprosy,  and  they  showed  that 
rat  leprosy  could  be  more  readily  induced 
in  animals  in  the  presence  of  hypovitamin- 
osis. Vitamins  A and  C had  no  effect,  but 
the  B group  had  a definite  relationship  to 
this  phenomenon.  Badger  and  Sebrell 
showed  that  vitamin  B,^  was  responsible. 

Brown,  in  Nigeria,  treated  66  lepers  with 
addition  of  yeast  to  their  diet,  later  injected 
vitamin  B^  intramuscularly  and  noted  “im- 
provement in  43  per  cent”  of  these  patients. 
He  pointed  out  the  poverty  of  B vitamins 
in  tropical  diets.  Bacu  noted  improvement 
of  nerve  pain  and  lessening  of  skin  anesthe- 


sia after  four  weeks  of  yeast  administra- 
tion. Bacu  emphasized  the  clinical  similarity 
of  nerve  leprosy  and  beriberi  (peripheral 
neuritis,  muscle  paralysis,  trophic  disturb- 
ances). Another  interesting  speculation  of 
his  concerns  the  higher  intake  of  carbo- 
hydrate in  the  tropics  with  therefore  great- 
er vitamin  Bj^  demand  for  metabolism  of 
these  carbohydrates.  Beriberi  is  most  com- 
mon in  the  tropics.  Also  in  the  tropics  the 
nerve  type  of  leprosy  is  much  more  fre- 
quent than  the  nodular  variety,  which  latter 
is  seen  in  the  majority  of  lepers  living  in 
the  temperate  zones.  Bacu  gave  5 to  10  mg. 
thiamine  chloride  (subcutaneous  or  intra- 
muscular) daily,  observed  improvement  of 
neuralgia  in  nerve  lepers  after  two  to  three 
weeks.  A diet  with  yeast,  unpolished  rice, 
wheat  germ,  green  vegetables  to  furnish 
vitamin  B^  was  introduced. 

Villela,  Badger,  Gminder,  Bleuth,  and 
How,  also  were  able  to  alleviate  acute  peri- 
pheral neuritis  in  leprosy  with  thiamine  in- 
jections, but  they  ail  agreed  that  none  of 
the  other  symptoms  of  leprosy  were  re- 
lieved. How  suggested  that  vitamin  B^  de- 
ficiency may  predispose  to  nerve  injury  by 
the  lepra  bacilli. 

DIPHTHERIA  ANTITOXIN  AND  TOXOID 

In  the  middle  1930’s  Oberdoerffer,  a Ger- 
man leprologist,  read  of  some  work  done 
by  A.  Clark,  who  had  drawn  attention  to 
certain  toxic  properties  of  colocasia  (or  co- 
coyam or  taro  root,  a food  plant  of  the 
genus  Xanthosoma,  usually  species  sagitti- 
folium) . Clark  ascribed  the  general  debility 
of  taro-fed  people  to  these  toxic  properties, 
residing  in  an  acid  sapotoxin.  Acute  poison- 
ing with  colocasia,  he  found,  produced 
“glomerulo-tubular  nephritis  and  marked 
degeneration  of  the  adrenals”.  The  sapo- 
toxin, he  discovered,  hemolyzed  blood  in 
vitro.  He  also  demonstrated  that  the  high- 
est degree  of  toxicity  of  the  plant  occurred 
at  the  end  of  the  dry  season.  Instantane- 
ously killed  animals  showed  marked  adrenal 
degeneration.  This  adrenal  destruction 
Clark  considered  the  immediate  cause  of 
death. 

Oberdoerffer,  working  in  Nigeria,  noted 
that  nerve  leprosy  most  often  cropped  out 
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at  the  end  of  the  dry  season,  the  time  when 
the  native  people  ate  the  most  colocasia.  He 
then  proposed  the  theory  that  adrenal  dam- 
age, as  for  example  caused  by  colocasia  con- 
sumption, predisposed  to  leprosy.  With  this 
idea  in  mind,  he  searched  for  an  “adrenal- 
protecting”  substance.  Since  diphtheria  tox- 
in destroys  the  adrenal,  the  antitoxin,  he 
argued,  must  have  a protective  power. 
Therefore,  when  he  went  to  the  Siam  Leper 
Colony  in  1938,  he.  Collier  and  McKean 
treated  a group  of  patients  with  6,000  units 
of  diphtheria  antitoxin  for  forty  daily 
doses.  Later,  2,000  unit  injections  were 
given  every  tenth  day.  They  noted  decrease 
in  and  flattening  of  the  nodules,  often  scal- 
ing over,  and  gradual  shrinking.  Tetanus 
antitoxin  had  no  such  effect. 

Next,  Oberdoerffer  and  his  associates 
tried  a group  of  patients  on  diphtheria  tox- 
oid and  again  observed  the  shrinking  of  the 
nodules  after  two  to  four  weeks  of  treat- 
ment. The  nerve  leprosy  patients  had  a 
reduction  in  size  of  their  enlarged  nerve 
trunks  and  partial  return  of  sensation  of 
anesthetic  skin  areas.  Fragmentation  of 
bacilli  in  the  lesions  occurred.  The  dosage 
of  the  toxoid  was  1 c.c.  every  two  weeks, 
increased  by  0.5  c.c.  until  a maximum  of 
3 c.c.  was  reached.  Fifty  per  cent  of  the  pa- 
tients became  symptom-free  (78  patients) 
in  ten  months  and  wei’e  discharged.  Mc- 
Kean reported  that  better  results  were  ob- 
tained in  the  nerve  type  than  in  the  nodular 
type  of  leprosy. 

Other  investigators — Schujman  and  Mer- 
cau,  Moiser,  Davison  and  Grasset,  found 
the  diphtheria  toxoid  ineffective.  Carpen- 
ter et  al.  found  it  had  no  effect  on  rat 
leprosy.  Muir  suggested  that  Oberdoerffer, 
Collier,  and  McKean  got  such  spectacular 
results  because  they  mistook  early  tubei’cu- 
loid  for  lepromatous  lesions  and  were  there- 
fore merely  observing  numerous  spontane- 
ous recoveries  from  leprosy,  often  seen  in 
early  tuberculoid  nerve  type. 

In  a personal  conversation  with  Dr.  Mc- 
Coy, he  recalled  a meeting  he  had  with  Dr. 
Collier  in  which  the  latter  showed  him  pho- 
tographs of  the  “before”  and  “after”  ap- 
pearance of  these  Siamese  lepers  treated 


with  diphtheria  toxoid.  Dr.  McCoy  could 
see  no  difference  in  the  pre-  and  post-  thera- 
peutic pictures  and  thought  that  Dr.  Collier 
had  been  so  influenced  by  his  own  enthusi- 
asm for  the  treatment  that  perhaps,  in  be- 
ing partial  to  it,  he  had  almost  “imagined” 
improvement  where  an  impartial  observer 
could  see  none.  Dr.  McCoy  then  devised  a 
controlled  experiment,  with  one-half  of  the 
patients  receiving  placebo  injections, 
judged  by  himself  for  results  (he  assuming 
the  role  of  an  impartial  observer)  to  be 
run  for  one  year  at  the  Carville  Leprosa- 
rium. The  results  were  summed  up  by  Faget 
and  Johansen:  “From  close  observation  of 
35  patients  treated  with  diphtheria  toxoid 
for  one  year  under  carefully  controlled  con- 
ditions and  from  the  observations  of  195 
other  patients  treated  with  diphtheria  tox- 
oid from  six  to  fifteen  months,  it  is  con- 
cluded that  this  treatment  has  no  beneficial 
therapeutic  action  in  leprosy  and  is  even 
fraught  with  danger  to  the  patient.”-^'’ 

sunroxB  ouros 

In  the  early  days  of  sufonamide  drugs, 
prontosil  and  soluseptacine,  the  latter  given 
in  intramuscular  injections  of  5 to  10  c.c. 
each,  were  shown  to  clear  up  secondary  in- 
fections but  to  have  no  effect  on  the  lepra 
bacilli  themselves. 

Sulfanilamide,  given  in  doses  of  2 gm. 
per  day  for  six  weeks  at  the  Carville  Lepro- 
sarium, was  adandoned.  Its  administration 
was  accompanied  by  anemia,  drug  fever 
in  over  one-half  of  the  patients,  lepra- 
reactions,  and  conjunctivitis.  There  was  no 
apparent  effect  on  the  leprosy  itself,  but 
secondary  infections  healed.  In  rat  leprosy 
sulfanilamide  had  some  beneficial  effect, 
for  Krakower  found  that  he  could  inhibit 
the  disease  in  all  his  animals  with  this  drug, 
but  the  disease  reappeared  as  soon  as  the 
animals  were  taken  off  sulfanilamide.  Kra- 
kower’s  conclusion  therefore  was  that  sul- 
fanilamide is  bacteriostatic  rather  than 
bacteriacidal  in  action  on  M.  leprae. 

Promin,  a sulfone  drug,  was  first  used 
in  leprosy  in  1941.  It  is  called  Na  salt  of 
p,p^-diaminodephenyl-sulfone-N,N'-di- (dex- 
trose sulfonate). 
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\V.  M.  Simpson  was  the  first  to  suggest 
that  it  be  tried  to  influence  the  regression 
of  rat  leprosy  nodules.  After  this  work  was 
started,  Feldman,  Hinshaw  and  their  asso- 
ciates at  the  Mayo  Clinic  reported  that 
tuberculous  guinea  pigs  treated  with  it 
lived  longer  and  showed  less  extensive  le- 
sions than  the  controls.  Condry  noted  sim- 
ilar hopeful  signs  in  a series  of  rates  inocu- 
lated with  rat  leprosy. 

Hinshaw  and  Feldman  treated  36  pul- 
monary tuberculosis  patients  with  oral  pro- 
min  over  one  year’s  time.  Eight  patients 
(20  per  cent  improved  markedly,  14  (38 
per  cent)  slightly,  eight  (20  per  cent)  re- 
mained stationary,  and  eight  (20  per  cent) 
became  worse.  The  series  was  too  small  to 
evaluate  promin  in  the  treatment  of  tuber- 
culosis, but  Hinshaw  considered  this  result 
somewhat  encouraging. 

At  the  Carville  Leprosarium,  promin 
treatment  was  begun  under  the  direction  of 
Faget  in  1941.  Because  the  oral  administra- 
tion of  the  drug  (1/2  to  1.0  gm.  per  day) 
soon  produced  severe  hemolysis  and  anemia, 
intravenous  injection  was  tried.  One  to  5 
gm.  per  day  for  six  days  per  week  were 
given.  Most  patients  tolerated  the  5 gm. 
dose.  One  week  out  of  three  the  patients 
“rested”  (no  promin  was  given).  Promin 
blood  levels  decreased  rapidly,  so  that  only 
traces  of  the  drug  remained  after  six  to 
eight  hours.  Toxic  manifestations  appeared 
after  about  six  weeks  of  treatment.  The 
most  important  ones  were  a slow  erythro- 
cyte destruction.  A blood  count  must  there- 
fore be  done  twice  a month.  In  71  per  cent 
of  the  patients  erythrocyte  count  fell  be- 
low the  3,500,000  mark,  below  3,000,000  in 
9 per  cent.  Antianemic  treatment  was  suc- 
cessful in  most  cases,  and  the  promin  did 
not  have  to  be  stopped.  Oral  iron  and  liver 
extract  were  effective  in  controlling  the 
anemias,  but  occasionally  an  anemia  was 
so  severe  that  it  was  necessary  to  give  oral 
iron  and  parenteral  liver  extract.  When  the 
erythrocyte  count  dropped  below  3,000,000 
promin  was  stopped  temporarily  while  the 
iron  and  liver  extract  were  given  and  later 
cautiously  resumed  in  reduced  (1  to  2 gm.) 
doses. 


Leukopenia  occurred  in  3 per  cent  of  the 
patients.  There  were  no  urinary  disturb- 
ances, but  because  nephritis  can  be  caused 
by  sulfonamides,  urine  examinations  were 
done  every  two  weeks.  Other  toxic  reactions 
included  maculo-papular  dermatitis  in  16 
per  cent  of  the  patients.  Desensitization 
(beginning  with  0.1  gm.  and  increasing  the 
dose  to  2.0  gm.  over  a two  month  period) 
was  successful.  Allergic  rhinitis,  headaches 
were  less  common  complaints.  Nausea  oc- 
curred in  35  per  cent,  could  be  prevented  by 
injecting  the  drug  slowly.  Acute  lepra  re- 
actions were  less  frequent  than  they  had 
been  with  any  other  previous  form  of  treat- 
ment. A few  patients  had  exacerbations  of 
iridocyclitis  followed  by  improvement. 

Of  68  patients,  most  of  whom  had  mod- 
erate or  advanced  lepromatous,  mixed  or 
nerve  leprosy,  41  (60  per  cent)  were  im- 
proved, 23  (32  per  cent)  stationary,  and 
four  (8  per  cent)  worse.  “Control”  patients 
were  definitely  in  poorer  health.  “Promin 
is  an  advance  in  the  right  direction”,  Faget 
et  al.  wrote.®’  • 

In  a follow-up  report  in  1945,  Faget  and 
Pogge  noted  “continued  improvement”  of 
the  patients  observed  earlier.  There  were 
now  137  patients  under  promin  therapy,  of 
whom  80  (58  per  cent)  were  improved. 
Those  under  treatment  less  than  six  months 
only  showed  26  per  cent  improvement. 
Those  under  treatment  showed  an  improve- 
ment rate  of  71  per  cent.  Sixty-two  patients 
on  promin  more  than  one  year  had  a rever- 
sal of  bacterial  skin  smears  from  positive 
to  negative.  Certainly,  the  authors  conclud- 
ed, the  drug  is  more  beneficial  than  any- 
thing else  tried  so  far.  Whether  its  action 
is  chemotherapeutic  remains  to  be  seen. 
Faget  (personal  communication)  believes 
25  per  cent  of  patients  will  improve  in  the 
first  year  of  promin  therapy,  50  per  cent 
in  the  second,  75  per  cent  in  the  third,  and 
100  per  cent  in  the  fourth. 

Fite  and  Gmear  studied  the  skin  biopsies 
of  patients  treated  with  promin  at  the  Car- 
ville Leprosarium.  They  reported:  “The 
important  finding  is  that  promin  appears 
to  eliminate  bacillary  infections  of  the 
blood  vessels  and  blood  stream,  thereby  pre- 
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venting  the  formation  of  new  lesions.  Those 
lesions  with  the  richest  blood  supply  show 
most  atrophy.  A more  powerful  bacterial 
agent  than  promin  appears  to  be  necessary 
for  the  chemical  destruction  of  bacilli  with- 
in tissue  cells,  and  especially  those  within 

globi.”32 

Wharton,  who  observed  great  improve- 
ment in  seven  advanced  type  lepromatous 
patients,  found  that  the  lepromatous  tissue 
after  treatment  became  fibrous  connective 
tissue.  Wharton  theorized  that  the  destruc- 
tion of  lepromatous  cells  makes  it  impossi- 
ble for  the  bacilli  to  multiply. 

Smith,  McCloskey  and  their  associates, 
ran  an  interesting  chemotherapeutic  experi- 
ment with  combined  streptomycin  and  pro- 
min in  guinea  pigs  infected  with  human 
tuberculosis.  They  calculated  the  therapeu- 
tic index  of  streptomycin  against  tubercu- 
losis to  be  ten  times  as  great  as  that  of 
promin.  By  combining  the  two  drugs,  they 
obtained  an  effect  three  times  as  great  as 
they  had  expected.  Therefore  they  wrote: 
“The  results  of  treatment  with  the  combin- 
ation of  streptomycin  and  promin  appear  to 
indicate  a synergistic  action  rather  than 
simple  summation  of  effects. This  ob- 
servation may  prove  to  be  of  interest  in 
future  investigations  on  the  effect  of  these 
drugs  in  leprosy. 

Another  sulfone  drug  now  being  used  in 
the  treatment  of  leprosy  is  diasone.  This  is 
the  disodium  formaldehyde  sulfoxylate  de- 
rivative of  diaminodiphenyl  sulfone.  It  was 
first  synthesized  in  1937.  Callomon,  in 
1943,  reported  that  it  inhibited  the  progress 
of  experimental  tuberculosis  in  guinea  pigs 
and  was  less  toxic  than  promin.  Feldman’s 
observations  were  similar.  Fetter  and 
Prenzlau  found  it  useful  in  clinical  human 
tuberculosis.  They  treated  108  patients  with 
1 gm.  per  day,  given  orally.  The  blood  levels 
averaged  2 mg.  per  cent.  Toxic  reactions 
consisted  of  headache,  malaise,  gastric  up- 
set, and  mild  anemia.  Almost  all  the  pa- 
tients “improved”,  even  those  with  far- 
advanced  tuberculosis.  Olson,  in  10  tuber- 
culous patients  treated  for  one  year,  noted 
no  improvement. 


At  the  Carville  Leprosarium,  Faget  et  ak 
began  the  use  of  diasone  in  1944.  They  be- 
gan the  treatment  with  1/3  gm.  given 
orally  three  times  a day  but  found  that 
sevei’al  patients  developed  a hematuria. 
Then  the  beginning  dose  was  reduced  to 
1 /3  gm.  per  day  and  increased  to  2/3  gm. 
in  two  weeks  and  1 gm.  in  three  to  four 
weeks.  Over  a two  and  one-half  year  period 
104  patients  were  treated,  of  whom  66  have 
been  on  diasone  six  months  or  longer. 
Seventy-four  per  cent  had  the  lepromatous 
type,  20  per  cent  mixed,  and  6 per  cent  neu- 
ral leprosy.  In  81  per  cent  the  disease  was 
moderate  to  advanced ; 24  per  cent  of  the 
patients  became  bacteriologically  negative; 
improvement  was  present  in  65  per  cent; 
questionable  improvement  in  12  per  cent, 
and  no  change  in  23  per  cent.  None  of  the 
patients  became  worse.  Treatment  had  to 
be  discontinued  in  30  per  cent  because  in- 
itial hematuria,  eczema  or  vomiting  oc- 
curred. Diasone  is  about  as  effective  as  pro- 
min in  leprosy,  according  to  Faget,  and  has 
the  advantage  of  being  an  orally  adminis- 
tered preparation.  Muir  observed  an  in- 
creased tolerance  with  continued  diasone 
administration  accompanied  by  a decreased 
bleed  level.  Perhaps,  he  suggests,  that  is 
why  anemias  occur  only  rarely  after  the 
initial  administration.  Smith,  in  1943, 
found  a’  lowering  of  threshold  of  renal  se- 
cretion of  diasone  in  experimental  animals. 
This  may  be  a factor  in  lowering  blood 
levels.  If  this  is  the  mechanism  involved  in 
lowering  the  blood  levels,  it  is  necessary  to 
find  out  what  period  of  non-administration 
is  necessary  to  restore  the  original  blood 
level. 

Promizole,  another  sulfone  drug,  2,4’- 
diamino-5  thiasolphenyl  sulfone  was  also 
tried  in  experimental  tuberculosis.  The  re- 
sults were  the  same  as  with  promin.  How- 
ever, there  were  no  toxic  reactions,  but  the 
animals’  thyroid  gland  became  diffusely  en- 
larged. Hinshaw  gave  10  to  16  gm.  per  day 
orally  to  tuberculous  patients  without  toxic 
manifestations. 

Promizole  was  introduced  at,  the  Car- 
vibe  Leprosarium  in  1945  because  it  had 
given  encouraging  results  in  skin  tubercu- 
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losis  and  also  had  been  relatively  non-toxic. 
Seven  patients  were  treated  for  one  year; 
eight  for  six  months.  The  beginning  dose 
was  0.5  gm.  three  times  a day  per  month, 
slowly  increased  to  2 gm.  three  times  per 
day.  Improvement  occurred  in  all  the  pa- 
tients, but  the  skin  smears  were  still  posi- 
tive for  bacilli.  Further  trial  is  needed  to 
evaluate  the  drug. 

ANTIBIOTICS 

Penicillin  was  tried  on  seven  patients  at 
the  Carville  Leprosarium  in  daily  doses  of 
50,000  to  100,000  units  for  one  month. 
When  no  beneficial  effects  resulted,  the 
dosage  was  increased  and  the  drug  con- 
tinued another  month.  Still,  there  was  no 
effect.  It  was  therefore  concluded  that  peni- 
cillin had  no  influence  on  leprosy.  In  trials 
in  Spain  and  Latin  America  similar  conclu- 
sions Avere  reached.  It  is,  however,  effec- 
tive in  controlling  secondary  infections. 

Waksman  and  his  associates  found  strep- 
tomycin, an  extract  from  meat-broth  (or 
corn-steep  liquor)  cultures  of  Actinomyces 
griseus,  to  inhibit  growth  of  in  vitro  cul- 
tures of  human  and  avian  tubercle  bacilli, 
in  addition  to  other  organisms.  Since  their 
report  in  1944,  several  trials  of  the  drug 
on  experimental  tuberculosis  in  guinea  pigs 
have  shown  that  the  treated  guinea  pigs 
showed  only  minimal  tuberculous  lesions 
Avhile  control  animals  had  multiple  large  le- 
sions and  usually  died.  Even  after  the  dis- 
ease had  been  allowed  to  progress  for  six 
weeks  in  one  series,  treatment  begun  at  that 
time  saved  23  out  of  25  animals,  while  17 
of  24  controls  died.  In  clinical  tuberculosis, 
streptomycin  has  so  far  proved  to  be  a 
“hopeful”  drug,  but  experience  with  it  is 
still  too  short  to  make  evaluation  possible. 
Feldman  and  Hinshaw  treated  34  patients 
with  100,000  to  150,000  S-units  intramus- 
cularly every  three  hours.  Those  patients 
with  fine,  disseminated  pulmonary  tuber- 
culosis showed  much  roentgenographic  im- 
provement after  six  to  eight  weeks.  Urinary 
tract  lesions  cleared  up  in  three  out  of  four 
instances.  Old,  fibrotic  lesions  and  cavities 
were  not  affected.  There  were  several  re- 
lapses after  cessation  of  therapy.  The  au- 


thors, therefore,  considered  the  drug  bac- 
teriostatic rather  than  bacteriacidal. 

Since  tuberculosis  and  leprosy  are  caused 
by  similar  organisms  and  have  a number  of 
pathogenic  characteristics  in  common,  it 
was  only  natural  that  streptomycin  should 
also  be  tried  in  leprosy.  Ten  patients  at  the 
Carville  Leprosarium  were  placed  on  1 gm. 
intramuscular  streptomycin  six  months  ago. 
So  far,  no  results  have  been  published.  Two 
months  ago,  on  the  writer’s  visit  to  Car- 
ville, he  was  told  that  there  had  been  slight 
shrinking  of  some  lesions  of  these  patients, 
but  no  conclusions  could  at  that  time  be 
drawn.  The  treatment,  of  course,  is  very 
expensive — about  |1000.00  per  patient  per 
month.  Only  time  will  tell  what  the  results 
will  be.  Most  of  the  patients  had  the  feeling 
of  dizziness  described  under  the  toxicity 
effects  of  streptomycin  and  one  also  had 
transient  nerve  deafness.  Several  of  these 
patients  are  being  treated  with  both  promin 
and  streptomycin. 

For  the  treatment  of  the  trophic  ulcers 
of  leprosy  a new  method  has  been  devised  at 
Carville : streptomycin  broth  culture  fil- 
trate is  applied  as  a wet  dressing  to  these 
ulcers,  and  they  have  healed, in  a few  weeks, 
whereas  leprotic  ulcers  have  always  been 
more  or  less  refractory  to  any  treatment. 
Whether  the  streptomycin  kills  secondary 
invaders  or  inhibits  the  lepra  bacilli  them- 
selves is  not  known. 

Johnson  and  Burdon  recently  reported  a 
new  antibiotic,  Eumycin,  extracted  from 
certain  strains  of  Bacillus  subtilis.  It  in- 
hibits M.  tuberculosis  cultures  (both  human 
and  avian)  in  high  dilutions.  It  is  now  being 
investigated  by  Fite  in  experimental  rat 
leprosy. 

SUaiMARY 

There  are  some  three  million  lepers  in 
the  world,  most  of  whom  are  in  India  and 
China.  The  disease  is  only  mildly  contagious 
and  is  usually  contracted  after  a long  period 
of  close  contact  with  a leprous  patient. 
Eighty  per  cent  of  lepers  come  from  a home 
in  which  a leprous  family  member  lives. 
The  incubation  is  less  than  five  years  in 
four-fifths  of  the  cases.  The  disease  is 
caused  by  the  acid-fast  bacillus,  Mycobac- 
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terium  leprae.  The  principle  clinical  types 
are  nodular  (lepromatous)  and  nervous  lep- 
rosy. The  nodular  type  is  more  severe  than 
the  nervous,  but  both  carry  an  unfavorable 
prognosis.  Tuberculosis  and  glomerulo- 
nephritis are  the  two  chief  complications  of 
leprosy. 

Prophylaxis  of  leprosy  has  traditionally 
been  conducted  chiefly  through  segregation 
of  leprous  patients,  and  voluntary  segrega- 
tion has  been  most  successful.  The  “general” 
treatment  is  the  most  important  aspect  of 
the  therapy  of  leprosy.  A diet  especially 
rich  in  proteins  and  vitamins  and  well- 
supplied  with  carbohydrates  and  fats  is  im- 
portant. Work  and  recreation  must  be  of- 
fered in  leprosy  institutions. 

Specific  drugs  are  difficult  to  evaluate 
because  the  disease  has  such  a prolonged 
course  and  sometimes  remissions.  Also, 
some  patients  exhibit  more  resistance  than 
others  and  therefore  may  even  spontane- 
ously recover. 

Chaulmoogra  oil  is  the  drug  that  has  been 
most  widely  used  in  the  treatment  of  lep- 
rosy. The  oil  is  derived  from  trees  of  the 
family  Fkicourtaceae,  in  particular  from 
the  seeds  of  Hydnocarpus  and  Taraktogenus 
species.  The  oil  formerly  was  used  orally. 
Ethyl  esters  of  the  various  fatty  acids  con- 
tained have  been  used  most  widely.  They 
are  given  intramuscularly,  subcutaneously, 
or  intradermally.  The  sodium  salts  of  these 
fatty  acids  have  also  been  injected,  especial- 
ly intravenously.  The  mode  of  action,  ac- 
cording to  some  authors,  is  due  to  the  penta- 
cycle  carbon  ring.  Rogers,  on  the  other 
hand,  thought  the  effects  were  due  to  un- 
saturation of  the  fatty  acids.  Oral  dosage 
produces  nausea  and  vomiting,  and  local 
inflammation  occasionally  follows  injection. 
The  effect  of  the  oil  on  the  disease  is  almost 
impossible  to  evaluate  from  present  reports. 
The  International  Leprosy  Congress  in  1938 
considered  chaulmoogra  oil,  and  especially 
its  ethyl  esters  “the  most  efficacious  drug” 
then  known.  No  specific  effect  was  claimed. 

Other  vegetable  and  animal  fatty  acids 
have  been  largely  discarded.  Those  used 
included  sodium  morrhuate,  oil  of  eucalyp- 
tus and  oil  of  citronella. 


Various  metal  salts  have  been  tried.  The 
frequently  positive  Wassermann  test  sug- 
gested some  relationship  to  syphilis,  later 
proved  to  be  false.  Arsenicals  were  shown 
to  be  of  no  value,  as  was  found  to  be  true 
also  of  mercurials.  The  only  antimony  com- 
pounds still  used  are  tartar  emetic  and 
fuadin,  used  to  treat  acute  lepra  fever. 
Copper  salts  have  only  been  rarely  tried. 
Paldrock  froze  the  local  lesions  with  carbon 
dioxide  snow  and  then  gave  organic  gold 
salts.  He  recommended  the  gold  salts  par- 
ticularly in  the  treatment  of  leprous  eye 
lesions.  He  claimed  to  have  obtained  nu- 
merous arrests  of  the  disease. 

Vaccines  against  leprosy  have  failed  to 
affect  the  disease  except  in  so  far  as  they 
produced  protein  reactions.  Nastin,  tuber- 
culin and  various  other  bacterial  vaccines 
are  such  substances. 

Protein  shock  has  been  produced  by  snake 
venom,  milk,  erysipelas  toxins  and  typhoid 
vaccines.  All  these  give  a more  or  less  severe 
reaction.  Any  benefit  obtained  is  derived 
from  such  reactions. 

Iodine  similarly  gives  marked  febrile  re- 
actions. 

Aniline  dyes  (mercurochrome,  brilliant 
green,  crystal  violet)  have  been  locally  ap- 
plied and  injected  intramuscijlarly.  Severe 
toxic  reactions  with  skin  rashes  and  blood 
disorders  were  frequent,  and  the  drugs  were 
discarded.  Thiamine  only  had  one  positive 
effect;  it  reduced  nerve  pain. 

In  1940,  diphtheria  toxoid  and  antitoxin 
were  acclaimed  as  specific  against  leprosy, 
but  this  was  only  a mistaken  observation. 

• Sulfone  drugs  were  first  used  in  leprosy 
in  1941.  Promin  has  been  given  to  almost 
200  patients  at  the  Carville  Leprosarium 
since  that  date,  and  the  majority  of  these 
people  had  moderately  to  far  advanced  lep- 
romatous leprosy.  The  results  over  these 
five  years  have  been  very  encouraging,  for 
almost  all  patients  showed  some  improve- 
ment and  about  40  per  cent  in  one  reported 
series  had  a reversal  of  the  skin  smear 
formerly  positive  for  lepra  bacilli.  Ad- 
vanced nodular  lesions  slowly  resolved,  and 
the  patients  noted  a generalized  improve- 
ment in  themselves.  The  drug  was  described 
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as  at  least  “the  most  beneficial  of  any  drugs 
yet  tried”.  Whether  its  action  is  chemo- 
therapeutic is  still  a moot  point.  Toxic  ef- 
fects consist  primarily  of  the  production  of 
anemia  and  more  rarely  skin  rash.  Because 
it  proved  to  be  too  toxic  when  given  orally, 
it  has  been  injected  intravenously.  Diazone 
and  promizole,  two  other  sulfone  drugs, 
have  been  given  by  mouth,  and  their  effect 
on  the  disease  was  of  about  equal  intensity 
to  that  of  promin.  The  toxic  effect  was 
principally  hemolytic  anemia,  occasionally 
skin  eruptions  and  nausea  and  vomiting. 

Several  reports  on  promin  and  diazone 
from  Latin  America  and  Africa  are  quite 
as  favorable  as  those  from  Carville. 

Streptomycin  has  been  begun  on  a small 
group  of  patients  at  Carville.  No  reports 
are  yet  available,  but  these  patients  have 
already  shown  some  regression  of  lepro- 
matous  lesions. 

CONCLUSION 

Until  1941,  only  chaulmoogra  oil  had 
withstood  the  scrutiny  of  investigators  suf- 
ficiently to  be  given  the  dubious  title  of  the 
“most  beneficial”  agent  known  against 
leprosy.  Since  then,  however,  the  sulfone 
drugs  have,  in  the  hands  of  several  groups 
of  leprologists,  taken  over  this  title.  It  now 
remains  to  be  seen  whether:  (1)  their  ac- 
tion is  specific  against  lepra  bacilli;  (2) 
they  will  cure  early  cases  of  leprosy;  (3) 
other  related  compounds  can  be  found 
whose  effect  is  more  pronounced  and/or 
specifically  chemotherapeutic;  (4)  strepto- 
mycin or  another  antibiotic  yet  to  be  dis- 
covered will  be  specific.  It  is  certain  that, 
though  caution  is  necessary  in  ascribing 
antileprotic  qualities  to  any  drug,  these 
recent  developments  of  sulfones  and  anti- 
biotics bring  to  the  fore  real  possibilities 
that  a true  chemotherapeutic  agent  may 
soon  be  discovered. 
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FOOD  CONSERVATION 
The  medical  profession  has  been  solicited 
to  lend  its  support  in  the  President's  pro- 
gram to  conserve  food  in  our  Country  in 
order  that  the  hungry  and  destitute  people 
of  Europe  may  be  fed. 

The  prime  problem  and  duty  of  the  doc- 
tors is  scientifically  to  assist  and  direct 
their  patients  and  their  families  in  trying 
to  maintain  a diet  sufficient  in  calories  and 
vitamins  to  sustain  the  individual  in  a 
healthy  condition.  The  question  of  substi- 
tions  for  the  meatless  Tuesdays  and  fowl- 
less Thursdays  will  need  the  dietary  assist- 


ance of  physicians  and  allied  groups.  Re- 
ligious fasting  and  ab.stinence  have  accus- 
tomed most  of  our  people  to  such  a regime. 
Therefore  to  maintain  this  new  order  should 
not  be  such  a difficult  problem.  We  phy- 
sicians should  put  forth  the  proper  effort 
to  assist  in  the  successful  handling  of  this 
regrettable  emergency. 

0 

STATE  HOSPITAL  SURVEY  AND 
EXPANSION  PROGRAM 
In  order  to  comply  with  the  Hill-Burton 
Bill  for  survey  and  expansion  of  needed  hos- 
pital facilities,  the  Governor  of  our  State 
has  caused  to  be  set  up  a working  commit- 
tee to  make  a survey.  This  committee  has 
been  very  busy  for  several  months  and  it 
is  understood  that  a tentative  program  has 
been  perfected.  The  State  Board  of  Insti- 
tutions has  been  designated  as  the  certify- 
ing agency  for  Louisiana.  At  a recent  pub- 
lic meeting  of  interested  agencies  to  hear 
objections  to  the  proposed  draft  of  plans, 
an  inherent  danger  was  brought  forth.  This 
is  the  possibility  of  establishment  of  a po- 
litical bureaucracy  in  the  state,  which  would 
control  selection  of  the  location,  define  the 
needs  and  supervise  the  expansion  of  pri- 
vately owned  hospitals  as  well  as  state  in- 
stitutions. It  can  well  be  understood  what 
a distinct  disadvantage  would  accrue  if  this 
is  a fact  and  the  injustice  which  would  be 
inflicted  upon  physicians  or  lay  people  who 
own  private  hospitals  and  who  would  like 
to  improve  and  expand  their  facilities  by 
taking  advantage  of  the  provisions  of  the 
Hill-B  ur  con  Bill,  and  then  have  the  disap- 
proval of  the  certifying  bureau,  a political 
agency  of  the  state.  The  great  need  for  im- 
provement in  hospital  and  medical  services 
should  prompt  the  supplying  of  proper  safe- 
guards to  prevent  such  from  happening  and 
thus  assume  an  equitable  supervision  and 
assistance  for  these  great  humanitarian 
needs,  free  from  any  political  strategy.  It 
is  hoped  that  the  certifying  agency  will  be 
conscious  of  such  probable  hardships  and 
give  their  assurance  to  the  end  that  same 
will  be  prevented. 
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WE  MUST  BE  VIGILANT 
In  the  October  issue  of  the  Journal  under 
the  Organization  Section  there  appeared  an 
appraisal  of  the  recent  report  of  the  Sub- 
committee of  the  Committee  on  Expendi- 
tures in  the  Executive  Departments,  House 
of  Representatives,  Forest  A.  Harness, 
Chairman.  There  were  cited  in  this  report 
six  agencies  or  bureaus  of  the  Federal  Gov- 
ernment which  were  alleged  to  have  spent 
illegally  federal  funds  for  the  promotion  of 
“Health  Workshops”  in  various  places  of 
the  U.  S.  for  the  purpose  of  fighting  for 
Federalization  of  Medicine.  The  same 
group  of  individuals  who  for  years  have 
been  fighting  for  the  Wagner-Murray-Din- 
gell  Bills,  was  again  performing  in  these 
workshops  by  lending  aid  and  their  pres- 
ence to  these  meetings.  What  an  expose! 
It  really  lifted  the  iron  curtain  and  exposed 
their  activities.  This  same  group  of  pro- 
ponents of  national  health  insurance,  al- 
though having  so  far  failed  to  reach  their 
objective  in  this  country,  tried  in  every  way 
to  have  a similar  piece  of  legislation  made 
into  law  in  Hawaii.  Thanks  to  a diligent 
and  strong  medical  profession  these  plans 
back-fired  and  again  failed.  Do  you  think 
they  ceased  their  efforts  to  promote  govern- 
ment insurance?  Not  by  any  means.  They 
proceeded  to  tighten  up  their  belts  and  by 
alleged  devious  means  secured  a request 
for  them  to  go  to  Japan  as  supposed  Con- 
sultants to  General  Mac  Arthur  (without 
knowledge  of  Army  officials)  on  health  and 
medical  expansion.  From  correspondence 
intercepted  it  was  learned  that  their  chief 
function  was  to  establish  governmental 
health  insurance  for  Japan,  a defeated  and 
prostrate  nation.  They  thus  proposed  to 
help  reconstruction  on  a plan  which  is  not 
now  applicable  to  the  United  States.  How 
ironical!  Read  what  Representative  Har- 
ness says  in  a letter  to  Representative  John 
Faber,  Chairman  of  Committee  on  Appro- 


priations, House  of  Representatives,  as 
follows : 

“I  deem  it  proper  to  bring  this  matter  to 
your  attention  because  it  appears  to  me  to 
involve  a question  of  legislative  policy  for 
the  consideration  of  the  Appropriations 
Committee.  All  members  of  this  mission  are 
permanent  full-time  employees  of  the  fed- 
eral government  and  are  well  known  in  the 
United  States  for  their  persistent  agitation 
for  a national  system  of  socialized  medi- 
cine to  be  achieved  through  a program  of 
compulsory  health  insurance.  The  members 
of  the  mission  are : 

“Joseph  W.  Mountain,  Associate  Chief, 
Bureau  of  States  Services,  U.  S.  Public 
Health  Service;  Burnet  M.  Davis,  Surgeon, 
U.  S.  Health  Service;  Barkev  S.  Sanders, 
Chief,  Health  Studies  Division,  Bureau  of 
Research  and  Statistics,  Social  Security  Ad- 
ministration, and  Frances  A.  Staten,  As- 
sistant Regional  Director  for  Management, 
Federal  Public  Housing  Authority. 

“This  mission  departed  for  Tokyo  on  Au- 
gust 28,  1947.  We  are  informed  that  at  a 
later  date  the  mission  will  be  expanded  to 
include  Mr.  Arthur  J.  Altmeyer,  Commis- 
sioner of  the  Social  Security  Administra- 
tion; Mr.  Wilbur  Cohen,  Assistant  Direc- 
tor of  the  Bureau  of  Research  and  Statis- 
tics, and  possibly  Mr.  I.  S.  Falk,  Director 
of  the  Bureau  of  Research  and  Statistics.” 

From  this  record  we  find  the  same 
groups,  bureaus  and  individuals  at  work 
which  have  been  so  prominent  in  the  past  in 
supporting  governmental  insurance  in  our 
country.  We  must  therefore  continue  to  edu- 
cate our  physicians,  members  of  Congress, 
and  the  public — how  subtle  and  low  these 
determined  employees  of  the  government 
will  stoop  to  reach  their  goal.  They  have 
millions  and  the  government  behind  them. 
We  must  develop  courage  and  determina- 
tion to  press  our  cause,  for  right  is  might! 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


THE  ACTIVITIES  OF  THE  WASHING- 
TON OFFICE  OF  THE  A.M.A.* 

JOS.  A.  LAWRENCE,  M.  D.f 

For  the  director  of  the  Washington 
Office,  the  day  always  begins  with  his  scan- 
ning the  morning  papers — The  Washington 
Post,  before  and  during  breakfast;  and  The 
New  York  Times,  in  the  trolley,  on  his  way 
to  the  office.  The  numerous  news  reporters, 
continually  swarming  through  the  Congres- 
sional halls  and  offices  in  their  zealous 
search  for  news,  uncover  many  doings  and 
frequently  discover  early  leads  of  actions 
contemplated  by  the  Government  divisions. 
The  columnists’  contributions  must  be 
scanned  for  references  that  may  be  made 
to  proposed  or  pending  health  bills ; also 
the  column  that  reports  what  happened  in 
Congress  yesterday,  and  is  to  happen  to- 
day, must  be  carefully  read,  and  the  names 
of  the  visitors  who  called  on  the  president, 
noted.  The  morning  mail  which  arrives  at 
the  office  brings,  in  addition  to  correspond- 
ence, reports  from  two  legislative  reportori- 
al  services  and  the  Congressional  Record. 
Each  in  its  way — and  they  differ  somewhat 
in  their  fields  of  interest — will  tell  what 
happened  “on  the  hill”  the  day  before,  and 
what  the  several  calendars  carry  for  today. 
We  are  particularly  interested  in  learning 
whether  any  committees  will  hold  hearings 
during  the  day  on  bills  we  are  following 
and,  if  so,  when  they  will  begin  and  the 
rooms  in  which  they  will  be  held.  The  three 
legislative  services  report  by  title  and  num- 
ber, the  bills  which  were  introduced  in  both 
houses  the  day  before,  and  by  whom  spon- 
sored. We  study  the  list  and  check  those  to 
be  followed  and  those  to  be  read  carefully. 
The  same  mail  will  bring  printed  copies  of 
the  bills  introduced  two  days  previously, 

‘■'Read  before  the  Southern  Regional  Conference 
of  the  A.M.A.,  New  Orleans,  October  23,  1947. 

t Director,  Washington  Office  of  the  Council  on 
Medical  S.rvice  of  the  A.M.A. 


and  such  committee  reports  as  were  re- 
leased by  the  Government  Printing  Bureau. 
We  have  a contract  with  the  Bureau  to  send 
to  the  office  a copy  of  every  bill,  report,  or 
resolution  as  soon  as  it  is  printed. 

After  hastily  scanning  the  mail,  it  is 
turned  over  to  the  director’s  assistant  to 
study  more  carefully,  while  the  director 
hurries  to  the  Capitol  or  respective  office 
building,  to  attend  such  hearing  as  may  be 
scheduled.  Hearings  usually  begin  prompt- 
ly at  10:00 — occasionally  one  may  be  ad- 
vanced to  9:30 — and  terminate  at  12:00 
noon,  at  which  time  the  two  Houses  con- 
vene. If  the  hearing  is  a very  important  one 
and  cannot  be  terminated  by  noon,  the 
Chairman  may  ask  permission  of  the  re- 
spective House  to  continue  during  the  after- 
noon. If  permission  is  granted,  it  is  with  the 
understanding  that  the  members  will  come 
to  the  Chamber  if  a roll  call  or  vote  is 
demanded. 

In  the  afternoon,  we  take  up  our  work  in 
the  office — attending  to  our  correspond- 
ence, reading  and  studying  the  bills,  resolu- 
tions and  reports  that  were  received.  We 
must  be  prepared  at  all  times — but  particu- 
larly in  the  afternoon.s — to  answer,  with  the 
proper  information,  such  telephone  calls  as 
may  come  from  the  Congressmen  or  their 
secretaries  (especially  the  secretaries  of 
committees  considering  bills  in  which  we 
are  interested)  for  occasionally  a Congress- 
man will  leave  the  chamber  while  a bill  is 
being  discussed  and  call  us  for  some  spe- 
cific information  that  he  may  need  for  the 
debate.  Some  afternoons  we  call  at  the  com- 
mittee rooms  and  discuss  with  the  secre- 
taries our  attitude  on  bills  they  are  consid- 
ering. We  like  to  hear  from  the  introducer 
of  a health  bill  what  he  considers  the  spe- 
cial merits  of  the  bill  he  is  sponsoring  and 
arrange  to  call  upon  him  at  his  office  in  the 
morning  before  ten  or  in  the  afternoon, 
either  in  his  office  or  by  calling  him  from 
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the  floor,  as  he  may  prefer.  At  their  con- 
venience, we  call  upon  each  member — be- 
ginning with  the  chairman — of  the  commit- 
tees considering  our  bills,  for  the  purpose 
of  discussing  the  merits  and  scope  of  the 
several  bills  referred  to  them.  These  calls 
usually  result  in  our  being  asked  to  pi’ovide 
them  with  specific  information^  relative  to 
the  professional  aspects  of  the  bills  under 
discussion.  We  attend  the  sessions  of  the 
respective  Houses  when  health  bills  are  on 
the  calendar  for  action. 

Our  attendance  at  hearings  given  health 
bills  is  very  essential.  Witnesses  wishing  to 
testify  at  hearings  are  required  to  submit 
to  the  clerk  of  the  committee,  several  days 
in  advance  of  the  date  set  for  the  hearing, 
seventy-five  written  copies  of  their  state- 
ments, in  order  that  each  member  may  have 
a copy  to  study  in  advance  of  the  time  it 
is  presented.  Extra  copies  are  provided  for 
distribution  to  the  press,  and  others  on  the 
day  of  the  hearing.  These  statements  will 
all  be  printed  eventually  in  the  report  of 
the  hearings,  but  we  immediately  sum- 
marize each  one  or  excerpt  important  para- 
graphs and  report  them  in  our  bulletin,  to- 
gether with  notes  we  collected  while  the 
hearing  was  in  progress. 

During  the  session,  the  office  issues  a 
bulletin  at  intervals  of  about  ten  days,  in 
which  is  reported  to  a mailing  list  of  over 
1500  persons  (mostly  physicians)  and  or- 
ganizations, the  new  bills  introduced  in 
the  interval,  such  action  as  may  have  been 
taken  on  any  bills  previously  reported,  and 
the  dates  when  hearings  and  conferences 
are  to  be  held.  Special  bulletins  are  issued 
as  necessary,  in  which  are  reported  ac- 
counts of  the  hearings. 

The  Council  has  felt  that  there  should  be 
expressed  in  the  bulletin,  when  important 
bills  are  reported,  a statement  of  approval 
or  disapproval,  with  explanatory  reasons ; 
and,  at  its  request,  the  Board  of  Trustees 
has  appointed  a committee  which  will  study 
each  bill  and  instruct  the  director  of  the 
Washington  Office  as  to  the  desirability 
of  such  legislation.  These  instructions  will 
be  promptly  reported  in  the  bulletin  so  that 
they  may  be  used  as  a basis  for  conversa- 


tion between  a physician  and  his  Congress- 
men. 

In  the  office,  a very  careful  file  is  kept 
for  each  bill  reported  in  the  bulletin.  All 
correspondence  relating  to  it  and  its  subject 
matter,  together  with  committee  reports, 
newspaper  clippings,  and  reports  of  dis- 
cussions on  the  floor,  are* filed  in  one  pock- 
et and  kept  up  to  the  minute.  A cross  index 
is  maintained  so  that  each  bill  is  catalogued 
chronologically  as  introduced,  as  well  as 
by  subject  and  by  name  of  introducer  and 
sponsors.  A file  is  also  kept  in  which  is  re- 
corded the  name  of  each  Congressman,  his 
state,  office  number,  names  of  committees 
or  commissions  of  which  he  is  a member, 
the  bills  he  has  introduced  that  interest  us, 
and  his  announced  attitude  on  health  sub- 
jects. This  information  is  also  cross  in- 
dexed, according  to  subject  matter  of  bills 
introduced. 

So  much  for  Congress  and  its  relations, 
but  our  work  does  not  stop  there.  A more 
or  less  close  relationship  is  maintained  with 
all  of  the  Government  Departments  and  Bu- 
reaus that  are  engaged  in  administering 
the  health  and  social  security  laws.  The  of- 
fice receives  regularly  the  newspaper  re- 
leases and  publicity  material  distributed  by 
many  of  the  Government  departments,  es- 
pecially that  issued  by  the  Veterans’  Ad- 
ministration, the  Federal  Security  Agency, 
and  the  several  branches  of  the  U.S.P.H.S. 

Government  officials  occasionally  wish 
to  discuss  problems  of  medical  care  or  pub- 
lic health  with  us.  . 

Recently,  representatives  of  the  , Civil 
Aeronautics  Administration  sought  advice 
relative  to  revising  the  physical  require- 
ments demanded  of  applicants  for  a pilot’s 
license.  There  is  general  agreement  among 
the  members  of  the  Administration  that  an 
applicant  for  a license  to  fly  commercially 
should  pass  a rigorous  examination,  but 
they  are  not  agreed  that  an  applicant  who 
wishes  to  fly  his  own  plane  only  should  be 
required  to  pass  the  same  examination,  as 
one  who  aims  to  fly  commercial  planes. 
More  time  is  required  to  learn  to  fly  a plane 
than  to  operate  an  automobile  and  in  this 
learning  period  physical  weakness  in  the 
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applicant  is  likely  to  be  discovered  and  re- 
ported by  the  pilot  giving  the  lessons; 
hence,  if  a student  is  passed  by  his  pilot, 
it  may  be  assumed  he  can  be  considered 
physically  fit  at  least  to  fly  his  own  plane. 
No  decision  has  been  reached  on  this  point 
as  yet  by  the  Commission. 

The  medical  staffs  of  the  Army,  Navy 
and  Veterans’  Administration  seek  assist- 
ance in  problems  of  public  relations  arising 
from  their  contacts  with  civilian  members 
of  the  profession.  A most  annoying  prob- 
lem before  the  Veterans’  Administration  at 
present  is — how  to  guarantee  the  veterans 
topnotch  care  in  those  states  where  chiro- 
practors are  licensed  and  insist  upon  being 
included  in  the  treatment  program. 

This  problem  is  most  complicated  in 
eleven  states,  where  schools  teaching  chiro- 
practic have  been  approved  by  the  proper 
authorities  for  cooperation  in  the  Veterans’ 
Education  Program.  Not  one  of  these 
schools,  so  far  as  we  are  informed,  is  a part 
of  any  recognized  educational  institution. 
They  are  all  commercially  conducted.  How- 
ever, approval  by  the  state’s  agency  gives 
them  a status  which  will  justify  their  grad- 
uates in  seeking  licensure  to  practice  in  the 
state,  and  also  authority  to  partake  in  the 
Government  program  for  providing  medi- 
cal care  for  veterans.  It  will  be  very  dif- 
ficult, because  of  the  emotional  aspect,  for 
other  states,  where  chiropractors  are  not 
licensed  to  practice,  to  deny  these  veterans 
the  right  to  practice  in  their  jurisdictions, 
if  they  seek  it.  Chiropractic  seems  to  have 
achieved  a legal  status  without  scientific 
justification. 

Leading  labor  unions  have  their  head- 
quarters in  Washington,  and  we  have  been 
invited  to  conferences  when  they  have  medi- 
cal matters  under  consideration.  Just  re- 
cently we  have  assisted  Doctor  Martin,  of 
the  Council  on  Medical  Service,  in  arrang- 
ing conferences  with  representatives  of  the 
United  Mine  Workers  Union  regarding  im- 
provement in  the  medical  service  rendered 
miners  in  the  bituminous  coal  region. 

Senator  Byrd,  several  years  ago,  con- 
ducted a survey  of  the  Government  Depart- 
ments, Bureaus  and  Agencies  and  reported 


finding  thirty-four  of  them  carrying,  in 
their  annual  budgets,  some  appropriation 
for  health  work.  Since  then,  a few  have 
abandoned  their  health  activities  but  most 
persist.  We  are  gradually  informing  our- 
selves of  the  activities  conducted  with  those 
various  funds. 

The  Congress,  this  year,  authorized  the 
appointment  of  a Commission  to  make  an 
investigation  of  the  various  bureaus,  divi- 
sions and  agencies  of  the  Executive  Depart- 
ment of  the  Government,  for  the  purpose 
of  ascertaining  the  extent  to  which  over- 
lapping of  funds  and  activities  occur  and, 
within  the  last  month.  Pres.  Truman  has 
announced  the  personnel  of  the  Commission. 
It  is  to  be  headed  by  Ex-President  Hoover, 
who  has  temporarily  established  his  resi- 
dence in  Washington  so  as  to  give  the  work 
his  full  attention. 

The  correspondence  of  the  office  is  very 
heavy  during  the  time  the  Congress  is  in 
session.  We  have  many  inquiries  from 
state,  county  and  auxiliary  society  legis- 
lative chairmen  for  information  concerning 
reported  bills  and  for  copies  of  bills  or  re- 
ports. Communications,  in  the  form  of  sug- 
gestions and  requests  for  information  or 
material,  are  very  welcome  and  with  rare 
ejxception  acknowledged  and  suppliesd  on 
the  day  received.  Also,  answering  the  tele- 
phone calls,  both  local  and  long  distance, 
absorbs  a good  part  of  every  day. 

Physicians  visiting  Washington  usually 
call  at  the  office  either  to  visit  or  for  as- 
sistance. Physicians  are  invited  to  make  it 
their  headquarters  and  avail  themselves  of 
its  facilities. 

The  Washington  Office  aims  to  be  a 
source  of  information  and  a liaison  between 
the  Congress  and  the  profession;  and,  in 
order  to  accomplish  this  aim,  it  was  deemed 
wise  to  register  under  the  Lobbying  Act. 
There  are  more  than  twenty  agencies  and 
individuals  registered  under  the  Act  as  in- 
terested in  legislation  relating  to  health  ac- 
tivities. This  is  not  the  largest  lobby,  but 
it  is  significant  of  the  interest  health  legis- 
lation commands  throughout  the  country. 
Most  of  these  representatives  have  estab- 
lished permanent  offices  in  the  city. 
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And  now — a word  with  regard  to  the 
legislation  we  are  following.  Of  the  7,289 
(2108  S. — 5181  H.  R.)  bills  and  resolutions 
introduced  in  the  two  Houses  of  this,  the 
80th  Congress,  132  (51  S. — 81  H.  R.)  were 
selected  as  of  interest  to  our  profession.  Of 
this  number,  only  fifty-six  were  advanced 
to  the  stage  of  hearings,  and  forty  of  these 
were  reported  out  of  committee  to  their  re- 
spective chambers  for  passage,  of  which 
eight  were  passed  by  both  Houses  and  have 
become  a part  of  our  Public  Laws  except 
for  one  (S.  526)  which  was  vetoed  by  the 
President.  Those  not  acted  upon,  either  by 
the  reference  committees  or  by  the  respec- 
tive Houses,  may  be  taken  up  by  the  Con- 
gress when  it  reconvenes  in  January. 

A bill  (S.  140)  which  would  create  a De- 
partment of  Health,  Education  and  Security 
with  Cabinet  stature  reached  the  floor  of 
the  Senate,  but  was  not  debated  before  the 
Senate  recessed.  This  bill,  after  further 
amendment,  may  be  enacted.  Hearings  were 
in  progress  on  the  Senate  side,  on  the  two 
medical  service  bills  (S.  545 — S.  1320), 
They  will  be  concluded  in  the  next  session 
and  the  committee  will  decide  upon  some 
course  of  action  in  their  regard.  Several 


other  highly  socialistic  bills  demanding  our 
very  close  watch  are : 

S.  1679 — Broaden  Social  Security — Mur- 
ray. 

S.  1714 — Maternal  and  Child  Health 
Services — Pepper. 

S.  1734 — Unemployment  Cash  Sick  Ben- 
efits— Murray. 

H.  R.  1980 — Medical  Care  for  School 
Children — Howell. 

The  64  dollar  question  is : Will  this  Con- 
gress pass  a compulsory  health  insurance 
bill?  Your  guess  is  probably  as  good  as  any 
other,  but  it  can  be  safely  said  that  it  will 
not  pass  any  of  the  present  bills  in  the  form 
they  are  now. 

Adequate  medical  care  is  of  such  undis- 
puted importance  that  Congressmen  will 
consider  any  plan  that  promises  to  make 
it  more  available  to  the  entire  population. 
The  feeling  seems  to  be  extending  that  if 
voluntary  prepayment  plans  can  do  the 
work,  they  should  be  given  the  opportunity. 
At  any  rate,  there  seems  to  be  unanimous 
agreement  that  any  medical  service  plan 
will  function  best  when  organized  on  a 
state  or  community  basis. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


SECOND  DISTRICT  MEDICAL  SOCIETY 
On  Thursday,  October  16  a group  of  New  Or- 
leans physicians  who  have  participated  in  pro- 
grams of  the  Second  District  Medical  Society  and 
have  been  honored  py  that  group,  were  hosts  to 
members  of  the  District  Society  and  their  wives  at 
a dinner  at  Antoine’s.  All  present  had  a most  en- 
joyable time  and  it  is  felt  that  Dr.  Edmund  Con- 
nely,  who  arranged  for  the  dinner,  and  Dr.  J.  T. 
O’Ferrall,  who  presided  on  the  occasion,  should  be 


congratulated  on  the  pleasant  evening  furnished. 
Similar  dinners  have  been  given  in  past  years  and 
by  the  interest  manifested  should  be  continued  in 
the  future. 


SEVENTH  DISTRICT  MEDICAL  SOCIETY 
On  September  20  the  annual  fall  conference  of 
the  medical  society  of  the  Seventh  Congressional 
District  was  held  in  Lake  Charles.  The  program 
for  this  conference  was  outstanding  with  such  men 
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as  Dr.  Walter  Grady  Reddick,  Dr.  0.  B.  Gober, 
Dr.  Hampton  C.  Robinson,  Dr.  Arild  E.  Hansen, 
and  Dr.  Marvin  P.  Knight,  all  of  Texas,  pai'tici- 
pating.  In  addition  Dr.  Champ  Lyons  spoke  on 
“Management  of  Thermal  Burns”,  Dr.  Richard  W. 
Vincent  on  “Plastic  Surgery  in  Treatment  of 
Burns”,  Dr.  Joseph  S.  D’Antoni  on  “Diagnosis  and 
Treatment  of  Amebiasis”,  Dr.  John  Adriani  on 
“Obstetrical  Anesthesia  with  Special  Emphasis  on 
Saddle  and  Spinal  Anesthesia”  and  Dr.  Conrad  G. 
Collins  on  “Ovarian  Pathology  and  Indications  foi’ 
Surgical  Intervention”.  The  meeting  was  pre- 
sided over  by  Dr.  J.  J.  Stagg,  Jr.,  President  of  the 
Seventh  District  Society  and  Dr.  J.  Y.  Garber, 
President  of  the  Calcasieu  Parish  Medical  Society, 
extended  greetings  to  members  and  guests  present. 

At  an  informal  dinner  held  at  the  Lake  Charles 
Country  Club  Dr.  Gilbert  C.  Anderson,  President 
of  the  State  Society,  gave  an  address  and  brief 
talks  were  made  by  Dr.  P.  H.  Jones,  First  Vice- 
President  of  the  State  Society,  and  Dr.  Claude 
Martin,  Councilor  of  the  Seventh  District. 

The  committees  on  arrangement  for  this  meeting 
are  indeed  to  be  commended  for  the  excellent  pro- 
gram planned.  It  is  very  seldom  that  so  many 
outstanding  speakers  are  secured  for  a one  day 
meeting  and  it  is  felt  that  all  in  attendance  profit- 
ed a great  deal  from  a scientific  standpoint  and 
had  a most  enjoyable  time  socially. 

It  would  no  doubt  be  well  for  other  district  so- 
cieties in  the  state  to  follow  the  example  set  by  the 
Seventh  District  Society  in  having  an  annual  con- 
ference of  this  type. 


LAFOURCHE  VALLEY  MEDICAL  SOCIETY 
A meeting  of  the  Lafourche  Valley  Medical  So- 
ciety was  held  at  Grand  Isle  on  September  13  and 
14.  This  meeting  included  a scientific  program,  a 
dinner  and  other  social  activities  and  was  greatly 
enjoyed  by  all  present.  It  is  hoped  that  the  doc- 
tors of  this  section  who  failed  to  attend  will  be 
able  to  do  so  when  another  such  opportunity  is  pre- 
sented. 


WASHINGTON  PARISH  MEDICAL  SOCIETY 
The  Washington  Parish  Medical  Society  was  re- 
cently reorganized  at  a meeting  held  for  this  pur- 
pose in  Bogalusa.  Dr.  R.  R.  Ward  was  elected 
president  of  the  group.  Dr.  R.  D.  Fornea,  vice-pres- 
ident and  Dr.  C.  W.  Crain,  secretary. 


WEBSTER  PARISH  MEDICAL  SOCIETY 
At  a meeting  of  the  Webster  Parish  Medical  So- 
ciety, held  in  Minden  on  September  30,  Dr.  C.  R. 
Reed,  Jr.,  of  Shreveport,  gave  a talk  on  “Diagnosis 
and  Treatment  of  Cervical  Fractures  and  Disloca- 
tions”. Dr.  J.  P.  Sanders,  also  of  Shreveport,  ad- 
dressed the  group  outlining  the  aims  and  purposes 
of  the  American  Academy  of  General  Practice. 


PARISH  MEETINGS  OF  LOUISIANA  FARM 
BUREAU 

Members  of  the  State  Society  are  urged  to  at- 
tend meetings  which  are  called  by  the  Louisiana 
Farm  Bureau  in  various  parishes  throughout  the 
state  for  discussion  of  medical  service  for  rural 
areas.  Our  cooperation  has  been  r^uested  and 
unless  physicians  are  alert  and  actively  interested 
in  this  subject  there  may  be  an  attempt  by  some 
agencies  toward  socialization  of  this  type  of  prac- 
tice. 


BURCH  TO  HEAD  TULANE  DEPARTMENT 
OF  MEDICINE 

Dr.  George  Edward  Burch,  associate  professor 
of  clinical  and  experimental  medicine  in  the  School 
of  Medicine  at  Tulane  University,  has  been  ap- 
pointed Cbairman  of  the  Department  of  Medicine 
and  professor  of  medicine  at  the  University,  to 
succeed  Dr.  John  H.  Musser  who  served  as  head  of 
the  Tulane  Medical  Department  for  the  past  23 
years. 

Dr.  Burch  is  a native  of  Edgard,  Louisiana  and 
graduated  from  the  Tulane  Medical  School  in  1933 
receiving  his  Master  of  Science  degree  from  the 
University  in  1934.  In  1935  he  was  appointed  in- 
structor of  medicine  at  Tulane  and  was  named  as- 
sociate professor  of  medicine  in  1943. 

Research  in  the  use  of  radio-active  tracers  in 
heart  diseases  earned  for  Dr.  Burch  the  American 
Medical  Association’s  gold  medal  award  for  the 
most  original  exhibit  at  the  annual  meeting  held  in 
Atlantic  City  last  June.  The  exhibit  illustrated 
the  use  of  radio-active  sodium  in  the  study  of  con- 
gestive heart  failure. 

Formerly  on  the  staff  of  the  hospital  of  the 
Rockefeller  Institute  for  Medical  Research  and 
consultant  in  medicine  (cardiovascular)  to  the 
Surgeon  General  of  the  United  States  Army,  Dr. 
Burch  is  at  present  senior  visiting  physician  at 
Touro  Infirmary  and  Charity  Hospital  in  New 
Orleans.  He  is  also  consultant  in  cardiovascular 
diseases  at  Ochsner  Clinic. 

The  Louisiana  State  Medical  Society  wishes  to 
extend  to  the  Tulane  University  and  to  Dr.  Burch 
its  felicitations  on  this  appointment. 


Dr.  Roy  Carl  Young,  of  Covington,  presented  a 
paper  on  “Clinical  Observations  on  the  Treatment 
of  the  Alcoholic”  at  the  Southern  Psychiatric  As- 
sociation Meeting  in  Birmingham,  on  October  13 
and  14. 


SOUTHERN  MEDICAL  ASSOCIATION 
MEETING 

The  1947  meeting  of  the  Southern  Medical  As- 
sociation to  be  held  in  Baltimore  November  24-26 
will  no  doubt  be  one  of  the  most  interesting  and 
profitable  meetings  held  by  this  organization.  The 
meeting  this  year  will  be  concentrated  into  three 


Louisiafia  State  Medical  Society  Netvs 


247 


days  instead  of  thi’ee  and  one-half.  Registration 
will  open  Monday  morning,  November  24  and  the 
scientific  program  for  that  day  will  be  conducted 
by  the  local  profession.  Meetings  of  the  21  sec- 
tions of  the  Association  will  be  held  on  Tuesday 
and  Wednesday,  November  25  and  26.  Following 
is  synopsis  of  the  clinical  sessions  and  sections  for 
this  meeting : 

Monday,  November  24.  Forenoon  and  afternoon 
— General  Clinical  Sessions,  Baltimore  Day,  medi- 
cine, surgery,  and  ophthalmology  and  otolaryngol- 
ogy, presentations  by  physicians  of  Baltimore.  A 
General  Public  Session  will  be  held  at  the  Lyric 
Theater  on  Monday  evening. 

Tuesday,  November  25.  Forenoon — Section  on 
Gastroenterology,  Section  in  Neurology  and  Psy- 
chiatry, Section  on  Orthopedic  and  Traumatic  Sur- 
gery, Section  on  Urology,  Section  on  Industrial 
Medicine  and  Surgery,  and  Section  on  Medical  Edu- 
cation. Afternoon — Section  on  Medicine,  Section 
on  Ophthalmology  and  Otolaryngology,  Section  on 
Surgery,  Section  on  Obstetrics,  Section  on  Physical 
Medicine,  and  Section  on  Public  Health.  A Gen- 
eral Public  Session  featuring  the  address  of  the 
President  followed  by  the  President’s  Reception  and 
Ball  will  be  at  the  Lord  Baltimore  Hotel  on  Tues- 
day evening. 

Wednesday,  November  26.  Forenoon — Section  on 
Pediatrics,  Section  on  Dermatology,  Section  on 
Radiology,  Section  on  Gynecology,  and  Section  on 
Anesthesiology.  Afternoon — Section  on  General 
Practice,  Section  on  Allergy,  Section  on  Pathology, 
Section  on  Proctology,  and  Section  on  Ophthalmol- 
ogy and  Otolaryngology. 


ALLERGISTS  TO  MEET 
The  American  Academy  of  Allergy  will  hold  its 
annual  convention  at  Hotel  Jefferson,  St.  Louis, 
Missouri,  December  15-17  inclusive.  All  physicians 
interested  in  allergic  problems  are  cordially  in- 
vited to  attend  the  sessions  as  guests  of  the 
Academy  by  registering  without  payment  of  fee. 
The  program,  the  scientific  and  technical  exhibits 
have  been  arranged  to  cover  a wide  variety  of  con- 
ditions where  allergic  factors  may  be  important. 
Papers  will  be  presented  dealing  with  the  latest 
methods  of  diagnosis  and  treatment  as  well  as  the 
results  of  investigation  and  research.  Round  table 
conferences  will  be  held  on  Monday  afternoon,  De- 
cember 15.  Advance  copies  of  the  program  may 
be  obtained  by  writing  to  the  Chairman  on  Ar- 
rangements, Charles  H.  Eyermann,  M.  D.,  634 
North  Grand  Boulevai’d,  St.  Louis,  Missouri. 


RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA 

The  thirty-third  annual  meeting  of  the  Radio- 
logical Society  of  North  America  will  be  held  at  the 
Hotel  Statler  in  Boston,  November  30-December  5. 
The  meeting  will  open  with  registration  on  Sunday 
and  the  general  session  on  Monday  will  include  a 


symposium  on  the  Economics  of  Medicine.  Nu- 
merous papers  pertaining  to  the  latest  advances  in 
x-ray  diagnosis  and  treatment  will  be  delivered  by 
members  of  the  society  each  afternoon.  On  Wed- 
nesday morning  symposia  on  pediatric  roentgen- 
ology and  on  radioactive  iodine,  which  is  used  in  the 
treatment  of  cer’tain  thyroid  conditions,  will  be 
held. 


AMERICAN  COLLEGE  OF  SURGEONS 
The  following  members  of  the  Louisiana  State 
Medical  Society  were  accepted  into  fellowship  of 
the  American  College  of  Surgeons  at  the  thirty- 
third  convocation  of  the  College  held  in  New  York 
on  September  12:  Drs.  John  A.  Colclough,  Daniel 
W.  Goldman,  Alfred  B.  Longacre,  Melvin  D. 
Steiner  and  Max  Suter;  all  of  New  Orleans. 


HOMETOWN  MEDICAL  CARE  PLAN  FOR 
VETERANS 

On  November  6,  just  preceding  the  secretaries 
and  editors  conference  in  Chicago  there  will  be 
held  by  the  A.  M.  A.  a session  for  discussion  of 
the  Hometown  Medical  Care  Plan  for  Veterans  at 
present  in  effect  in  many  states.  At  this  meeting 
will  be  considered  the  questions  of  How  is  the  plan 
working?;  What  are  the  difficult  problems  in- 
volved?; and  Where  and  why  should  changes  be 
made  in  the  program? 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  next  written  examination  (Part  I)  for  all 
candidates  will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Friday,  February  6, 
1948  at  2:00  p.  m.  Candidates  who  successfully 
complete  the  Part  I examination  proceed  auto- 
matically to  the  Part  II  examination  held  later  in 
the  year. 

A number  of  changes  in  Board  regulations  and 
requirements  were  put  into  effect  at  the  last  an- 
nual meeting  of  the  Board  held  in  Pittsburgh, 
Pennsylvania,  from  June  1 to  June  7,  1947.  Among 
these  is  the  new  ruling  that  the  Board  does  not 
subscribe  to  any  hospital  or  medical  school  rule  that 
certification  is  to  be  required  for  medical  appoint- 
ments in  ranks  lower  than  Chief  or  Senior  Staff 
of  hospitals,  or  Associate  Professorship  in  Schools 
of  Medicine,  for  the  obvious  reason  that  such  ap- 
pointments constitute  desirable  specialist  training. 
At  this  meeting  the  Board  also  ruled  that  credit 
for  graduate  courses  in  the  basic  sciences  which 
involve  laboratory  and  didactic  teaching  rather 
than  clinical  experience  or  opportunities  will  be 
given  credit  for  the  time  spent  up  to  a maximum 
period  of  not  more  than  six  months  regardless  of 
the  duration  of  the  course. 

Applications  are  now  being  received  for  the 
1948  examinations.  Closing  date  for  these  appli- 
cations will  be  November  1,  1947. 

For  further  information  and  application  blanks 
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address;  Paul  Titus,  M.  D.,  Secretary,  1015  High- 
land Building,  Pittsburgh  6,  Pennsylvania. 


INFORMATION  NEEDED  FOR  A.  M.  A. 
DIRECTORY 

Preparations  are  now  being  made  to  publish  the 
new.  Eighteenth  Edition  of  the  American  Medical 
Directory.  The  last  edition  of  the  Directory  was 
issued  late  in  1942.  Since  that  time,  it  has  been 
impossible  to  publish  a new  edition  because  of 
wartime  restrictions  and  the  shortage  of  paper  and 
labor. 

About  November  15,  a directory  card  will  be 
mailed  to  every  physician  in  the  United  States,  its 
dependencies,  and  Canada,  requesting  information 
to  be  used  in  compiling  the  new  Directory.  Phy- 
sicians receiving  an  information  card  should  fill  it 
out  and  return  it  promptly  whether  or  not  any 
change  has  occurred  in  any  of  the  points  on  which 
information  is  requested.  It  is  urged  that  those 
physicians  also  fill  out  the  right  half  of  the  card, 
which  information  will  be  used  exclusively  for  sta- 
tistical purposes.  Even  if  a physician  has  sent  in 
similar  information  recently,  mail  the  card  prompt- 
ly to  insux’e  the  accurate  listing  of  his  name  and 
address.  There  is  no  charge  for  publishing  the 
data  nor  are  physicians  obligated  in  any  way. 

The  Dii’ectory  is  one  of  the  most  important  con- 
tributions of  the  American  Medical  Association  to 
the  work  of  the  medical  profession  in  the  United 
States.  In  it,  as  in  no  other  published  directory, 
one  may  find  dependable  data  concerning  phy- 
sicians, hospitals,  medical  organizations  and  ac- 
tivities. It  provides  full  information  on  medical 
schools,  specialization  in  the  fields  of  medical  prac- 
tice, memberships  in  special  medical  societies,  tabu- 
lation of  medical  journals  and  libraries,  and,  in- 
deed, practically  every  important  fact  concerning 
the  medical  profession  in  which  anyone  might  pos- 
sibly be  interested. 

Therefore,  should  any  physician  fail  to  receive 
one  of  these  Directory  Information  cards  by  De- 
cember 1,  he  should  write  at  once  to  the  Directory 
Department  requesting  a duplicate  card  be  mailed. 


PRESENT  DEMAND  FOR  NURSES 
The  American  Nurses’  Association  has  recently 
issued  a statement  concerning  the  present  short- 
age of  nurses  and  has  proposed  a program  to  at- 
tempt to  remedy  this  situation.  The  Association 
“with  all  its  resources,  pledges  itself  to  work  to 
the  limit  in  initiating  and  furthering  activities  to 
cope  with  this  situation”,  according  to  the  state- 
ment. It  is  gratifying  to  know  of  this  activity 
and  also  to  know  that  a special  committee  from 
the  American  Medical  Association  has  been  ap- 
pointed to  consider  this  subject.  With  such  com- 
bined efforts  it  is  hoped  that  this  crisis  may  be 
relieved. 


MOTION  PICTURE  FILMS 
To  assure  the  listing  of  all  outstanding  medical 
and  surgical  motion  picture  films  in  the  revised 
“Catalogue  of  Professional  Motion  Picture  Films” 
now  being  compiled  by  the  Academy-International 
of  Medicine,  all  film  authors  are  urgently  requestea 
to  write  immediately  for  film  questionnaires  to  be 
filled  out  and  returned.  Such  requests  should  be 
addressed  to  the  Academy-International  of  Medi- 
cine, 214  West  Sixth  Street,  Topeka,  Kansas. 


MARKLE  FOUNDATION  POST-FELLOWSHIP 
GRANTS 

Two  hundred  and  fifty  thousand  dollars  has 
been  made  available  annually  for  five-year  post- 
fellowship grants  beginning  1948-49  by  the  John 
and  Mary  R.  Markle  Foundation.  The  purpose 
of  the  program  is  to  attract  much-needed  talent 
to  academic  medicine  by  giving  promising  young 
scientists  academic  security  and  financial  assist- 
ance for  a period  up  to  five  years.  The  program 
will  be  conducted  in  cooperation  with  accredited 
medical  schools  in  the  United  States  and  Canada 
and  further  details  may  be  secured  from  the  deans 
of  such  schools. 


BENEFIT  SHOE  FOUNDATION 
The  Bristol  Manufacturing  Corporation,  through 
its  department  of  Christian  Relations,  has  begun 
operation  of  the  Benefit  Shoe  Foundation.  This  is 
a non-profit  corporation  offering  single  shoes  and 
odd  pairs  at  cost  for  amputees,  paraplegics  and 
others  with  mismated  feet.  For  further  informa- 
tion communicate  with  the  National  Foundation 
for  Infantile  Paralysis,  120  Broadway,  New  York 
City. 


LESLIE  DANA  MEDAL 
The  award  made  annually  for  outstanding 
achievements  in  the  prevention  of  blindness  and 
the  conservation  of  vision,  by  the  National  Society 
for  the  Prevention  of  Blindness,  will  be  presented 
this  year  to  Dr.  Frederick  H.  Verhoeff,  of  Boston. 


NATIONAL  GASTROENTEROLOGICAL  ASSO- 
CIATION 1948  AWARD  CONTEST 
The  National  Gastroenterological  Association 
has  announced  its  Annual  Cash  Prize  Award  Con- 
test for  1948.  One  hundred  dollars  and  a Certifi- 
cate of  Merit  will  be  given  for  the  best  unpub- 
lished contribution  on  gastroenterology  or  allied 
subjects.  Certificates  will  also  be  awarded  those 
physicians  whose  contributions  are  deemed  worthy. 

Contestants  residing  in  the  United  States  must 
be  members  of  the  American  Medical  Association. 
Those  residing  in  foreign  countries  must  be  mem- 
bers of  a similar  organization  in  their  own  coun- 
try. The  winning  contribution  will  be  selected  by 
a board  of  impartial  judges  and  the  award  is  to  be 
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made  at  the  Annual  Convention  Banquet  of  the 
National  Gastroenterological  Association  in  June 
of  1948. 

Certificates  awarded  to  other  physicians  will  be 
mailed  to  them.  The  decision  of  the  judges  will  be 
final.  The  Association  reserves  the  exclusive  right 
of  publishing  the  winning  contribution,  and  those 
receiving  certificates  of  merit,  in  its  official  pub- 
lication, Review  of  Gastroenterology. 

All  entries  for  the  1948  prize  should  be  limited 
to  5,000  words,  be  typewritten  in  English,  pre- 
pared in  manuscript  form,  submitted  in  five  copies, 
accompanied  by  an  entry  letter,  and  must  be  re- 
ceived not  later  than  April  1,  1948.  Entries  should 
be  addressed  to  the  National  Gastroenterological 
Association,  1819  Broadway,  New  Yoi'k  23,  N.  Y. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  of  $1000.00  (first  prize  of  $500.00, 
second  prize  $300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory 
research  in  urology.  Competition  shall  be  limited 
to  urologists  who  have  been  in  such  specific  prac- 
tice for  not  more  than  five  years  and  to  residents 
in  urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  pro- 
gram of  the  forthcoming  meeting  of  the  American 
Urological  Association,  to  be  held  at  the  Hotel 
Statler,  Boston,  Massachusetts,  May  17-20,  1948. 

For  full  particulars  write  the  Secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Memphis, 
Tennessee.  Essays  must  be  in  his  hands  before 
March  1,  1948.  • 


ALVARENGA  AWARD 
In  recognition  of  his  studies  on  the  evaluation 
of  BCG  vaccine  in  the  control  of  tuberculosis  the 
College  of  Physicians  awarded  on  July  14,  the 
Alvarenga  Prize  for  this  year  to  Dr.  Joseph  Aron- 
son, of  the  United  States  Bureau  of  Indian  Affairs. 

The  Alvarenga  Prize  was  established  by  the  will 
of  Pedro  Francisco  daCosta  Alvarenga  of  Lisbon, 
Portugal,  an  Associate  Fellow  of  the  College  of 
Physicians,  to  be  awarded  annually  by  the  Col- 
lege of  Physicians  on  each  anniversary  of  the 
death  of  the  testator,  July  14,  1883. 

The  College  usually  makes  this  award  for  out- 
standing work  and  invites  the  recipient  to  deliver 
an  Alvarenga  Lecture  before  the  College. 


ANNOUNCEMENT  OF  VAN  METER  PRIZE 
AWARD 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award 
of  Three  Hundred  Dollars  and  two  honorable  men- 
tions for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid 
gland.  The  Award  will  be  made  at  the  annual 
meeting  of  the  Association  which  will  be  held  in 


Toronto,  Canada,  May  6th,  7th,  8th,  1948  provid- 
ing essays  of  sufficient  merit  are  presented  in 
competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations;  should  not  exceed  three 
thousand  words  in  length;  must  be  presented  in 
English;  and  a typewritten  double  spaced  copy 
sent  to  the  corresponding  secretary.  Dr.  T.  C.  Davi- 
son, 207  Doctors  Building,  Atlanta  3,  Georgia  not 
later  than  February  1st,  1948.  The  committee, 
who  will  review  the  manuscripts,  is  composed  of 
men  well  qualified  to  judge  the  merits  of  the  com- 
peting essays. 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in  the 
annual  Proceedings  of  the  Association.  This  will 
not  prevent  its  further  publication,  however,  in 
any  Journal  selected  by  the  author. 


CANCER  CONFERENCE 
The  Southwest  Regional  Cancer  Conference  will 
be  held  in  Fort  Worth  on  November  20  at  the 
Blackstone  Hotel.  This  conference  will  be  held 
under  the  auspices  of  the  American  Cancer  Society 
and  in  cooperation  with  the  Texas  Division  of  the 
American  Cancer  Society.  The  one-day  meeting 
will  consist  of  morning  and  afternoon  lecture  ses- 
sions followed  by  open  forum  question  and  answer 
periods,  a clinical  luncheon  and  a public  meeting  in 
the  evening.  Further  information  about  the  con- 
ference may  be  secured  from  the  Tarrant  County 
Medical  Society,  209  Medical  Arts  Building,  Fort 
Worth  2. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  Department  of  Com- 
merce, from  the  figures  reported  by  the  New  Or- 
leans Health  Department,  announces  that  there 
were  reported  in  the  City  of  New  Orleans  133 
deaths  during  the  week  which  ended  September  6. 
Eighty-eigbt  of  these  deaths  occurred  in  the  white 
population  and  45  in  the  negro  with  19  in  children 
under  one  year  of  age;  14  colored  and  five  white. 
An  increase  in  number  of  deaths  reported  is  noted 
for  the  week  which  ended  September  13.  There 
were  97  white  people  who  expired  this  week  and 
65  colored,  six  of  the  former  and  seven  of  the  latter 
occurring  in  infants  under  one  year  of  age.  The 
report  for  the  week  ending  September  20  showed 
a slight  decrease  in  the  total  number  of  deaths,  this 
being  153,  divided  101  white  and  52  nonwhite.  The 
infant  deaths,  however,  increased  to  26,  an  equal 
number  occurring  in  the  white  and  colored.  There 
were  59  fewer  people  who  died  in  the  city  during 
the  week  ending  September  27  than  for  the  pre- 
vious week;  58  white  and  36  colored  and  only  ten 
of  these  occurred  in  infants.  The  report  for  Oc- 
tober 4 showed  a total  of  111  deaths  including  13 
infant  deaths. 
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INFECTIOUS  DISEASES  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  ending  Aug'ust  30  indicated 
that  there  were  46  new  cases  of  cancer  occurring 
in  the  state  this  week.  The  only  other  diseases 
reported  in  numbers  greater  than  ten  were  pul- 
monary tuberculosis  with  27  cases  and  unclassified 
pneumonia  with  24.  Meningococcus  meningitis 
occurred  in  one  instance  in  Vermilion  Parish  and 
there  was  one  case  of  poliomyelitis  reported  from 
St.  Martin  Parish.  Pulmonary  tuberculosis  led 
other  reported  diseases  in  incidence  the  next  week 
as  shown  by  the  report  for  the  week  ending  Sep- 
tember 6.  There  were  78  cases  of  this  disease  re- 
ported followed  by  30  cases  of  cancer,  23  each  of 
malaria  and  unclassified  pneumonia,  11  cases  of 
whooping  cough  and  10  cases  of  septic  sore  throat. 
Twenty-two  of  the  malaria  cases  occurred  in  Jack- 
son  Parish  and  one  in  Orleans.  One  case  of  polio- 
myelitis was  reported  from  Lafourche  Parish. 
There  was  a decrease  in  number  of  pulmonary  tu- 
berculosis cases  reported  for  the  week  ending  Sep- 
tember 13,  there  being  60  listed.  This  was  closely 
followed  by  59  cases  of  cancer.  Whooping  cough 
with  15  cases,  unclassified  pneumonia  with  12  and 
measles  with  10,  were  the  only  other  diseases  re- 
ported in  numbers  of  ten  or  more.  There  were  no 
cases  of  poliomyelitis  reported  this  particular  week, 
however  one  case  of  meningococcus  meningitis  oc- 
curred in  Orleans  Parish  and  one  in  Webster  Par- 
ish. Cancer  and  pulmonary  tuberculosis  were  still 
the  most  prevalent  diseases  in  the  state  according 
to  the  report  of  September  20.  There  were  30 
cases  of  cancer  and  13  of  pulmonary  tuberculo.sis 
reported  this  week  and  no  other  diseases  were  re- 
ported in  numbers  larger  than  ten.  Two  cases  of 
meningococcus  meni.Yvgitis  were  reported;  one  from 
Franklin  and  one  from  Orleans  Parish. 


MONTH\,Y  MORBIDITY  FOR  VENEREAL 


STATE  OF  LOUISIANA 
Month  Ending  August  31,  1947 


Total 

Total 

Total  to 

This 

Previous  Date 

Month 

Months 

1947 

Chancroid 

61 

372 

433 

Gonorrhea 

1276 

8764 

10040 

Granuloma  Inguinale 

18 

123 

141 

Lymphopathia  Vejiereum 

8 

54 

62 

Syphilis 

922 

6757 

7679 

WOMAN'S  AUXILIARY.  LOUISIANA  STATE 
MEDICAL  SOCIETY 

Honor  was  conferred  on  the  Woman’s  Auxiliary 
to  the  Louisiana  State  Medical  Society  when  at 
the  annual  meeting  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  held  in  Atlantic 
City,  June  9-12,  Mrs.  Arthur  A.  Herold  of  Shreve- 
port, was  elected  and  installed  as  Treasurer  for 


the  year  1947-48.  Mrs.  Herold  has  a most  enviable 
record  for  length  of  service  to  the  Woman’s  Auxil- 
iary. She  has  held  the  following  chairmanships: 
legislative  chairman  for  four  years,  1931-1932,  and 
1938-1941;  director  for  three  years,  1934-1936,  and 
1946-1947,  resigning  as  director  for  1947-1948  to 
accept  the  arduous  duties  of  the  office  of  treas- 
urer; constitutional  secretary,  1944-1946,  being  the 
first  member  to  serve  in  this  office  under  the  new 
constitution  and  by-laws;  and  chairman  of  the 
resolutions  committee,  1941-1942.  Mrs.  Hei’old  has 
served  as  a member  of  many  committees  during 
the  time  that  she  has  been  a member  of  the  Board 
of  Directors  and  has  attended  annual  meetings,  con- 
ferences and  Board  meetings  regularly. 

Mrs.  Herold  has  been  an  active  member  of  the 
Woman’s  Auxiliary  for  many  years.  She  was 
president  of  the  Caddo  Parish  Auxiliary  in  1928, 
and  organised  the  Woman’s  Auxiliary  to  the 
Louisiana  State  Medical  Society  in  1929,  serving 
first  as  its  vice-president  and  the  following  year 
as  pr'esident.  She  has  been  active  in  both  her 
parish  and  state  auxiliaries  since  that  time.  In 
1933-1934,  Mrs.  Herold  was  president  of  the  Wo- 
man’s Auxiliary  to  the  Southern  Medical  Asso- 
ciation. 

Mrs.  Herold  has  held  various  offices  in  civic, 
educational  and  philanthropic  organizations,  and 
during  the  war  was  chairman  of  the  Home  Front 
Committee  of  the  0.  C.  D.  in  Shreveport  and  of  a 
Surgical  Dressing  group  of  the  Red  Cross.  She 
has  been  president  of  the  Woman’s  Department 
Club  of  Shreveport  and  has  served  as  legislative 
chairman  of  the  state  aifd  local  branches  of  the 
American  Association  of  University  Women.  For 
three  years  she  has  been  Commander  of  the  Field 
Army  of  the  American  Cancer  Society,  Caddo 
Parish. 

We  congratulate  the  Auxiliary  to  the  American 
Medical  Association  for  having  a woman  of  Mrs, 
Herold’s  ability  to  serve  as  treasurer,  Mrs.  Herold 
is  very  highly  regarded  for  her  accomplishments 
and  greatly  loved  for  her  gracious  and  charming 
personality  by  our  State  Auxiliary. 

Mrs.  Herold  recommends  two  books  that  won  the 
Norton  Medical  Award  and  should  be  of  special 
interest  to  the  wives  of  physicians:  THE  DOC- 
TOR’S JOB — 1945  by  Carl  Binger,  M.  D.,  and  A 
SURGEON’S  DOMAIN— 1947  by  Bertram  M. 
Bernheim,  M.  D.  The  Norton  Medical  Award 
was  established  to  encourage  the  writing  of  books 
for  laymen  by  physicians  or  other  professional 
workers. 


CORRECTION 

In  the  list  of  officers  of  the  Woman’s  Auxiliary, 
carried  in  the  October  issue  of  the  Journal  the  ad- 
dress of  the  Third  Vice-President,  Mrs.  J.  Eugene 
Toups  was  listed  as  1956  Cloverdale  Ave.,  Shreve- 
port. The  street  address  is  correct,  however  the 
city  should  have  been  Baton  Rouge. 
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Roentgen  Interpretation'.  By  George  W.  Holmes, 

M.  D.  and  Lawrence  L.  Robbins,  M.  D.  7th  ed.  rev. 

Philadelphia,  Lea  and  Febiger,  1947.  Pp.  398. 

Price,  $7.00. 

This  is  the  seventh  edition  of  an  excellent  text 
which  has  retained  its  position  as  the  outstanding 
concise  and  comprehensive  work  on  roentgen  in- 
terpretation since  the  first  edition  in  1919.  There 
are  very  few  radiologists  and  teachers  of  radiology 
who  are  not  thoroughly  familiar  with  the  book. 

Dr.  Lawrence  Robbins  has  replaced  Dr.  Ruggles 
and  the  authors  have  attempted  to  keep  the  char- 
acter of  the  book  unchanged.  This  edition  repre- 
sents the  first  step  in  the  gradual  replacement  of 
the  positive  prints  of  previous  editions  by  negative 
illustrations.  The  subject  matter  has  been  thor- 
oughly revised  and  brought  up  to  date. 

The  text  consists  of  an  introduction  and  eleven 
chapters. 

Chapter  I deals  with  the  many  shadows  and 
artefacts,  which  may  cause  confusion  in  interpre- 
tation. Of  equal  importance  and  as  capably  han- 
dled is  the  text  of  the  second  chapter  pertaining 
to  anatomical  variations  and  development. 

Chapter  III  on  fractures  and  dislocations  is  of 
necessity  short  but  the  most  frequent  types  of 
fractures  are  covered.  Chapter  IV  is  devoted  to 
diseases  of  bone.  Chapter  V to  the  skull.  Chapter 
VI  to  the  spine  and  Chapter  VII  to  joints,  tendons 
and  bursae.  The  chest,  gastro-intestinal  and  gen- 
ito-urinary  tracts  are  discussed  in  Chapters  VIII, 
IX  and  X respectively. 

The  last  chapter  on  fluoroscopy,  is  especially 
valuable  with  the  increased  use  of  this  diagnostic 
method.  The  statements  regarding  protection  in 
fluoroscopy  are  timely  and  should  be  recognized  as 
important  by  all  who  attempt  this  procedure. 

As  in  the  previous  editions  the  text  is  clear  and 
concise  and  in  spite  of  its  brevity  the  fundamentals 
of  roentgen  diagnosis  are  covered.  The  selection 
of  illustrative  roentgenograms  is  very  good. 

J.  N.  Ane,  M.  D. 


A Manual  of  Otology,  Rhinology  and  Laryngology : 
By  Howard  Charles  Ballenger,  M.  D.,  F.  A.  C.  S. 
3rd  ed.  enl.  and  rev.  Philadelphia,  Lea  & Febiger, 
1947.  Pp.  352,  illus.  pi.  Price,  $4.50. 

This  Ts  one  of  the  latest  of  many  manuals  on 
this  subject.  In  three  hundred  and  forty-six  pages. 
135  illustrations  and  3 color  prints  the  author  has 
given  a very  concise  and  comprehensive  brief  of 
the  subject.  The  book  seems  well  suited  for  resi- 
dents and  those  wanting  a manual  of  disease  and 
treatment  of  the  ear,  nose  and  throat. 

Therapy  is  especially  good,  being  up  to  date,  con- 
cise and  practical,  something  many  of  the  other- 
books  have  lacked. 

The  chapters  dealing  with  hay  fever  and  al- 


lergy and  that  on  headaches  and  neuralgias  are 
very  good  and  form  a comprehensive  working  basis 
in  dealing  with  these  conditions. 

The  section  on  diseases  of  the  ear  brings  up  to 
date  and  in  concise  form  a subject  that  is  more 
or  less  at  the  cross  roads  in  this  day  of  chemo- 
therapy. 

This  manual  is  well  recommended  as  a reference 
book  for  otolaryngological  residents,  post-gradu- 
ate students  and  as  a modern  reference  in  the 
office. 

Mercer  G.  Lynch,  M.  D. 


Histopathology  of  the  Ear,  Nose  and  Throat:  By 
Andrew  A.  Eggston,  B.  S.,  M.  D.  and  Dorothy 
Wolff,  A.  B.,  M.  A.  Ph.  D.  Baltimore,  The  Wil- 
liams & Wilkins  Co.,  1947.  Pp.  1080,  illus.  pi. 
Price,  $18.00. 

This  is  a welcome  book  to  the  otolaryngologist. 
For  many  years  there  has  been  talk  of  the  need  of 
such  a book  and  rightly  so  for  few  textbooks  of 
pathology  give  much  time  or  space  to  ear,  nose  and 
throat  pathology.  In  this  book  of  1080  pages 
beautifully  illustrated,  the  authors  have  compre- 
hensively covered  the  subject  matter  in  a style 
which  makes  for  easy  reading.  The  illustrations 
are  well  grouped  and  spaced,  as  to  be  easily  re- 
ferred to,  and  very  clear  in  their  descriptions. 

This  is  a book  well  recommended  as  an  adjunct 
to  every  otolaryngologist’s  library,  as  well  as  that 
of  the  general  pathologist.  This  is  the  first  book 
of  its  kind  to  be  published  and  marks  another  mile- 
stone in  the  progress  of  this  specialty. 

Mercer  G.  Lynch,  M.  D. 


The  Pharmacopoeia  of  the  United  States  of  Amer- 
ica: Thirteenth  Revision  (U.  S.  P.  XIII).  Easton, 
Pennsylvania,  Mack  Publishing  Company,  1947. 
Pp.  957,  illus.  Price,  $8.00. 

The  thirteenth  revision  of  the  Pharmacopoeia  of 
the  United  States  which  became  official  April  1, 
1947,  marks  another  milestone  in  the  history  of 
this  publication  which  first  appeared  in  1820.  Al- 
though the  pharmacopoeia  is  more  widely  circulated 
in  the  profession  of  pharmacy  than  among  phy- 
sicians, the  latter  receive  no  small  benefit  from 
the  labor  involved  in  each  new  edition.  The  drugs 
admitted  to  the  pharmacopoeia  are  therapeutic 
agents  which  reflect  the  best  medical  knowledge 
of  tbe  day.  Their  choice  involves  the  retaining  of 
time-tested  remedies  of  previous  revisions  or  their 
replacement  by  more  effective  agents  which  have 
been  adequately  tested  from  the  standpoint  of  ther- 
apeutic action  and  safety.  With  the  rapid  ad- 
vances in  therapy  on  the  one  hand  and  the  ple- 
thora of  new  drugs  and  preparations  on  the  other 
the  pharmacopoeia  is  of  value  to  the  physician  as 
a guide  for  the  wise  selection  of  therapeutic 
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agents.  The  pharmacopoeia  is  legally  authorized 
to  designate  standards  of  potency  and  properties 
of  the  included  preparations,  a service  which  is 
usually  taken  for  granted  by  those  prescribing  and 
using  drugs.  The  regular  revisions  are  now  ap- 
pearing at  five  year  rather  than  at  ten  year  in- 
tervals which  was  formerly  the  ease.  Furthermore 
in  order  to  keep  in  step  with  recent  rapid  develop- 
ments it  has  been  necessary  to  adopt  a continuous 
revision  by  issuing  supplements  as  occasion  re- 
quires. 

The  general  character  of  the  information  sup- 
plied by  the  pharmacopoeia  is  essentially  the  same 
as  in  the  past.  It  is  not  a text  on  pharmacology 
or  therapeutics  in  that  no  discussioii  of  the  ac- 
tion or  therapeutic  application  of  the  drugs  are 
included.  A description  of  the  physical  and  chem- 
ical properties  of  the  drug  is  given  with  methods 
of  indentification  and  assay.  An  average  dosage 
is  also  included.  Many  preparations  found  in 
U.  S.  P.  XII  do  not  appear  in  U.  S.  P.  XIII  among 
which  may  be  mentioned  bismuth  subnitrate,  carbon 
tetrachloride,  ergot  and  the  fluid  extract  of  ergot, 
reduced  iron,  mercuric  bichloride,  mercury  with 
chalk,  a number  of  the  volatile  oils,  phenyl  salicy- 
late and  sulfapyridine.  On  the  other  hand  a 
lengthy  list  of  drugs  are  included  for  the  first  time 
such  as  carbachol,  digitoxin,  helium,  protamine 
zinc  insulin  injection,  lanatoside  C,  metacholine 
chloride,  papaverine  hydrochloride,  sulfamerazine 
and  various  preparations  of  penicillin.  A further 
noteworthy  change  in  this  revision  may  also  be 
mentioned.  English  titles  of  drugs  occupy  the 
leading  position  and  determine  the  alphabetical 
arrangement,  with  the  pi-evious  Latin  titles  rele- 
gated to  a secondary  position.  The  alphabetical 
arrangement  also  involves  the  grouping  together 
of  various  preparations — (tinctures,  emulsions, 
etc.),  and  dosage  forms  (capsules,  tablets,  injec- 
tions, etc.)  of  the  same  drug,  in  contrast  to  their 
appearance  at  widely  separated  points  in  U.  S.  P. 
XII. 

This  new  revision  of  the  Pharmacopoeia  of  the 
United  States  definitely  merits  the  attention  of 
all  those  who  prescribe  drugs. 

Ralph  G.  Smith  M.  D. 


Practical  Emulsimis : By  H.  Bennett.  2d  ed.  rev. 
Brooklyn,  N.  Y.,  Chemical  Publishing  Co.,  Inc., 
1947.  Pp.  568.  Price,  $8.50. 

In  this  book  emulsions  are  considered  from  the 
standpoint  of  the  practical  worker  in  contrast  to 
theoretical  treatises  on  the  colloid  and  physico- 
chemical aspects  of  the  subject.  The  first  part 
of  the  book  is  concerned  with  general  information 


such  as  types  of  emulsions,  emulsifying  agents, 
methods  of  preparation  and  modern  equipment. 
Chapters  on  stability  and  dispersing  and  wetting 
agents  are  also  included.  In  this  section  of  the 
book  will  be  found  a certain  amount  of  theoretical 
as  well  as  practical  information  on  the  above 
phases  of  the  subject.  The  second  section  which  is 
an  innovation  in  this  edition  consists  of  a sympo- 
sium on  industrial  emulsions  written  by  authori- 
ties in  various  fields.  Papers  on  lecithin,  pectin, 
polyhydric  alcohols  and  soaps  as  emulsifying 
agents  are  included.  Of  interest  to  the  physician 
is  a paper  by  Abraham  Taub  on  surface  active 
agents  as  germicides  which  deals  with  the  action 
of  such  cationic  agents  as  Zephiran  Chloride,  Phe- 
merol  and  Ceepryn.  It  was  of  interest  to  the  re- 
viewer to  learn  that  Domagk  who  was  awaided  the 
Nobel  prize  for  his  work  on  or  in  sulfonamides  also 
initiated  the  technical  development  of  these  ca- 
tionic agents  as  germicides.  A further  chapter  in 
this  section  includes  papers  on  cosmetics,  dyes, 
paints,  leather  goods,  foods,  industrial  waxes  and 
synthetic  rubber  latex  in  many  preparations  of 
which  emulsion  formation  is  of  primary  import- 
ance. The  third  and  most  extensive  part  of  the 
book  consists  of  formulae  for  emulsions  with  brief 
directions  for  their  preparation.  These  are  classi- 
fied by  chapters  according  to  use  such  as  agricul- 
tural sprays,  cleaners  and  soaps,  cosmetics  and 
drugs,  food  emulsions,  medical  emulsions,  paints, 
polishes,  etc.  It  is  obvious  that  this  book  is  of 
primary  interest  to  those  who  are  concerned  with 
the  manufacture  or  practical  aspects  of  emul- 
sions. From  the  standpoint  of  the  physician  the 
information  with  certain  minor  exceptions  must  be 
classified  as  “cultural.” 

Ralph  G.  Smith,  M.  D. 
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AIRBLOCK  IN  THE  NEWBORN 
PERIOD=*= 

GEORGE  W.  SALMON,  M.  D.f 
Houston,  Texas 
INTRODUCTION 

In  recent  years  there  has  been  a great 
deal  of  interest  in  the  efficiency  of  the  lung 
as  an  air  container.  It  has  become  apparent 
that  air  may  escape  from  the  respiratory 
passageways  in  a wide  variety  of  conditions 
in  all  age  groups.^  The  resulting  clinical 
syndrome  has  been  termed  airblock.-  I 
have  been  particularly  interested  in  this 
problem  as  it  applies  to  the  newborn  period. 

On  large  newborn  services  it  is  a well- 
appreciated  observation  that  in  a high  pro- 
portion of  the  deaths  the  cause  of  the  fatal 
outcome  may  not  be  discovered  at  autopsy. 
All  too  frequently  the  death  is  attributed 
to  small  areas  of  atelectasis,  although  it  is 
well  known  that  normally  the  lungs  may  re- 
quire several  days  or  more  completely  to  ex- 
pand; to  intracranial  hemorrhage  of  insig- 
nificant size ; to  “immaturity” ; to  an  en- 
larged thymus;  or  to  other  causes  of  ques- 
tionable importance.  The  purpose  of  the 
investigation  of  my  colleagues  and  my- 
selD-  ^ has  been  to  determine  if  airblock 
might  be  a factor  in  some  of  these  deaths : 
either  alone  in  severe  cases,  or  in  less  severe 
instances  in  conjunction  with  other  factors 


*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947.  , 

fFrom  the  Department  of  Pediatrics  of  the  Bay- 
lor University  College  of  Medicine  and  the  Her- 
mann Hospital  and  the  Junior  League  Children’s 
Clinic. 


which  of  themselves  might  not  have  led  to 
a fatal  outcome.  It  should  be  stated  here 
that  small  amounts  of  aberrant  air  may 
cause  little  harm  and  produce  no  symptoms. 

There  are  two  good  reasons  for  believ- 
ing that  aberrant  air  is  frequently  unap- 
preciated at  necropsy.  The  first  is  that  it 
may  be  easily  overlooked.  Pneumothorax 
may  not  be  detected  unless  particularly 
sought  for.  Although  emphysema  in  the 
anterior  mediastinum  is  readily  detected,  in 
the  posterior  mediastinum  it  is  easily 
missed.  Pulmonary  interstitial  emphysema 
may  pass  unrecognized  or  be  thought  an 
artefact.  If  the  lung  is  fixed  by  immersion 
of  small  blocks  of  tissue,  the  air  may  be 
forced  out  by  shrinkage  caused  by  the  fixa- 
tive. The  second  reason  is  that  it  has  been 
demonstrated  clinically  that  aberrant  air 
is  not  uncommon:  one  variety,  pneumotho- 
rax, occurs  in  approximately  one  per  cent 
of  newborn  infants.®  Regardless  of  the 
cause  of  death,  pneumothorax  might  be 
expected  to  be  present  in  one  per  cent 
of  newborn  deaths.  Moreover,  if  pneumo- 
thorax is  ever  deleterious  in  itself,  it  might 
be  expected  to  be  present  in  more  than  one 
per  cent.  Such  an  incidence  of  pneumotho- 
rax suggests  that  other  varieties  of  aber- 
rant air  may  not  be  unusual.  These  two 
reasons  seem  to  warrant  the  inclusion  of 
efforts  to  detect  aberrant  air  as  a part  of 
the  routine  postmortem  examination  of 
newborn  infants. 

ETIOLOGY 

Both  experimental-  the  clinical  ® evi- 
dence indicates  that  the  escape  of  air  from 
the  respiratory  passageways  is  in  the  lung 
itself.  Pulmonary  interstitial  emphysema 
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is  the  primary  pathology.  Experimental 
evidence”  indicates  that  the  site  of  escape  is 
through  the  bases  of  alveoli  which  lie  upon 
the  smaller  blood  vessels.  This  escape  is 
likely  to  take  place  (a)  when  alveoli  are 
overinflated  without  corresponding  in- 
crease in  the  circumference  of  the  under- 
lying vessels,  or  (b)  when  the  circumfer- 
ence of  the  vessels  is  decreased  without  re- 
duction in  the  size  of  the  alveoli.  Increased 
alveolar  pressure  in  either  instance  in- 
creases the  likelihood  of  escape  of  air.  The 
caliber  of  the  blood  vessels  may  be  reduced 
in  several  types  of  congenital  heart  disease 
or  by  forced  expiration  leading  to  reduced 
return  of  blood  to  the  right  heart  and  cor- 
respondingly to  the  pulmonary  circulation. 

Clinical  conditions  which  may  lead  to  the 
production  of  pulmonary  interstitial  em- 
physema are  not  uncommon  in  the  early 
newborn  period.  These  include  atelectasis 
of  a degree  to  be  pathological ; any  type  of 
congenital  heart  disease  which  decreases 
the  volume  of  pulmonary  blood  flow;  the 
irregular  respiration  sometimes  caused  by 
intracranial  hemorrhage ; excessively  vigor- 
ous methods  of  resuscitation;  and  aspira- 
tion of  meconium,  mucus,  or  excessive 
amounts  of  amniotic  fluid.  Normally,  the 
expansion  of  airless  lungs,  necessary  to  es- 
tablish respiration,  requires  a much  greater 
negative  pressure  than  does  normal  respi- 
ration, probably  because  of  cohesion  of  the 
moist  surfaces  of  the  air  passages  in  the 
collapsed  state.'  Moreover,  extensive 
changes  in  both  the  cells  lining  the  alveoli 
and  the  connective  tissue  of  the  lung  occur 
with  expansion  of  the  lungs.  When  all  of 
these  factors  are  considered  it  becomes  ap- 
parent that  the  ability  of  the  respiratory 
passageways  to  act  as  an  airtight  container 
receives  a severe  test  in  the  newborn  period. 

PATHOLOGY 

I have  examined  a small  series  of  new- 
born infants  coming  to  necropsy  for  various 
reasons  and  found  pulmonary  interstitial 
emphysema  to  be  quite  common.®  It  is  dif- 
ficult to  draw  any  conclusion,  however,  be- 
cause so  many  of  the  infants  have  had  arti- 
ficial respiration  which  may  lead  to  a false 
high  incidence.  Nevertheless,  I believe  pul- 


monary interstitial  emphysema  to  be  quite 
frequent  in  amounts  insufficient  to  cause 
significant  harm.  Less  frequently  it  is  pres- 
ent in  larger  amounts  and  may  cause 
hemorrhage  in  the  lung ; splint  the  lung  in 
a state  of  inflation,  thus  limiting  the  res- 
piratory excursion ; and  by  its  perivascular 
location  lead  to  a partial  block  in  the  pul- 
monary circulation.  Some  of  these  changes 
are  seen  in  figures  1 and  2. 


LEGEND: 

Fig.  1:  Photomicrogi'aph  (approximately  xll6) 
of  a section  from  the  lung  of  a newborn  infant 
dying  of  airhlock.  At  A is  a large  perivascular 
collection  of  air.  Note  the  hemorrhage  which  ex- 
tends beyond  B along  a connective  tissue  plane. 

There  is  excellent  clinical  evidence  that 
in  newborn  infants  interstitial  emphysema 
may  rupture  the  visceral  pleura  directly  to 
produce  pneumothorax ; of  six  infants  with 
airblock  coming  to  autopsy,  pulmonary  in- 
terstitial emphysema  and  pneumothorax 
were  present  in  all,  yet  mediastinal  emphy- 
sema was  present  in  only  one.^  In  three  of 
these  six  patients  the  pulmonary  interstitial 
emphysema  was  particularly  marked  near 
the  hilus  of  one  or  both  lungs,  suggesting 
that  this  may  be  the  site  of  rupture  of  the 
visceral  pleura.  When  pneumothorax  is 
produced  it  frequently  develops  a pressure 
higher  than  atmospheric,  probably  because 
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LEGEND: 

Fig.  2:  Very  low  power  magnification  (approx- 
imately xl5)  of  the  cut  surface  of  the  fixed  lung 
of  a newborn  infant  dying  of  airblock.  At  A are 
large  collections  of  air  surrounding  a blood  vessel, 
B.  Note  the  generalized  ectasia.  Some  of  these  col- 
lections of  air  are  in  normal  passageways,  but 
many  are  in  the  interstitial  tissue. 


of  strong  expiratory  effort  “pumping”  air 
into  the  pleural  space. 

Interstitial  air  in  the  lung  may  not  rup- 
ture the  visceral  pleura  but  may  travel 
along  the  great  vessels  to  the  mediastinum 
to  produce  mediastinal  emphysema.'’'  If  a 
pneumothorax  has  already  been  produced 
by  rupture  of  the  visceral  pleura  and  the 
site  of  this  rupture  is  near  the  lung  root  (as 
above  suggested),  there  is  no  reason  why 
mediastinal  emphysema  may  not  also  be 
produced:  as  the  pressure  in  the  pleural 
cavity  rose  there  would  be  an  increased  like- 
lihood of  air  continuing  into  the  mediasti- 
num. From  the  mediastinum  the  air  may 
rupture  the  mediastinal  pleura  to  produce 
pneumothorax;*^  theoretically,  the  pneumo- 
thorax could  be  either  on  the  same  or  the 
opposite  side,  or  even  on  both  sides.  The 
deleterious  effect  of  mediastinal  emphy- 
sema in  newborn  infants  has  been  widely 
described.  However,  it  is  not  always  easy 


to  determine  what  portion  of  the  harm  is 
due  to  the  mediastinal  emphysema  and  what 
to  the  pulmonary  interstitial  emphysema. 
Nevertheless,  it  can  be  said  that  in  the  new- 
born infant  with  mediastinal  emphysema, 
and  no  doubt  pulmonary  interstitial  emphy- 
sema, aspiration  of  the  former  will  relieve 
alarming  symptoms. ®In  animals,  where  me- 
diastinal emphysema,  without  pulmonary 
interstitial  emphysema  can  be  produced  ex- 
perimentally, the  harmful  effects  of  the 
former  are  probably  due  to  pressure  of  the 
air  on  the  great  vessels,  particularly  the 
large  veins.*"^ 

From  the  mediastinum  the  air  can  travel 
upward  into  the  cervical  subcutaneous  tis- 
sues or  downward  along  the  great  vessels 
into  the  retroperitoneal  tissues  to  produce 
pneumoperitoneum.  Extension  of  the  air 
to  extrathoracic  locations  is  not  a serious 
complication  and  may  actually  be  accompa- 
nied by  clinical  improvement,  the  pressure 
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inside  the  chest  having  been  diminished^ 

There  are  two  aspects  of  the  subject 
which  need  further  investigation.  The  first 
is  the  effect  of  pulmonary  interstitial  em- 
physema upon  the  heart.  When  extensive, 
because  of  its  perivascular  location,  pres- 
sure on  the  vessels,  and  consequent  block  to 
the  pulmonary  circulation,  it  must  lead  to 
cor  pulmonale.  The  second  is  the  probabil- 
ity of  air  embolism. 

SYMPTOMATOLOGY 

There  is  no  report,  to  my  knowledge,  of 
an  autopsy  on  a newborn  infant  in  which 
the  sole  finding  which  could  have  caused 
the  death  was  pulmonary  interstitial  em- 
physema. For  this  reason  an  authoritative 
correlation  of  pulmonary  interstitial  em- 
physema with  a definite  clinical  picture 
cannot  be  made.  I suspect,  however,  that 
many  of  the  symptoms  and  signs  mentioned 
below,  which  have  been  seen  in  infants 
having  pulmonary  interstitial  emphysema 
with  mediastinal  emphysema  and  infants 
having  pulmonary  interstitial  emphysema 
with  pneumothorax,  can  be  caused  by  pul- 
monary interstitial  emphysema  alone.  These 
symptoms  are,  of  course,  seen  in  only  the 
more  severe  cases;  as  already  mentioned, 
small  amounts  of  aberrant  air  probably 
cause  little  harm  and  produce  no  symptoms. 

The  outstanding  symptoms  of  mediasti- 
nal emphysema  with  pulmonary  interstitial 
emphysema  are  dyspnea  and  cyanosis.  In 
the  more  severe  instances  the  chest  becomes 
expanded  and  in  spite  of  marked  effort  the 
infant  is  able  to  no  more  than  partly  expire. 
Consequently  the  respiratory  excursion  is 
greatly  reduced,  although  the  respiratory 
rate  may  be  considerably  increased.  The 
neck  veins  may  become  visibly  distended. 
The  area  of  mediastinal  and  cardiac  dull- 
ness may  be  diminished.  The  heart  sounds 
may  be  faint  and  distant;  the  crackling 
crunching  sound  synchronous  with  the 
heart  beat  that  has  been  often  described  in 
adults  is  less  frequently  heard  in  newborn 
infants.  Although  adults  may  complain  of 
pain,  this  symptom  is  difficult  to  evaluate 
in  the  newborn  period.  If  palpable  cervical 
subcutaneous  emphysema  appears,  the  diag- 
nosis is  greatly  reinforced. 


The  symptoms  of  pneumothorax  with  pul- 
monary interstitial  emphysema  are  similar 
in  many  respects  to  those  of  mediastinal 
emphysema  with  pulmonary  interstitial  em- 
physema. Dyspnea  and  cyanosis  are  com- 
mon to  both.  Similarly,  in  the  more  severe 
instances  the  infant  may  have  an  expanded 
chest  and  expiration  be  difficult  and  limit- 
ed. The  neck  veins  may  be  distended.  The 
cardiac  findings,  however,  are  different. 
Instead  of  distant  heart  sounds  and  the 
crunching  sound,  the  heart  is  likely  to  be 
shifted  either  to  the  right  or  to  the  left. 
Over  the  pneumothorax  the  characteristic 
changes  in  percussion  and  auscultation  may 
be  obtained.  Cervical  subcutaneous  emphy- 
sema does  not  occur. 

If  pulmonary  interstitial  emphysema, 
mediastinal  emphysema,  and  pneumo- 
thorax— all  three — are  present,  all  of  the 
symptoms  and  signs  mentioned  in  the  two 
preceding  paragraphs  may  be  present. 

X-RAY  FINDINGS 

Although  a roentgenographic  diagnosis 
of  pulmonary  emphysema  may  offer  little 
problem,  the  differentiation  of  compensa- 
tory from  obstructive  emphysema  may  be 
more  difficult.  Inspiratory  and  expiratory 
films  are  required  in  infants  these  are 
difficult  to  obtain  accurately.  Moreover, 
once  a diagnosis  of  obstructive  emphysema 
is  made,  it  may  be  impossible  to  decide 
whether  the  major  portion  of  the  air  is  on 
the  inside  or  outside  of  the  normal  passage- 
ways. If  escape  of  air  from  the  normal 
pathways  is  as  frequent  as  my  experience 
indicates,  both  compensatory  and  obstruc- 
tive emphysema,  more  particularly  the  lat- 
ter, are  frequently  complicated  by  intersti- 
tial emphysema.  For  this  reason  any 
marked  emphysema  of  recent  acute  onset 
may  lead  to  suspicion  of  interstitial  emphy- 
sema. 

A roentgenographic  diagnosis  of  me- 
diastinal emphysema  is  not  always  easy. 
An  anteroposterior  or  postero-anterior  film 
of  the  chest  may  show  a curvilinear  shadow 
of  air  along  either  margin  of  the  mediasti- 
num or  along  the  border  of  the  heart.  A 
lateral  view  may  show  a large  collection  of 
air  in  the  anterior  mediastinum.  However, 
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neither  of  these  views  is  absolutely  reli- 
able ; extensive  mediastinal  emphysema 
may  be  present  yet  these  views  fail  to  show 
it.  If  a pneumothorax  is  also  present  the 
value  of  the  lateral  view  is  further  reduced : 
air  in  the  pleural  cavity,  particularly  if  un- 
der tension,  can  produce  on  the  lateral  film 
a shadow  identical  with  that  produced  by 
air  in  the  anterior  mediastinum.^  Moreover, 
it  is  likely  that  severe  emphysema  in  the  an- 
terior portion  of  the  lung  may  also  cause  an 
apparent  substernal  collection  of  air.  This 
would  be  particularly  true  if  the  film  were 
slightly  overexposed. 

The  roentgenographic  characteristics  of 
pneumothorax  are  well  known.  It  should 
be  emphasized,  however,  that  there  may  be 
no  relation  between  the  size  of  a pneumo- 
thorax and  its  pressure.  A comparatively 
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Fig.  3:  X-rays  of  the  chest  of  a newborn  infant 
with  airblock  who  died  a few  hours  later.  Repro- 
duced from  the  Journal  of  Pediatrics  (4)  by  per- 
mission of  the  editors.  A:  Anteroposterior  view. 
There  is  atelectasis  of  the  right  upper  lobe.  The 
left  pneumothorax  is  evidently  under  great  tension. 
Note  the  widely  spaced  ribs,  shift  of  the  medi- 
astinum, and  depression  of  the  left  diaphragm.  Yet 
the  left  lung  is  only  partially  collapsed.  Further 
collapse  is  prevented  by  pulmonary  interstitial 
emphysema,  air  trapped  in  the  tissue  of  the  lung. 


small  pneumothorax  may  be  under  very 
high  tension  as  evidenced  by  increased  dis- 
tance betwen  the  ribs,  depression  of  the 
diaphragm  and  shift  of  the  mediastinum. 
If  the  underlying  lung  contains  sufficient 
interstitial  air,  it  splints  the  lung  in  an  ex- 
panded position  and,  being  trapped  there, 
prevents  more  than  moderate  collapse. 
Similarly,  if  the  opposite  lung  is  involved, 
it  may  be  so  expanded  as  to  prevent  shift 
of  the  mediastinum,  although  the  pneumo- 
thorax of  the  opposite  side  is  under  very 
high  tension  as  evidenced  by  widely  spaced 
ribs  and  depressed  diaphragm. 

Some  of  the  x-ray  changes  mentioned 
above  are  illustrated  in  figure  3. 

TREATMENT 

A review  of  the  known  etiologic  factors 
suggests  that  measures  designed  to  avoid 


B : Lateral  view.  The  apparent  substernal  collec- 
tion of  air  is  not  due  to  mediastinal  emphysema; 
there  was  no  air  in  the  mediastinum  at  autopsy. 
The  shadow  is  due  to  herniation  of  the  anterior 
mediastinum  by  the  tenison  left  pneumothorax. 

the  occurrence  of  airblock  must  be  largely 
a matter  of  the  best  obstetric  attention  pos- 
sible, together  with  careful  resuscitation  of 
those  infants  needing  such  measures.  If 
extensive  atelectasis  suggests  the  advisa- 
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bility  of  bronchoscopic  aspiration,  this  pro- 
cedure is  feasible  in  the  newborn  period. 

It  is  likely  that  in  most  instances  the 
amount  of  aberrant  air  is  small,  causes  few 
or  no  symptoms,  and  needs  no  treatment. 
In  many  more  the  amount  of  aberrant  air  is 
so  small  as  to  produce  only  mild  symptoms ; 
in  such  cases  the  only  indicated  treatment  is 
the  administration  of  oxygen  and  gentle 
care  of  the  infant. 

In  more  severe  cases  some  effort  to  re- 
move portions  of  the  aberrant  air  may  be 
advisable.  If  a large  or  tension  pneumo- 
thorax occurs,  aspiration  may  be  indicated ; 
this  may  have  to  be  repeated  several  times. 
Gumbiner  and  Cutler®  have  reported  the  al- 
leviation of  alarming  symptoms  following 
aspiration  of  the  anterior  mediastinum  in 
a newborn  infant  with  mediastinal  emphy- 
sema. An  effective  therapeutic  approach 
to  pulmonary  interstitial  emphysema  has 
not  been  devised. 
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POSTMORTEM  OBSERVATIONS  IN 
TWENTY-TWO  PREMATURE 
INFANTS'^ 

JAMES  B.  AREY,  M.  D.f 
New  Orleans 

This  paper  is  not  intended  to  be  a sta- 
tistical survey  of  the  causes  of  death  of 
premature  infants  dying  during  the  neo- 
natal period.  Adequate  reviews  of  this  sub- 
ject, based  on  autopsy  findings,  have  been 
presented  in  the  papers  by  Potter  and 
Adair,^  Potter,-  Cruickshank,®  D’Esopo  and 
Marchetti^  and  Macgregor.^ 

Although  pathologic  findings,  presum- 
ably indicative  of  the  cause  of  death  can 
be  demonstrated  in  70  to  88  per  cent  of 
viable  premature  infants  dying  in  the  neo- 
natal period,  many  clinicians  and  path- 
ologists still  feel  that  autopsies  on  prema- 
ture infants  are  of  little  value,  as  they  con- 
sider prematurity  alone  to  be  an  adequate 
cause  of  death.  The  responsibility  for  this 
misconception  rests  both  with  the  clinician 
and  the  pathologist.  The  clinician  has  been 
lax  in  obtaining  permissions  for  post  mor- 
tem examinations  on  premature  infants 
dying  in  the  neonatal  period,  and  the 
examinations  performed  by  the  path- 
ologist on  such  infants  are  usually  inade- 
quate. The  present  paper  is  presented  to 
encourage  better  cooperation  between  the 
clinician  and  the  pathologist  in  dealing  with 
premature  infants.  This  cooperation  is 
badly  needed,  for  there  is  probably  no 
period  of  life  during  which  clinical  diagno- 
ses are  so  unreliable. 

The  material  for  the  present  paper  con- 
sists of  the  consecutive  autopsy  records  of 
22  premature  infants  dying  during  the 
neonatal  period  on  the  Tulane  Service  of  the 
Charity  Hospital  of  Louisiana  at  New  Or- 
leans. The  deaths  occurred  between  Octo- 
ber, 1945  and  May,  1946.  All  the  infants 
were  born  alive,  weighed  more  than  499 
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^rams  and  less  than  2500  grams,  and  died 
between  five  minutes  and  25  days  after 
birth.  Twenty  were  colored  and  two  were 
white.  Complete  postmortem  examinations 
including  examination  of  the  contents  of  the 
cranial  cavity  were  carried  out  on  all  in- 
fants. Bacteriologic  studies  were  inade- 
quate since  most  of  the  bodies  were  un- 
claimed and  the  autopsy,  by  law,  could  not 
be  done  until  48  hours  after  death.  All  the 
autopsies  were  performed  by  the  author. 

Among  the  22  premature  infants  five 
were  classed  as  previable  (weight  500-999 
grams).  An  adequate  cause  of  death  was 
demonstrated  in  four  of  these.  There  were 
17  classed  as  viable  premature  infants 
(weight  1000  to  2499  grams).  An  ade- 
quate cause  of  death  was  demonstrated  in 
all  of  these  infants  (Table  1). 

In  the  entire  group  of  22  infants  16  died 
in  the  first  24  hours  after  birth,  two  died 
between  24  and  48  hours  and  four  died  be- 
tween 14  and  25  days  (Table  1).  All  of  the 
previable  premature  infants  died  within  48 
hours  and  only  one  lived  over  24  hours. 

The  causes  of  death  in  the  previable  pre- 
mature infants  were  bronchopneumonia, 
two,  and  intracranial  hemorrhage,  two.  No 
cause  of  death  could  be  demonstrated  in  one 
infant  weighing  904  grams  and  living  one 
hour  and  36  minutes.  The  causes  of  death 
in  the  viable  premature  infants  were  con- 
genital syphilis,  five,  bronchopneumonia, 
four,  asphyxia,  four,  thrombosis  of  the  ven- 
ous sinuses  of  the  dura  mater,  two,  and  in- 
tracranial hemorrhage,  two. 

In  the  entire  group  of  22  infants  broncho- 
pneumonia was  the  immediate  cause  of 
death  in  six,  congenital  syphilis  in  five,  as- 
phyxia in  four,  intracranial  hemorrhage  in 
four,  dural  sinus  thrombosis  in  two  and  the 
cause  of  death  could  not  be  determined  in 
one.  Infection,  including  congenital  syphi- 
lis, was  held  accountable  for  11  of  the  22 
deaths  (Table  1). 

In  the  16  infants  dying  during  the  first 
24  hours  there  were  four  cases  each  of 
bronchopneumonia,  (congenital  syphilis,  and 
asphyxia,  three  of  intracranial  hemorrhage 
and  one  in  which  the  cause  of  death  could 
not  be  determined.  Only  two  infants  died 


between  24  and  48  hours,  one  of  an  intra- 
ventricular hemorrhage  and  one  of  congeni- 
tal syphilis.  There  were  two  infants  with 
bronchopneumonia  and  two  with  dural 
sinus  thrombosis  who  died  between  14  and 
25  days  (Table  1). 

These  figures  are  too  small  to  be  of  any 
statistical  significance  but  they  do  show 
that  even  in  premature  infants  important 
pathologic  changes  can  be  demonstrated  by 
careful  postmortem  examinations.  The  de- 
tailed findings  should  be  of  interest  to  ob- 
stetricians and  pediatricians. 

Bronchopneumonia  was  present  in  six 
cases  as  the  immediate  cause  of  death  and 
occurred  in  infants  dying  from  17  minutes 
to  25  days  after  birth.  It  was  present  as 
an  incidental  factor  in  four  others,  three 
dying  of  congenital  syphilis  and  one  of 
lateral  sinus  thrombosis.  The  intensity  of 
the  process  varied  considerably,  being  more 
severe  in  the  infants  who  lived  over  48 
hours.  In  these  cases  it  probably  repre- 
sented a postnatal  infection.  Three  of  the 
four  infants  dying  during  the  first  24  hours 
of  bronchopneumonia  showed  microscopic 
evidence  of  aspiration  of  amniotic  sac  con- 
tents. In  two  infants  the  inflammatory 
reaction  was  slight  and  asphyxia  may  well 
have  been  more  important  than  pneumonia 
as  the  immediate  cause  of  death.  Mac- 
gregor®  believes  that  some  cases  of  pneu- 
monia with  prenatal  aspiration  may  be 
caused  by  a non-bacterial  irritant  in  the 
aspirated  m^aterial.  In  541  consecutive  au- 
topsies on  infants  up  to  28  days  old,  she 
found  inflammatory  changes  in  the  lungs 
in  37  per  cent  of  the  live-born  infants  and 
in  11.8  per  cent  of  the  dead-born.  Prema- 
ture infants  appeared  to  be  especially  suc- 
ceptible  to  respiratory  tract  infections, 
Johnson  and  Meyer'^  believe  that  a clinical 
diagnosis  of  congenital  pneumonia  is  prac- 
tically impossible,  and  that  nearly  all  in- 
fants dying  of  pneumonia  within  three  days 
after  birth  do  so  as  a result  of  antenatal 
infection. 

Congenital  syphilis  accounted  for  five 
deaths  in  the  present  series.  All  of  these 
occurred  in  viable  premature  infants  dying 
between  one  hour  and  30  minutes  and  34 
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hours  after  birth.  Congenital  syphilis  may 
manifest  itself  only  by  osseous  changes 
(Schmidt,®  Schneider®)  but  in  the  present 
series,  although  bony  changes  were  con- 
stant, other  evidences  of  congenital  syphi- 
lis were  also  present.  These  included  hepa- 
tomegaly and  splenomegaly,  syphilitic  pan- 
creatitis and  in  one  infant  extensive  fibrosis 
of  the  hypophysis.  A similar  change  in  the 
hypophysis  has  been  described  by  Browne^® 
who  found  syphilis  to  be  the  most  important 
form  of  antenatal  infection.  Potter,^  how- 
ever, found  congenital  syphilis  in  only  two 
of  954  autopsies  on  infants  dying  during 
the  intrauterine  and  neonatal  periods. 
Cruickshank^^  has  pointed  out  that  syphilis 
in  the  mother  is  not  an  important  cause  of 
abortion  but  is  an  important  cause  of  pre- 
mature delivery.  The  appalling  incidence 
of  congenital  syphilis  in  the  present  series, 
in  spite  of  the  small  number  of  cases,  de- 
monstrates the  continued  importance  of 
syphilis  as  a public  health  problem,  at  least 
among  the  Negro  race  in  the  New  Orleans 
area. 

Asphyxia  accounted  for  four  of  the  deaths. 
All  were  viable  premature  infants  dying  in 
the  first  24  hours.  There  is  still  disagree- 
ment as  to  the  occurrence  of  intrauterine 
respirations  in  the  normal  human  fetus. 
Small  amounts  of  amniotic  sac  contents  are 
often  found  in  the  lungs  but  it  is  generally 
agreed  that  a large  amount  is  indicative  of 
fetal  asphyxia.  Amniotic  sac  contents  in 
the  lungs  may  be  identified  by  the  presence 
of  cornified  epithelial  cells  and  also  by  a 
pink  staining  coagulum  applied  to  respira- 
tory surfaces — the  so-called  asphyxial  mem- 
brane (Johnson  and  Meyer'  “hyaline  mem- 
brane”; Farber  and  Sweet^®  “vernix  mem- 
brane” and  Baar^®).  Cornified  epithelial 
cells  derived  from  the  skin  of  the  fetus  may 
be  entrapped  in  this  membrane  or  may  lie 
free  in  the  bronchioles  and  alveoli.  In  the 
lungs  of  the  four  infants  in  the  present 
series  whose  deaths  were  attributed  to  as- 
phyxia there  were  keratinized  epithelial 
cells  in  the  air  spaces  and  a pink  amorphous 
membrane  lining  many  of  the  bronchioles 
and  alveoli.  Wilson  and  Farber^^  believe 
that  actual  bronchial  obstruction  due  to  as- 


piration of  the  contents  of  the  amniotic  sac 
is  less  frequent  in  premature  than  in  full 
term  infants,  as  the  production  of  vernix 
and  cornification  of  the  skin  take  place 
largely  in  the  last  months  of  pregnancy. 

In  addition  to  the  four  infants  in  whom 
death  was  attributed  directly  to  asphyxia, 
eight  others  showed  evidence  of  aspiration 
of  amniotic  sac  contents  varying  from  slight 
to  moderate.  In  these  cases  asphyxia  may 
have  been  a contributory  cause  of  death. 
Two  infants  showed  a few  small  foci  of  sub- 
ependymal encephalomalacia  in  the  white 
matter  neighboring  the  lateral  ventricles. 
Such  lesions  may  be  the  result  of  asphyxia 
or  of  birth  injury,  but  in  themselves  did 
not  appear  to  be  important  factors  in  caus- 
ing death.  These  focal  subependymal  ne- 
croses have  been  carefully  described  by 
Schwarz, and  Benda^®  has  reported  similar 
lesions  in  the  brains  of  mentally  deficient 
children. 

Intracranial  hemorrhage  was  responsible 
for  four  of  the  deaths.  One  infant  showed 
an  extensive  subarachnoid  hemorrhage  and 
scattered  petechiae  in  the  substance  of  the 
brain;  two  showed  subarachnoid",  intraven- 
tricular and  small  intracerebral  hemorr- 
hages and  one  showed  an  intraventricular 
hemorrhage  and  petechiae  in  the  brain.  Two 
of  the  four  cases  occurred  in  previable 
premature  infants.  The  duration  of  life 
varied  from  five  minutes  to  31  hours.  In  no 
instance  was  there  an  associated  tear  in  the 
falx  or  tentorium.  There  is  a difference  of 
opinion  as  to  whether  intracranial  hemorr- 
hages without  gross  dural  tears  are  the  re- 
sult of  birth  trauma  or  of  asphyxia,  and 
Holland^^  has  pointed  out  the  difficulty  in 
distinguishing  between  traumatic  and  as- 
phyxial intracranial  hemorrhage. 

Thrombosis  of  the  dural  sinuses  was  re- 
sponsible for  two  deaths.  Both  occurred  in 
viable  premature  infants  living  14  and  18 
days.  No  local  inflammatory  basis  for  the 
thrombi  could  be  demonstrated.  In  one  in- 
fant both  lateral  sinuses  were  thrombosed 
and  in  this  case  there  was  an  associated 
bronchopneumonia.  In  the  other  infant 
there  were  thrombi  in  the  superior  sagittal 
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and  lateral  sinuses  and  in  the  great  vein 
of  Galen.  This  infant  also  showed  suba- 
rachnoid, intracerebral  and  intraventricu- 
lar hemorrhages.  Bailey  and  Hass^®-  and 
Byers  and  Hass-®  have  emphasized  the  im- 
portance of  acute  nutritional  disturbances 


together  accounted  for  11  of  the  deaths. 
Other  causes  of  death  were  asphyxia,  intra- 
cranial hemorrhage  and  dural  sinus  throm- 
bosis. These  findings  indicate  that  prema- 
turity uncomplicated  by  other  disorders  is 
seldom  the  sole  cause  of  death. 


Cause  of  Death 

Bronchopneumonia 

Intracranial  hemorrhage 

Congenital  syphilis 

Asphyxia 

Sinus  thrombosis 

Undetermined 

Total  by  length  of  life  status 
Total  by  status 


Table  1 


Status  of 

Previable 
Duration  of  Life 
1-24  25-48  14-25 

hrs.  hrs.  days 

0 

1 1 
1 

4 10 

5 


Prematurity 

Viable 

Duration  of  Life 
1-24  25-48  14-25 

hrs.  hrs.  days 

2 2 
2 

4 1 

4 


12  1 4 


17 


Total 

No. 

6 

4 

5 
4 
.■> 

1 


in  the  pathogenesis  of  dural  sinus  thrombo- 
sis in  early  life. 

DISCUSSION 

It  cannot  be  denied  that  prematurity  was 
an  important  contributing  factor  in  the 
death  of  many  of  these  infants.  Prematur- 
ity, for  example,  favors  the  occurrence  of 
such  lesions  as  intraventricular  hemor- 
rhage.® It  is  also  true  that  the  full  term  in- 
fant may  survive  trauma  and  infections 
which  might  kill  the  premature  infant. 
Thus  obstruction  of  scattered  bronchioles 
and  alveoli  may  have  little  effect  in  the  full 
term  infant,  owing  to  the  relatively  large 
pulmonary  reserve.  In  the  premature  infant 
the  total  functional  pulmonary  parenchyma 
may  be  barely  sufficient  to  maintain  life 
and  minor  obstruction  in  the  respiratory 
tract  can  be  fatal. 

The  purpose  of  this  paper  is  not  to  belit- 
tle the  importance  of  prematurity  as  a fac- 
tor in  neonatal  deaths  but  rather  to  show 
that  if  death  occurs  serious  lesions  can  be 
demonstrated  as  the  immediate  cause  in 
most  instances.  It  is  encouraging  that  many 
of  the  deaths  were  not  the  inevitable  conse- 
quence of  prematurity  but  were  theoretical- 
ly preventable. 

SUMMARY 

An  adequate  cause  of  death  was  demon- 
strated at  autopsy  in  21  of  22  premature 
infants  dying  during  the  neonatal  period. 
Bronchopneumonia  and  congenital  syphilis 
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THE  PRESENT  STATUS  OF  THE 
POLIOMYELITIS  PROBLEM* 
VERNON  W.  LIPPARD,  M.  D.f 
New  Orleans 

It  is  quite  appropriate  that  poliomyelitis 
should  be  a topic  for  discussion  at  a meet- 
ing of  the  Louisiana  State  Medical  Society 
because  it  was  a physician  in  this  state  who 
reported  the  first  epidemic  of  the  disease  in 
this  country.  The  author  of  this  brief  re- 
port, George  Colmer,  practiced  in  the  Flor- 
ida Parishes  and  resided,  at  the  time  of  his 
report,  1841,  in  Springfield,  Livingston 
Parish.^'  ^ 

My  report,  although  somewhat  longer, 
lacks  the  originality  of  Colmer’s  because  it 
is  not  based  on  original  investigation  but 
rather  on  a review  of  recent  literature  made 
for  the  purpose  of  finding  out  where  we 
stand  in  this  problem.  As  time  does  not  per- 
mit a complete  discussion  of  so  broad  a sub- 
ject, my  remarks  may  be  colored  by  my  own 
interpretation  and  I shall  be  forced  to  dis- 
regard a careful  balance  of  both  sides  of 
some  controversial  topics. 

In  talking  with  a group  of  practicing 
physicians  who  have  varied  and  broad  inter- 
ests and  are  primarily  concerned  with  the 
more  practical  aspects  of  medicine,  one  is 
always  tempted  to  emphasize  diagnostic 
and  therapeutic  procedures.  Despite  the  fact 
that  our  knowledge  of  the  disease  is  increas- 
ing rapidly  and  that  investigation  will  lead 
eventually  to  more  specific  methods  of  diag- 
nosis and  treatment  of  the  acute  infection. 


*Read  at  the  Annual  Meeting  of  the  Louisiana 
State  Medical  Society,  New  Orleans,  May  14,  1947. 

fFrom  the  Department  of  Pediatrics,  School  of 
Medicine,  Louisiana  State  University,  and  the 
Charity  Hospital  of  Louisiana  at  New  Orleans. 


I should  warn  you  at  the  beginning  that  I 
have  little  to  offer  in  that  regard. 

ORGANISM 

The  virus  of  poliomyelitis  is  one  of  the 
smallest  known  and,  as  is  true  of  filtrable 
viruses  in  general,  propagates  only  in  living 
cells.  It  is,  however,  resistant  to  freezing, 
drying  and  many  protoplasmic  poisons  and 
may  be  preserved  in  the  ice  chest,  in  nerv- 
ous tissue,  for  several  years.  It  is  neuro- 
tropic, in  fact  “neuronotropic”,  in  that  it 
combines  preferentially  with  the  neuron  it- 
self rather  than  the  glial  elements  of  the 
nervous  tissues. 

EPIDEMIOLOGY 

The  seasonal  incidence  of  the  disease, 
with  prevalence  in  the  summer  months,  is 
well  known.  If  it  occurred  only  during  that 
period  of  the  year,  study  of  the  epidemi- 
ology might  be  much  more  simple,  but  the 
fact  remains  that  it  occurs  in  endemic  form 
throughout  the  year.  Cases  are  seen,  even 
in  the  Northern  states,  during  the  winter 
months.  The  distribution  of  reported  cases 
during  the  1946  epidemic  in  Louisiana  is 
shown  in  figure  1. 

CASES  OF  POUOMYELITIS  IN  LOUISIANA  - 1946 

TOTAL  iSZ 


LEGEND: 

Fig.  1 : Monthly  incidence  of  poliomyelitis  in 
Louisiana  during  1946. 

The  mode  of  transmission  has  been 
studied  intensively  in  recent  years  and 
many  facts,  which  may  lead  to  methods  of 
prevention,  are  known.  Presence  of  the 
virus  in  the  pharyngeal  mucus  as  well  as  the 
pharyngeal  tissues  of  persons  ill  with  the 
disease  has  quite  naturally  led  to  the  belief 
that  droplet  dispersion  may  play  a role  in 
transmission.  It  is  also  known  that  the  virus 
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is  usually  demonstrable  in  the  intestinal 
walls  and  feces  of  infected  persons  as  well 
as  healthy  contacts.®  Trask,  Paul  and  oth- 
ers^’ ® have  demonstrated  the  virus  in  urban 
sewage  during  epidemic  periods.  It  has  not 
been  found  in  water  supplies.  It  has  also 
been  detected  in  the  bodies  of  various  spe- 
cies of  flies  trapped  in  epidemic  areas.®’  ® 

The  bulk  of  evidence  now  favors  fecal 
contamination  as  an  important  method  of 
transmission.  With  the  seasonal  incidence 
of  the  disease  parallel  to  that  of  the  fly  pop- 
ulation, one  is  tempted  to  conclude  that  flies 
may  play  the  same  role  in  mechanical  trans- 
mission of  the  virus  that  they  do  in  typhoid 
fever  or  dysentery.  More  information  must 
be  gathered,  however,  before  precise  inter- 
pretations can  be  made.  For  instance,  it  will 
be  necessary  to  know  the  survival  times  of 
the  virus  outside  of  the  body  in  feces,  mu- 
cus and  food  and  the  minimal  infective  dose 
for  man. 

PATHWAYS  OF  INVASION 

It  has  been  quite  definitely  established 
that  having  gained  entrance  to  the  animal 
body,  the  virus  is  transmitted  along  healthy 
nerve  fibers.  This  has  been  demonstrated 
repeatedly  by  the  following  rather  simple 
experiment.  If  a sciatic  nerve  is  sectioned 
and  the  virus  suspension  applied  to  the 
proximal  cut  end,  poliomyelitis  invariably 
results  after  an  incubation  period  of  four  to 
six  days.  If,  on  the  other  hand,  the  nerve  is 
cut  or  even  frozen,  proximal  to  the  point  of 
application  of  the  virus,  no  infection  re- 
sults. 

In  the  macacus  rhesus  monkey,  which  was 
practically  the  only  animal  used  for  this 
■work  prior  to  1938,  the  disease  can  be  pro- 
duced readily  by  application  of  the  virus  to 
the  nasopharynx  but  not  to  other  mucous 
membranes  or  the  skin.  If  the  olfactory 
nerves  of  this  animal  are  sectioned,  invasion 
does  not  take  place  no  matter  where  the 
virus  is  applied  externally.  Thus,  as  long  as 
our  observations  were  confined  to  the 
macacus  rhesus,  the  problem  was  simple. 
The  portal  of  entry  was  the  nasopharynx. 

It  has  become  increasingly  evident  that 
conclusions  regarding  the  portal  of  entry 
in  man  cannot  be  based  on  observations  in 


the  rhesus  monkey  for  many  reasons,  fore- 
most among  which  is  the  fact  that  the  virus 
is  not  usually  found  in  the  stools  of  infected 
animals  of  that  species  and  that  entry  via 
the  gastrointestinal  tract  may  be  barred  by 
intestinal  secretions  or  some  other  mechan- 
ism. 

There  are  many  reasons  to  believe  that 
the  portals  of  entry  in  the  chimpanzee  may 
be  more  similar  to  those  in  man.  As  is  also 
true  in  man,  the  virus  can  be  recovered 
from  the  stools,  and  two  young  chimpanzees 
in  a zoo  are  reported  to  have  contracted  the 
disease  spontaneously  during  an  epidemic.® 

In  one  series  of  experiments  by  Howe 
and  Bodian,^®  six  chimpanzees  were  inocu- 
lated in  pairs  with  human  stools  containing 
poliomyelitis  virus.  Two  animals  received 
the  inoculum  intranasally,  two  intraorally 
and  two  by  stomach  tube.  In  each  of  the 
last  two  pairs,  one  animal  had  been  sub- 
jected to  bilateral  olfactory  tract  section. 
All  of  the  animals  contracted  poliomyelitis. 
The  entire  brain  stem  and  considerable  por- 
tions of  the  cortex,  spinal  cord  and  peri- 
pheral nervous  system  were  studied  by 
serial  section.  Lesions  of  the  olfactory  bulbs 
and  secondary  olfactory  nuclei  were  present 
only  in  the  animals  receiving  intranasal  in- 
oculations. There  was  good  correlation  be- 
tween the  development  of  bulbar  paralysis 
and  intraoral  inoculation.  In  the  animals  re- 
ceiving stomach  tube  inoculations,  there 
was  histologic  evidence  that  the  virus  had 
reached  the  brain  from  the  spinal  cord.  An- 
other animal,  not  included  in  this  series, 
was  killed  before  paralysis  and  showed 
lesions  of  the  coeliac  and  sympathetic  chain 
ganglia  but  none  of  the  central  nervous  sys- 
tem. 

Studies  on  the  portal  of  entry  in  man 
must  be  approached  more  indirectly  and 
are  therefore  less  conclusive  than  in  other 
animals.  Two  methods  have  been  used : 
pathologic  analysis  of  the  distribution  of 
lesions  and  virus  assay  of  tissues.  Neither  of 
these  methods  is  entirely  satisfactory  be- 
cause at  the  time  of  death,  the  virus  is  wide- 
ly disseminated.  Furthermore,  histologic 
methods  of  tracing  the  spread  of  infection 
are  available  only  for  nervous  tissues.  His- 
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tologic  findings  show  that  the  olfactory 
bulbs  are  capable  of  reacting  to  the  virus 
but  indicate  that  the  olfactory  portal  is  not 
involved  in  most  cases. 

Many  facts  point  to  the  alimentary  tract 
as  a focus  of  virus  proliferation  and  the 
spinal  cord  as  the  primary  site  of  invasion 
of  the  central  nervous  system  in  man.  Crit- 
ical evidence  of  the  abdominal  sympathetic 
system  as  a route  to  the  spinal,  cord  has  not 
been  produced  but  it  can  be  strongly  sus- 
pected on  the  basis  of  the  demonstration  of 
both  the  virus  and  histological  lesions  in  the 
coeliac  ganglion  of  chimpanzee  and  man. 

SYMPTOMATOLOGY  AND  PATHOLOGY 

As  this  group  of  practicing  physicians  is 
no  doubt  familiar  with  the  symptoms  of  the 
disease,  I shall  not  take  the  time  necessary 
to  recite  them  from  the  textbook  but  shall 
attempt  rather  to  review  the  course  of  the 
disease  in  relation  to  our  knowledge  of  the 
underlying  pathology  and  immunology. 

We  have  reviewed  the  mode  of  transmis- 
sion and  the  evidence  available  regarding 
invasion  of  the  nervous  system.  The  virus 
having  entered  the  nervous  system,  one  of 
three  courses  may  follow : The  disease  may 
be  arrested  in  the  “abortive”  or  “non- 
paralytic” stage,  paralysis  with  recovery 
may  take  place  or  permanent  paralysis  may 
result. 

The  first  symptoms  of  the  disease  are 
fever,  headache,  pharyngitis,  vomiting  and 
diarrhea.  These  are  followed  in  one  to  three 
days  by  irritability  or  drowsiness,  muscle 
tenderness,  stiffness  of  the  neck,  rigidity 
of  the  spine  and  positive  Kernig  sign.  These 
symptoms  usually  appear  seven  to  14  days 
after  exposure.  Examination  of  the  spinal 
fluid  at  that  time  usually  reveals  50-100 
cells,  although  the  count  may  be  higher  or 
lower.  Polymorphonuclear  leucocytes  may 
be  present  during  the  first  few  days  but 
lymphocytes  predominate.  The  globulin 
content  of  the  spinal  fluid  is  normal  or 
slightly  increased  at  first  but  gradually  in- 
creases. From  the  clinical  standpoint,  the 
disease  may  not,  and  probably  in  the  ma- 
jority of  cases  does  not,  progress  beyond 
that  stage.  The  existence  of  non-paralytic 
cases  in  man  is,  of  course,  difficult  to  estab- 


lish. In  the  experimental  animal,  however, 
it  can  be  confirmed  histologically  and  by 
virus  assay. 

When  virus  reaches  the  central  nervous 
system,  one  of  several  sequels  is  possible. 
If  the  dose  is  subinfective  for  the  cells  near 
the  site  of  entry,  the  virus  may  be  ster- 
ilized there.  If  the  dose  is  somewhat  larger 
or  the  tissues  more  susceptible,  a local  path- 
ological response  to  invasion  and  injury  at 
the  site  of  entry  may  occur,  followed  by 
sterilization  before  the  virus  can  multiply 
and  spread  to  other  susceptible  centers,  or 
there  is  multiplication  and  spread  to  other 
susceptible  centers. Failure  of  multipli- 
cation and  spread  and  injury  to  a compara- 
tively few  cells  probably  accounts  for  the 
majority  of  non-paralytic  cases.  The  ab- 
sence of  demonstrable  paralysis  in  many 
cases  is  probably  due  to  the  fact  that  the 
distribution  of  destroyed  motor  neurons  is 
too  scattered  to  involve  a single  functional 
muscle  group  sufficiently  to  produce  clini- 
cally evident  loss  of  function.  In  such 
cases,  one  may  find  all  the  anterior  horn 
cells  destroyed  in  one  miscroscopic  section 
and  another  section  a millimeter  away 
unaffected. 

It  is  generally  agreed  that  a large  por- 
tion of  cases  never  progress  beyond  the 
non-paralytic  stage.  The  extent  of  invasion 
beyond  this  point  is  dependent  upon  the 
balance  between  virulence  of  the  organism 
and  susceptibility  of  the  host.  When  paraly- 
sis occurs,  weakness  is  usually  observed  and 
reflexes  diminished  by  the  third  day  after 
onset  of  symptoms.  The  maximum  degree 
of  paralysis  is  reached  in  a few  hours  to 
two  or  three  days  and  the  fever  usually  falls 
by  lysis  in  four  or  five  days. 

Of  those  in  whom  a definite  weakness  can 
be  demonstrated,  approximately  25  per 
cent  show  complete  clinical  recovery,  five  to 
ten  per  cent  die,  and  the  remainder  have 
some  degree  of  residual  paralysis. 

Time  does  not  permit  a careful  discussion 
of  the  morphologic  changes  which  take 
place  in  the  nervous  system  as  the  disease 
advances.  Briefly,  the  major  lesions  con- 
sist of  degeneration  of  the  anterior  horn 
cells  of  the  spinal  cord  and  motor  nuclei  of 
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the  cranial  nerves  and,  in  the  acute  state, 
widespread  inflammation  throughout  the 
nervous  system.  The  virus  migrates  along 
the  living  axon  and  is  distributed  widely 
throughout  the  central  nervous  system.  How 
it  can  pass  through  certain  neurons  without 
producing  injury  remains  a mystery  but  it 
seems  likely  that  chemical  differences  exist 
and  that  the  type  of  cell-selectivity  found 
in  other  virus  diseases  may  apply. 

PREVENTION 

The  possibilities  of  establishing  effective 
control  of  the  disease  fall  into  three  cate- 
gories: prevention  from  exposure,  passive 
immunization  and  active  immunization. 

Our  knowledge  of  the  transmission  of  the 
disease  is  so  limited  that  few  definite  rec- 
ommendations can  be  made  on  the  control 
of  exposure  but  I would  warn  against  ques- 
tionable measures  which  encourage  public 
panic. 

On  the  basis  of  evidence  that  the  virus 
may  be  recovered  from  the  pharynx,  pro- 
tection of  children  from  exposure  to  in- 
fected persons  and  from  crowds  during 
epidemics  may  be  justified  but  it  seems  un- 
likely that  droplet  dissemination  will  prove 
to  be  the  primary  method  of  transmission. 
Control  of  spread  of  the  virus  from  one 
intestinal  tract  to  another  may  be  a more 
efficient  approach.  As  in  typhoid,  healthy 
carriers  have  been  recognized  and  patients 
who  have  recovered  from  either  the  para- 
lytic or  non-paralytic  types  of  disease  carry 
the  virus  in  their  intestinal  tracts  for  vari- 
ous periods.  It  presents  a much  more  diffi- 
cult problem  than  typhoid,  however,  because 
the  virus  can  be  identified  only  by  animal 
assay  and  that  is  too  expensive  and  time- 
consuming  a procedure  to  be  carried  out  on 
a large  scale.  Our  current  methods  and 
duration  of  isolation  are  arbitrary  and  not 
based  on  scientific  evidence. 

Attempts  to  control  exposure  by  nasal 
sprays  have  not  proved  efficacious.  They 
were  based  on  the  assumption  that  the  pri- 
mary portal  of  entry  in  man,  as  in  the 
rhesus  monkey,  is  through  the  olfactory 
tract  and  that  assumption  is  no  longer  valid. 

Considerable  attention  has  been  given  re- 
cently to  the  problem  of  tonsillectomy  in 


relation  to  poliomyelitis.  Children  who 
develop  the  disease  shortly  after  tonsillecto- 
my are  more  likely  to  have  it  in  the  fatal 
bulbar  form  and  the  incidence  may  be 
higher  among  this  group.  Until  better 
evidence  that  it  is  a safe  procedure  is 
available,  it  would  seem  advisable  to  avoid 
tonsillectomy  during  epidemics.  This  does 
not  mean  that  the  operation  should  not  be 
performed  during  the  summer  months  in 
years  or  areas  in  which  the  prevalence  of 
the  disease  is  not  increased. 

On  general  principles,  it  does  not  seem 
likely  that  passive  immunization  offers 
much  hope  as  a preventive  measure.  The 
best  we  can  hope  for  is  that  a concentration 
of  antibodies,  such  as  is  found  in  human 
gamma  globulin,  may  offer  temporary  pro- 
tection to  children  known  to  have  been  ex- 
posed, if  given  before  the  virus  enters  the 
body.  The  evidence  at  present  is  discour- 
aging. 

Active  immunization  is  a topic  of  much 
more  lively  interest.  It  offers  the  most  hope- 
ful approach  to  the  control  problem  that  we 
know  at  the  moment  but  the  ideal  vaccine 
has  not  yet  been  discovered.  The  disappoint- 
ing results  which  followed  the  use  of  killed 
and  chemically  attenuated  viruses  are  well 
known.  When  the  killed  virus  was  used, 
apparently  no  protection  resulted.  When 
the  chemically  attenuated  virus  was  used,  it 
was  not  sufficiently  attenuated  and  children 
developed  the  disease.  Much  work  has  been 
done  recently  on  mouse-adapted  strains  and 
on  attenuation  of  the  virus  by  Irradiation 
and  other  physical  means.  One  of  the  limi- 
tations in  all  of  this  work  is  the  fact  that 
the  presence  of  neutralizing  antibodies  in 
the  circulating  blood  may  not  guarantee  pro- 
tection of  the  neuron.  Neutralizing  anti- 
bodies have  been  demonstrated  very  early 
in  the  disease.  This  suggests  that  they  were 
present  at  the  time  of  exposure  and  did  not 
serve  a protective  function.  Furthermore, 
second  attacks  have  been  reported,  although 
it  is  quite  possible  that  both  attacks  were 
not  caused  by  the  same  strain  of  virus. 

THERAPY 

Regarding  specific  therapy  in  the  acute 
phase  of  the  disease,  there  are  few  encour- 
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aging  leads.  Numerous  drugs,  including  the 
sulfonamides  and  penicillin,  have  been  tried 
and  have  failed.  Fifteen  years  ago  it  was 
thought  that  convalescent  human  serum  was 
the  answer  but  most  investigators  now 
agree  that  it  is  of  no  value. 

Use  of  the  concentrated  gamma  globulin 
fraction  of  pooled  adult  human  serum  in 
preparalytic  poliomyelitis  has  been  the  sub- 
ject of  considerable  active  research  recently. 
Neutralizing  antibodies  against  the  Lansing 
strain  of  poliomyelitis  are  said  to  be  present 
in  this  fraction  at  an  average  concentration 
18  to  25  times  as  high  as  that  in  the 
corresponding  whole  plasma.  Bahlke  and 
Perkins^^  conducted  a very  critical  investi- 
gation of  the  efficacy  of  gamma  globulin 
during  the  1944  epidemic  in  New  York 
State.  Their  conclusions  are,  “In  a series 
of  111  patients  with  preparalytic  poliomye- 
litis observed  for  approximately  six  months 
after  onset,  no  benefit  is  detectable  when  56 
of  them  who  had  received  large  doses  of 
gamma  globulin  intramuscularly  are  com- 
pared with  55  alternate,  untreated  con- 
trols.” 

I shall  not  enter  the  controversy  sur- 
rounding the  orthopedic  treatment  of  the 
disease  once  paralysis  has  developed.  In 
general  it  appears  that  complete  immobili- 
zation of  extremities  may  be  disadvanta- 
geous in  many  cases  because  it  may  lead  to 
atrophy  and  increased  loss  of  function.  Ap- 
plication of  heat  relieves  pain  and  when 
combined  with  active  physical  therapy,  di- 
minishes the  extent  of  paralysis  and  de- 
formity. Maintenance  of  centers  where  the 
disease  can  be  treated  actively  in  the  early 
stages  of  paralysis  is  certainly  justified. 

The  ramifications  of  this  subject  have 
made  it  necessary  for  me  to  review  hastily 
a large  amount  of  material.  I have  tried  to 
indicate  the  directions  in  which  progress 
may  be  expected.  Despite  the  enormous 
amount  of  effort  expended  in  the  study  of 
this  disease  in  recent  years,  we  are  far  from 
the  goal. 

DISCUSSION 

Dr.  Peters:  What  do  you  think  about  the  CO2 
treatment? 

Dr.  Lippard:  I have  had  no  experience  with  it 


and  I do  not  understand  the  rationale  underlying 
its  use. 

Dr.  Levy  (Baton  Rouge)  : What  has  been  your 
experience  at  Charity  Hospital  with  those  patients 
who  have  received  sulfa  drugs  in  the  prodromal 
stage?  Is  it  true  that  the  paralysis  has  been  worse? 

Dr.  Lippard : It  is  my  impression  from  the  liter- 
ature that  they  have  no  effect  on  the  disease  one 
way  or  another.  That  would  seem  logical  because 
the  sulfa  drugs  are,  in  general,  not  antiviral  in 
their  action. 
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time  a simplified  procedure  was  established 
by  the  Tulane  Pediatric  Division;  because 
no  complications  have  occurred,  our  experi- 
ences and  this  technic  deserve  discussion. 

In  1932  Drinker  and  associates’^  and 
Doan^  independently  suggested  bone  mar- 
row as  a route  for  administration  of  fluids. 
Tocantins  and  co-workers^’  ® enlarged  on 
earlier  work  in  this  field,  and  published 
data  regarding  indications,  rate  of  absorp- 
tion, and  complications.  Since  1942  several 
reports  from  abroad  have  emphasized  the 
usefulness  of  this  route  for  fluid  injections 
in  properly  selected  patients.  Heinild,  Son- 
dergaard  and  Tudvad®  recently  reported  ex- 
periences with  1000  bone  marrow  infusions 
in  six  different  Danish  hospitals.  They 
condemned  long-continued  infusions  and 
intra-osseous  injection  of  hypertonic  or 
irritating  fluids.  They  recommended  the 
multiple  syringe,  “push”  infusion  as  the 
most  satisfactory  method. 

TECHNIC 

Many  methods  of  administering  fluids 
into  the  medullary  cavity  have  been  de- 
scribed, some  calling  for  elaborate  needles 
or  trephines,  others  requiring  only  minimal 
simple  equipment.  In  our  experience  an  18 
gauge,  stainless  steel  needle  with  a well- 
fitting stylet  is  adequate;  strength  and  a 
keen  cutting  edge  are  essential.  For  older 
infants  a 16  or  17  gauge  needle  of  the  same 
quality  may  be  employed. 

The  patient  is  prepared  in  the  following 
manner : The  lower  extremity  is  fixed  to  a 
padded  board  so  that  the  assistant  opera- 
tor’s hand  may  support  the  knee.  The  upper 
two-thirds  of  the  tibia  is  cleansed,  then  pre- 
pared with  iodine  or  merthiolate  followed  by 
alcohol,  as  for  any  surgical  procedure ; 
sterile  technic  is  used  throughout.  One  c.c. 
of  normal  saline  containing  10,000  units  of 
‘penicillin  is  mixed  with  0.25  c.c.  of  1 per 
cent  solution  of  procaine  hydrochloride.  A 
site  is  chosen  in  the  mid-portion  of  the  up- 
per third  of  the  medial  (flat)  tibial  surface. 
Particular  care  is  used  to  avoid  proximity 
to  the  epiphyseal  line.  The  penicillin-pro- 
caine solution  is  then  infiltrated  down  to 
the  periosteum. 

A 5 c.c.  Luer-lok  syringe  is  attached  to 


the  needle  selected,  and  a small  towel  is 
wrapped  around  the  syringe ; this  then 
serves  as  a handle.  The  needle  is  directed 
toward  the  knee  not  quite  perpendicularly 
to  the  long  axis  of  the  tibia,  and  pressure 
is  exerted  while  employing  a slightly  drill- 
ing motion.  One  hand  supports  the  tibia 


LEGEND; 

Fig.  1 : Puncture  of  tibial  medullary  cavity  with 
17  gauge  needle  with  5 c.c.  Luer-lok  syringe  as 
handle.  Note  support  of  patient’s  extremity  as 
pressure  is  applied. 

during  this  maneuver  (see  fig.  1).  Entry 
into  the  marrow  cavity  is  easily  appreciated 
by  a sudden  “give”  or  reduction  in  resist- 
ance. The  bevel  of  the  needle  is  directed 
cephalad,  the  syringe  is  removed,  and  a 
stylet  introduced  to  be  sure  the  lumen  is 


LEGEND: 

Fig.  2:  Introduction  of  stylet  to  insure  patency 
of  needle  lumen.  If  bony  core  is  present,  a few 
thrusts  will  dislodge  it. 

clear  (see  fig.  2).  The  ease  with  which  the 
bony  cortex  may  be  punctured  is  dependent 
upon  skill  of  the  operator,  site  chosen,  age  of 
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the  patient,  and  perhaps  certain  deficiency 
syndromes.  Despite  these  considerations, 
however,  one  often  encounters  extreme  and 
unexplained  variations  in  thickness,  resist- 
ance, and  brittleness  of  bone,  and  conse- 
quent minor  technical  difficulties  which  are 
easily  overcome  with  experience.  A few  c.c. 
of  saline  is  injected,  and  if  this  is  blood- 
tinged  when  aspirated,  the  syringe  is  re- 
moved and  the  special  infusion  set  is 
attached. 

A year  ago  it  was  our  policy  to  employ 
the  multiple  syringe  method,  so  uniformly 
recommended  throughout  the  literature.  We 
now  wish  to  introduce  an  infusion  set, 
which,  to  the  best  of  our  knowledge,  has  not 


LEGEND: 

Fig.  3:  Two-way  automatic  valve  with  small 
syringe  attached  ready  for  attachment  to  marrow 
needle.  Note  very  thin  plasma  tubing. 


Fig.  4:  Automatic  valve  attached  to  marrow 
needle.  Mantoux  syringe  attached  is  popular  be- 
cause of  extremely  light  weight  and  because  only 
slight  pressure  is  needed  to  force  fluid. 


hitherto  been  described  for  this  purpose 
(see  fig.  3 and  4).  This  infusion  set  has 
many  advantages.  Once  attached  to  the 
marrow  needle,  the  system  is  closed.  Be- 
cause the  valve  is  automatic  and  light  in 
weight,  the  possibility  of  needle  movement 
is  minimized  and  likelihood  of  seepage 
into  surrounding  tissue  reduced ; the  latter 
is  a frequent  complication  of  the  multiple 
syringe  method.  Extreme  simplicity  of 
operation  has  increased  its  popularity.  Al- 
most any  small  syringe  may  be  employed 
with  this  set,  but  for  convenience,  and  to 
reduce  potential  pressure-pain,  we  ordinari- 
ly use  a 5 c.c.,  2 c.c.,  or  even  a tuberculin 
syringe  for  infants.  Such  a set  is  now 
standard  equipment  on  our  service,  and  will 
be  described  in  detail  elsewhere. 

If  a continuous  infusion  is  desired,  the 
marrow  needle  is  fixed  in  place  with  flamed 


LEGEND: 

Fig.  5:  Light  weight  BD  Luer-lok  adapter  at- 
tached to  marrow  needle  for  marrow  drip.  Blood 
and  plasma  are  difficult  to  administer  by  gravity 
alone,  but  less  viscous  fluids  can  be  administered 
by  this  method. 

adhesive  and  sterile  gauze  (see  fig.  5).  We 
have  encountered  no  complications  even 
when  infusions  have  remained  for  as  long 
as  72  hours,  though  usually  they  are  not 
allowed  to  run  for  more  than  12  to  24  hours. 
If  additional  parenteral  fluids  are  required 
after  this  time,  the  preferred  intravenous 
route  is  usually  again  available.  Bone  mar- 
row infusions  may  be  repeated,  however, 
as  often  as  necessary  simply  by  varying 
sites  of  injection,  but  the  same  bone  should 
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not  be  punctured  again  until  at  least  24 
hours  have  passed. 

Before  the  needle  is  removed,  10,000  units 
of  penicillin  in  normal  saline  is  injected 
partly  into  the  medullary  cavity  and  partly 
along  the  course  of  the  withdrawing  needle. 
We  have  done  this  routinely. 

We  do  not  recommend  the  intramedullary 
over  the  intravenous  route,  but  use  it  rather 
as  an  alternative  when  veins  are  inaccessi- 
ble. Just  when  patients  most  urgently  need 
corrective  fluid  therapy,  valuable  time  is 
often  lost  by  attempting  to  enter  collapsed 
or  very  small  veins.  Added  trauma  incident 
to  such  well-meaning  efforts  and  the  extra 
manipulations  they  entail,  certainly  appear 
further  to  depress  an  already  debilitated 
patient. 

REPORT  OP  A CASE 

A recent  illustrative  incident  occurred  when  a 
malnourished  infant  with  a severe  acute  nutritional 
disturbance  was  admitted.  Comatose,  he  exhibited 
all  the  classical  features  of  marked  dehydration 
and  acidosis;  the  carbon  dioxide  combining  power 
was  7 volumes  per  cent.  There  was  twitching  of  the 
extremities  and  no  discernible  reaction  to  painful 
stimuli.  Death  appeared  imminent.  Fourteen  vene- 
punctures and  two  cutdown  procedures  had  been 
attempted.  Appropriate  alkaline  and  fluid  therapy 
was  then  administered  by  rapid,  forced  injection 
into  the  tibial  marrow.  Response  was  gratifying, 
and  the  infant  was  crying  vigorously  within  an 
hour.  Usual  supportive  and  dietary  measures  were 
then  employed,  and  a transfusion  was  given  into 
the  same  needle  six  hours  later.  Uneventful  re- 
covery ensued. 

We  see  many  such  emergencies  among 
severely  dehydrated  infants  brought  to 
Charity  Hospital,  and  it  has  been  our  policy 
to  administer  fluids  immediately  by  the 
most  expeditious  route.  Injudicious  delay 
in  administration  of  corrective  solutions 
may  be  hazardous  and  may  further  accentu- 
ate existing  water  and  electrolyte  deficits. 
The  rapid  and  almost  foolproof  technic  for 
marrow  infusions  can  be  mastered  by  wit- 
nessing the  procedure  two  or  three  times, 
whereas  many  intravenous  technics  useful 
for  infants  require  time  and  skill  and  there- 
fore often  present  insurmountable  difficul- 
ties to  the  occasional  or  inexperienced 
operator. 

We  have  successfully  completed  more 
than  200  intraosseous  infusions  in  infants 


and  small  children  ranging  from  young 
prematures  weighing  as  little  as  964  grams 
(2  pounds,  2 ounces),  and  there  have  been 
no  complications  or  sequelae.  One  patient 
received  fourteen  such  infusions  during  a 
period  of  seven  weeks.  The  puncture  tech- 
nic is  not  ordinarily  used  or  recommended 
for  children  over  the  age  of  three,  though 
there  is  no  actual  contraindication  when  an 
emergency  exists  beyond  this  age. 

Pain,  so  obviously  related  to  the  pressure 
used  for  marrow  infusions  is  ordinarily  re- 
duced or  eliminated  when  the  rate  and 
pressure  are  reduced.  Pain  thus  serves  as 
a useful  guide  for  controlling  speed  of  fluid 
administration. 

Tocantins  and  O’NeilP  and  Quilligan  and 
TurkeP  found  frequent  warnings  in  the 
literature  two  decades  ago  regarding  local 
complications  following  prolonged  adminis- 
tration of  fluids  into  any  single  vein,  and 
many  incriminations  of  this  now-common 
route  also  warn  us  of  such  dangers  follow- 
ing cutdown  procedures.  Complications 
after  intramedullary  infusions  into  long 
bones,  such  as  osteomyelitis,  pressure  oc- 
clusion of  vessels,  cellulitis,  and  subcutane- 
ous abscesses,  have  been  reported,  though 
none  of  these  are  common.  Quilligan  and 
TurkeP  found  only  12  such  among  1049 
patients  who  had  received  fluids  by  intra- 
medullary route.  Five  of  these  had  medi- 
astinitis,  following  sternal  marrow  punc- 
tures; five  others  had  osteomyelitis  of  long 
bones. 

We  have  not  used  the  sternal  route,  and 
to  reduce  the  possibility  of  infection,  peni- 
cillin was  infiltrated  at  the  site  of  puncture 
before  the  needle  was  inserted,  and  again 
as  it  was  withdrawn. 

Queries  have  been  received  regarding 
rates  of  absorption  for  various  types  of 
fluids.  While  there  is  no  doubt  that  fluids 
can  be  given  more  rapidly  intravenously, 
rates  attained  in  intramedullary  infusions 
are  ordinarily  adequate.  We  give  blood, 
plasma,  or  any  of  the  physiologic  repair 
solutions  freely,  employing  usual  dosage 
rules.  Meyer  and  Perlmutter^  found  that 
the  circulation  time  in  human  subjects 
measured  from  corresponding  intravenous 
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and  intramedullary  sites  was  essentially 
similar  in  21  subjects.  They  concluded  that 
the  intimate  relationship  between  the  gen- 
eral circulation  and  the  medullary  cavities 
warrants  their  use  when  venous  channels 
are  not  readily  accessible. 

SUMMARY 

1.  Intramedullary  infusions  should  be  re- 
served for  patients  whose  veins  are  inac- 
cessible. 

2.  The  puncture  principle,  employing  a 
short  16-18  gauge  stainless  steel  needle  is 
described. 

3.  Viscous  fluids,  such  as  blood  and  plas- 
ma, may  not  drip  in  easily  by  gravity  alone ; 
forced  pressure  injection  is  often  necessary. 

4.  A two-way  automatic  valve  with  sy- 
ringe pump  seems  more  satisfactory  than 
multiple  syringe  or  continuous  infusion 
methods. 

5.  All  common  infusion  fluids  may  be  ad- 
ministered by  this  technic  at  a satisfactory 
rate.  Irritating  solutions  should  not  be 
used,  lest  tissue  injury  result. 

6.  We  believe  that  absence  of  complica- 
tions among  these  infants  can  best  be  at- 
tributed to  careful  technic,  avoidance  of  the 
sternal  route,  use  of  penicillin  at  the  site 
of  marrow  puncture,  and  to  the  closed  sys- 
tem we  ordinarily  employ. 

DISCUSSION 

Question  (by  student)  : Does  seepage  occur  at 
the  site?  What  bone  other  than  the  tibia  do  you 
use? 

Dr.  Sutton:  We  use  the  tibia  in  95  per  cent  of 
the  cases;  in  other  cases  the  femur.  The  femur  is 
good  in  permaturees. 

Question  (by  student)  : Do  you  resterilize  the 
needle  and  use  it  over  again  or  use  a new  needle 
each  time? 

Dr.  Sutton:  I think  the  cost  is  so  little  that  it 
justifies  the  use  of  a new  needle. 
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HUMAN  INFECTION  WITH  VIRUS  OF 
EQUINE  ENCEPHALOMYELITIS, 
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Present  knowledge  of  human  infections 
with  the  virus  of  equine  encephalomyelitis, 
Eastern  type,  rests  largely  upon  studies 
performed  on  the  34  or  more  cases  of  the 
1938  epidemic  in  Massachusetts,  at  least  24 
of  which  were  in  children  under  ten  years 
of  age.  Farber,  Hill,  Connerly,  and  Dingle^ 
examined  eight  of  these  cases  occurring  in 
infants  and  children,  reviewing  the  clinical 
features,  diagnosis,  treatment,  pathologic 
and  laboratory  findings.  Seven  of  the  eight 
cases  similarly  reported  by  Wesselhoeft, 
Smith,  and  Branch^  fell  into  roughly  the 
same  age  group.  The  virus  was  isolated 
repeatedly  at  that  time  by  Webster  and 
WrighU  as  well  as  by  Fothergill  and  asso- 
ciates,^ but  it  does  not  appear  to  have  been 
recovered  from  any  subsequent  instance  of 
the  disease  in  man.  In  1941  Hammon®  re- 
ported one  case  in  an  8 year  old  girl,  and  in 
1942  Bohls  and  Irons®  recorded  two  proba- 
ble infections  in  patients  of  unstated  age. 
These  three  cases,  occurring  in  Texas,  were 
non-fatal ; the  diagnosis  was  based  on  clini- 
cal evidence  supported  by  demonstration  of 
specific  virus-neutralizing  properties  in  the 
patients’  sera.  To  augment  existing  data, 
the  following  description  of  a recent  fatal 
infection  in  a 6 year  old  girl  from  Louisiana 
is  presented;  isolation  and  identification  of 
the  virus  are  likewise  reported. 

CASE  REPORT 

Clinical  History:  On  the  morning  of  August  3, 
1946,  B.  H.,  a 6 year  old  white  girl,  resident  of 


From  the  f Department  of  Pathology  and  Bac- 
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Medical  School,  and  the  Charity  Hospital  of  Lou- 
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Houma,  La.,  awoke  complaining  of  headache.  Her 
mother  thought  she  had  fever.  She  vomited  twice 
during  the  afternoon.  Following  a short  general- 
ized convulsion  she  was  taken  to  a local  hospital 
where  her  temperature  was  found  to  be  101°  F. 
No  laboratory  tests  were  performed,  and  after  one 
injection  of  penicillin  she  was  sent  home.  The  pa- 
tient played  in  her  bed  that  evening,  feeling  better, 
but  upon  the  reappearance  of  fever,  headache,  and 
vomiting  next  morning  she  was  referred  to  the 
Charity  Hospital  of  Louisiana  at  New  Orleans. 

Physical  examination  on  admission  disclosed  a 
well-developed,  well-nourished  child  who  appeared 
moderately  ill.  She  was  stuporous  but  responded  to 
stimuli  and  was  cooperative  when  aroused.  Ker- 
nig’s  and  Brudzinski’s  signs  were  positive,  hyper- 
active tendon  reflexes  were  noted,  and  the  pharynx 
was  moderately  injected.  Temperature  was  103.8° 
F.,  blood  pressure  120/80  mm.  Hg.  Petechiae  ap- 
peared on  the  abdomen  within  a few  hours. 

The  initial  hematologic  examination  showed 
19,000  leukocytes  per  cu.  mm.  of  which  88  per 
cent  were  polymorphonuclears,  12  per  cent  lym- 
phocytes; the  hematocrit  was  34  per  cent.  During 
hospitalization  two  specimens  of  urine  were  ex- 
amined and  found  normal;  two  blood  cultures  and 
a Mantoux  test  (0.1  mgm.  O.T.)  proved  negative. 
The  spinal  fluid  findings  in  four  lumbar  punctures 
are  summarized  in  table  1 and  are  considered 
typical  for  viral  encephalitis,  though  perhaps  the 
initial  content  of  leukocytes  was  higher  than  usual ; 
smears  and  cultures  from  each  specimen  of  fluid 
were  reported  as  bacteriologically  negative. 

TABLE  1 

SUMMARY  OF  FINDINGS  ON  EXAMINATIONS  OF 
SPINAL  FLUID  FROM  PATIENT  B.H. 

Leukocytes  C ^ 


Q 

111 

Cm 

Cm 

Xfl 

o 

Aug. 

4 

250 

1600 

100 

+ 

45 

64 

715 

“ 

5 

760 

90 

+ 

55 

60 

585 

“ 

6 

460 

510 

82 

+ 

93 

84 

644 

6 

26(?) 

44 

0 

48 

667 

By  3:00  a.  m.  of  August  5,  recurrent  convul- 
sions and  muscular  twitchings  had  developed;  the 
patient  was  unconscious,  remaining  so  until  death. 
After  the  first  convulsion,  plantar  reflexes  became 
extensor.  Nystagmus  and  mild  bilateral  papille- 
dema were  noted.  On  August  6,  the  patient’s  con- 
dition deteriorated  progressively.  Mucus  accumu- 
lated in  the  throat,  and  severe  bilateral  papille- 
dema developed  rapidly.  The  next  day,  August  7, 
she  exhibited  evidences  of  peripheral  vascular  col- 
lapse. Her  temperature  ranged  between  104°  and 
106°  F.,  blood  pressure  dropped  to  85/60  mm.  Hg. 


At  5:00  p.  m.,  bulbar  symptoms  increased,  respira- 
tions became  shallow,  the  face  was  flushed,  and 
the  patient  died  shortly  thereafter. 

Treatment  was  based  on  an  initial  presumptive 
diagnosis  of  pyogenic  meningitis  and  included 
vigorous  supportive  measures.  Sulfadiazine  was 
given  in  dosage  of  0.2-0.3  Gm./Kg.  daily  by  hypo- 
dermoclysis.  Ten  thousand  units  of  penicillin  was 
administered  intrathecally  at  the  time  of  the  initial 
spinal  puncture;  thereafter  large  amounts  were 
given  by  intravenous,  subcutaneous,  and  intra- 
thecal routes.  Repeated  small  transfusions  of  whole 
blood  were  given  by  continuous  intravenous  drip. 
Dehydration  was  controlled  by  parenteral  admin- 
istration of  fluids  to  assure  a total  daily  intake 
of  110  c.c./Kg.  Concentrated  plasma  and  50  per 
cent  glucose  were  given  in  an  attempt  to  combat 
cerebral  edema.  Barbiturates  were  used  for  seda- 
tion. During  the  last  two  days  of  illness  inhala- 
tions of  5 per  cent  carbon  dioxide  in  oxygen  were 
used  in  an  effort  to  liquefy  secretions.  Adrenal 
cortical  extract  had  no  remarkable  effect  in  alter- 
ing the  features  of  terminal  collapse. 

The  final  clinical  diagnosis  was  viral  encephal- 
itis, type  undetermined.  Clinical  and  epidemiologic 
considerations  justified  suspicion  of  infection  with 
the  virus  of  equine  encephalomyelitis. 

Postmortem  Observations* : Postmortem  examin- 
ation was  restricted  to  the  head.  An  extremely 
edematous  brain  weighing  1500  gm.  was  removed. 
No  gross  evidences  of  meningitis  were  found,  but 
hyperemia  and  small  hemorrhages  were  noted 
about  the  base.  After  removal  of  material  for  virus 
study,  the  remainder  of  the  brain  was  fixed  in 
formalin.  Sections  were  later  taken  from  the  fol- 
lowing regions  and  stained  with  hematoxylin-eosin : 
frontal,  temporal  and  occipital  lobes;  wall  of  the 
anterior  and  posterior  horns  of  the  lateral  ventri- 
cles; thalamus;  mesencephalon;  wall  of  the  fourth 
ventricle;  basal  ganglia;  cerebellum.  Microscopic 
examination**  revealed  similar  changes  in  all  sam- 
ples of  the  brain.  There  were  found  in  both  the 
grey  and  white  matter  diffuse  and  focal  areas  of 
neutrophilic  infiltration,  the  latter  amounting 
sometimes  to  small  abscesses.  Accumulations  of 
neutrophils  and  areas  of  demyelinization  were  ob- 
served around  many  of  the  blood  vessels;  demye- 
linization was  noted  especially  at  junctions  of  grey 
and  white  matter.  The  meninges  exhibited  small 
hemorrhages  and  moderate-to-severe  infiltration  of 
neutrophils,  lymphocytes  and  macrophages. 

Virus  Studies:  Several  small  portions  of  brain 
taken  at  autopsy  shortly  after  death  on  August 
7,  1946  were  placed  in  glycerine  and  stored  at  4°  C. 


*We  are  indebted  to  Dr.  E.  S.  Moss,  Director, 
Department  of  Pathology,  Charity  Hospital,  for 
permission  to  study  specimens  obtained  at  autopsy. 


**We  are  indebted  to  Dr.  James  B.  Arey  for  ex- 
amination of  the  sections. 
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On  August  10,  1946  approximately  one  gram  of 
this  material  was  ground  in  a mortar  and  emul- 
sified in  broth.  Groups  of  adult  white  mice  were 
then  inoculated  by  each  of  the  following  routes: 
intracerebral,  intraperitoneal,  intranasal,  and  sub- 
cutaneous. Six  mice  inoculated  intracerebrally  died 
within  two  to  five  days,  and  one  mouse  inoculated 
intraperitoneally  died  on  the  fifth  day,  each  with 
signs  characteristic  of  encephalitis  in  these 
animals. 

The  brains  of  the  dead  mice  were  emulsified  and 
inoculated  into  other  mice  by  the  intracerebral 
route.  This  emulsion  and  similar  preparations  from 
later  passages  were  found  to  be  bacteriologically 
sterile;  they  contained  an  agent  which  passed 
through  a Seitz  EK  filter  disc  and  regularly  killed 
white  mice  in  36  to  72  hours.  In  chick  embryos, 
infection  was  lethal  within  24  hours.  The  short 
incubation  period  in  experimental  animals  sug- 
gested virus  of  equine  encephalomyelitis;  accord- 
ingly, an  attempt  was  made  to  compare  the  agent 
isolated  with  known  Eastern  and  Western  types 
of  equine  encephalomyelitis  virusj  by  means  of 
cross-immunization  and  serum-protection  tests. 

Thirty-six  mice  were  given  a series  of  intra- 
peritoneal injections  of  formalinized  chick  embryo 
vaccine  prepared  from  the  unknown  virus.  Groups 
were  then  challenged  with  varying  dilutions  of 
known  strains  of  Eastern  and  Western  types  of 
equine  virus.  As  shown  in  table  2,  immunization 
with  the  agent  under  study  protected  mice  against 
as  many  as  10,000  MLD’s  of  Eastern  type  virus, 
but  gave  no  significant  protection  against  the 
Western  type. 


lactic  effect.  The  results  of  one  such  experiment 
are  summarized  in  table  3. 

TABLE  3 

RESULTS  OF  PROTECTION  TEST  WITH  EQUINE 
ENCEPHALOMYELITIS  ANTISERA  AND 
VIRUS  FROM  PATIENT  B.  H. 

Serum  used 

for  Protection  Final  Dilution  of  Virus  Injected 


10-* 

10-» 

10-» 

10-T 

.\nti-Eastern  Type 

3/3» 

3/3 

3/3 

3/3 

Anti-Western  Type 

0/3 

0/3 

0/3 

Normal  Guinea  Pig  Serum 

0/3 

0/3 

0/3 

*Numerator  represents  number  of  survivors  after  five  days 
of  infection ; denominator  represents  number  of  mice 
cbailenged. 

It  was  concluded  that  the  agent  isolated  from 
the  brain  of  patient  B.  H.  was  virus  of  equine 
encephalomyelitis,  Eastern  type. 

DISCUSSION 

On  the  day  that  B.  H.  was  admitted  to 
Charity  Hospital  an  elderly  woman,  also  of 
Houma,  La.,  was  admitted  to  a different 
service  in  the  same  institution.  Her  disease 
coincided  with  that  of  B.  H.  in  time  of  onset, 
symptoms,  and  clinical  course,  terminating 
fatally  on  the  same  day.  No  autopsy  was 
performed,  and  unfortunately  the  resem- 
blance to  our  patient  was  not  appreciated 
until  it  was  too  late  to  secure  blood  or  spinal 
fluid  for  study.  So  far  as  we  have  been  able 
to  determine,  there  were  no  previous  ill- 
nesses of  the  same  nature  reported  from 
that  region,  and  none  had  developed  up  to 
August,  1947. 

The  evidence  of  limited  outbreaks  in 


TABLE  2 

RESULTS  OF  CHALLENGE  INOCUL.YTIONS  IN  MICE  IMMUNIZED  WITH  VACCINE 
FROM  VIRUS  ISOI.ATED  FROM  PATIENT  B.H. 


Group  Type  of  Equine  Encephalomyelitis  Virus  Dilution  of  Virus  Injected 


Used  for  Challenge 

10-5 

10-* 

10-5 

10-» 

10-5 

10-> 

Immunized 

Eastern  E.  E.  Virus 

0/3* 

3/5 

5/5 

4/5 

Western  E.  E.  Virus 

0/3 

0/5 

0/5 

1/5 

Controls 

Eastern  E.  E.  Virus 

0/2 

0/2 

0/2 

0/2 

Western  E.  E.  Virus 

0/2 

0/2 

0/2 

0/2 

•Numerator  represents  survivors  after  five  days  of  infection  with  virus  used  for  challenge ; denominator  represents 
number  of  mice  challenged. 


Three  consecutive  serum  protection  tests,  per- 
formed according  to  the  intraperitoneal  technic  of 
Olitsky  and  Harford’  showed  that  mice  could  be 
protected  against  at  least  1000  MLD’s  of  the  newly 
isolated  virus  by  guinea  pig  antiserum  to  Eastern 
type  equine  virust,  whereas  antiserum  to  the 
Western  type  of  equine  virus  was  without  prophy- 


JThe  strains  employed  were  supplied  by  Dr.  W. 
McD.  Hammon  of  the  G.  W.  Hooper  Foundation, 
San  Francisco,  California. 


Texas  and  Louisiana  suggests  the  possibili- 
ty that  cases  of  human  infection  with  this 
virus  may  be  more  frequent  than  published 
reports  would  indicate.  Since  1940,  28 
human  cases  diagnosed  as  encephalitis,  of 
unproved  etiology,  have  been  reported  to 


fAntiserum  was  sent  by  Dr.  H.  Koprowski, 
Lederle  Laboratories,  Pearl  River,  N.  Y. 
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the  Louisiana  State  Health  Officer.*^  That 
illnesses  diagnosed  as  postinfection  en- 
cephalitis are  not  free  from  suspicion 
as  possible  instances  of  infection  with  the 
virus  of  equine  encephalomyelitis  is  dem- 
onstrated by  the  observation  in  Massachu- 
setts that  some  of  the  proved  cases  of 
infection  with  equine  virus  occurred  in  chil- 
dren convalescent  from  whooping  cough,^ 

Our  data  concerning  the  disease  in  horses 
are  inadequate,  but  there  was  certainly  no 
large  epizootic  during  1946.  The  virus  was 
recovered  from  horses  in  Louisiana  in  1944,® 
and  many  of  the  potential  reservoirs  and 
vectors  which  have  been  implicated  in 
studies  of  the  transmission  of  this  infection 
are  found  here  in  abundance.  A large  out- 
break of  encephalomyelitis  in  horses  and 
mules  occurred  in  Louisiana  in  the  summer 
of  1947,  and  several  human  patients  sus- 
pected of  suffering  from  this  infection  have 
been  admitted  to  Charity  Hospital.  Lab- 
oratory studies  of  these  cases  are  now  in 
progress. 

With  present  methods,  a diagnosis  of 
encephalitis  due  to  Eastern  equine  virus 
could  rarely  be  established  sufficiently 
early  to  benefit  the  patient  even  if  effective 
means  of  therapy  were  known.  No  distinc- 
tive syndrome  is  yet  apparent  in  the  variety 
of  clinical  manifestations  found  among  the 
relatively  few  examples  of  this  disease  pre- 
viously described  in  man.  As  noted 
above,  the  early  symptoms  and  relative 
purulence  of  the  spinal  fluid  in  the  patient 
described  here  suggested  acute  bacterial 
meningitis.  The  negative  smears  and  cul- 
tures of  spinal  fluid  and  the  sterile  cultures 
of  blood  did  not  discourage  this  view,  since 
it  was  known  that  the  patient  had  received 
penicillin  before  specimens  were  collected. 
The  possibility  of  a viral  etiology  required 
consideration  when  the  level  of  cerebro- 
spinal fluid  sugar  was  found  to  be  normal 
and  when  noticeable  clearing  of  the  spinal 
fluid  occurred  in  conjunction  with  progres- 
sively more  severe 'disease. 

SUMBIARY 

1.  The  clinical  and  pathologic  observa- 


*Personal communication  from  Dr.  W.  L.  Treat- 
ing, State  Health  Officer. 


tions  in  a case  of  fatal  encephalomyelitis  in 
a 6 year  old  child  from  Louisiana  are  de- 
scribed. Virus  of  equine  encephalomyelitis. 
Eastern  type,  was  isolated  from  portions  of 
the  brain  taken  at  autopsy.  Identification 
of  the  virus  was  established  by  means  of 
cross-immunization  and  serum  protection 
tests  in  mice. 

2.  Despite  the  widespread  distribution  of 
Eastern  type  equine  encephalomyelitis  virus 
among  animals  in  the  United  States,  this 
would  appear  to  be  the  first  human  case 
reported  since  the  1938  outbreak  in  Massa- 
chusetts from  which  virus  has  been  iso- 
lated. 

Acknowledgement:  The  continued  inter- 
est and  helpful  suggestions  of  Dr.  Ralph  V. 
Platou  are  much  appreciated  by  the  authors. 
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FARBER’S  TEST  IN  THE  DIAGNOSIS 
OF  CONGENITAL  INTESTINAL 
ATRESIA 

NORMAN  C.  WOODY,  M.  D.f 
New  Orleans 

In  1933,  Farber  described  a simple  means 
to  determine  patency  of  the  alimentary 
canal  in  the  newborn  infant  by  examining 

fFrom  the  Department  of  Pediatrics,  Tulane 
University  School  of  Medicine  and  the  Charity 
Hospital  of  Louisiana  at  New  Orleans. 
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meconium.^  In  his  method,  meconium  is 
smeared  on  a glass  slide,  stained  with  gen- 
tian violet  and  examined  microscopically 
for  cornified  epithelial  cells  and  lanugo 
hairs. 

This  test  is  based  on  knowledge  that  the 
embryonic  alimentary  lumen,  from  the  py- 
lorus to  the  ileocecal  valve,  becomes  oblit- 
erated between  the  fifth  and  tenth  fetal 
weeks  by  proliferation  of  endothelium  and 
then  is  recanalized.  Rarely,  a portion  of 
the  solid  stage  persists  as  congenital  atre- 
sia. While  in  utero,  the  fetus  swallows 
amniotic  fluid,  which  contains  cornified 
epithelial  cells  and  lanugo  hairs  during  the 
last  two  months  of  gestation.  If  normal 
recanalization  of  the  gut  has  occurred,  such 
formed  elements  will  be  found  easily  in 
the  meconium  of  the  infant.  If,  on  the  other 
hand,  atresia  persists,  they  will  be  lacking. 
Farber  states  in  his  original  communica- 
tion : “Absence  of  cornified  cells  is  proof 
that  a point  of  atresia  is  somewhere  present 
in  the  alimentary  tract.” 

Here,  apparently,  is  a test  of  great  sim- 
plicity which  has  not  been  recognized  and 
used  to  proper  advantage.  The  purpose  of 
this  paper  is  to  indicate  that  epithelial  cells 
are  invariably  present  in  the  meconium  of 
normal  infants  and  that  the  test,  when  done 
in  cases  of  suspected  atresia,  has  consider- 
able diagnostic  and  prognostic  value. 

One  hundred  full  term  normal  newborn 
infants  with  birth  weights  ranging  from 
2.5  to  3.75  kilograms  were  observed  during 
the  neonatal  period  and  their  meconium 
examined  for  lanugo  hairs  and  cornified 
epithelial  cells.  None  of  these  infants  de- 
veloped any  symptoms  or  signs  of  intestinal 
obstruction.  Meconium  from  each  was  taken 
from  the  center  of  the  excreted  mass, 
smeared  on  a glass  slide,  and  allowed  to 
dry.  The  unstained  smear  was  examined 
microscopically  for  lanugo  hairs.  This  pre- 
liminary examination  yielded  positive  re- 
sults in  91  cases.  The  remaining  nine  were 
stained  after  the  method  outlined  by  Far- 
ber 2 the  slide  was  immersed  in  ether  for 
three  to  five  minutes  in  order  to  extract 
fat  and  then  allowed  to  dry.  Next  it  was 
stained  with  Sterling’s  gentian  violet,"^ 


washed  in  water,  decolorized  with  acid  alco- 
hol and  examined  microscopically.  In  the 
nine  cases  in  which  hairs  were  not  seen  on 
preliminary  examination,  cornified  cells 
were  found  readily  by  this  method.  The  re- 
maining 91  smears  were  then  similarly 
stained  and  cornified  cells  were  easily  dem- 
onstrated to  be  present  in  each  one.  This 
emphasizes  the  practical  simplicity  of  the 
test. 

During  the  period  from  January  1937  to 
June  1946,  23  cases  of  suspected  intestinal 
atresia  in  the  newborn  were  recorded  in  this 
hospital.  Farber’s  test  had  not  been  done  in 
any  of  these.  Since  June  1946  there  have 
been  24  patients  in  which  the  question  of 
patency  of  the  intestinal  tract  has  arisen. 
Because  of  increased  local  interest  in  Far- 
ber’s test,  it  was  used  in  22  of  the  latter 
group. 

Comparison  between  these  two  groups  is 
of  interest.  In  both  periods  there  was  an  ob- 
vious tendency  to  rely  primarily  on  radiog- 
raphy as  a means  of  diagnosis.  That  this 
faith  is  not  always  justified  is  shown  by 
table  1. 


TABLE  1 

.ACCURACY  OF  DIAGNOSIS  RELATED  TO 
TESTS  EMPLOYED 


Total  Number  Number  with 

Patients  Farber’s  test 

Group  I (1037-1946)  None 

23  Patients 

Group  II  (1946-1947)  22 

24  Patients 


Number  with 
Radiography 
17 

15 


Number 

with 

Correct 

Diagnosis 

7 


23 


These  figures,  moreover,  demonstrate 
that  when  Farber’s  test  was  employed  and 
carefully  interpreted  in  relation  to  other 
findings,  accuracy  of  diagnosis  was  greatly 
increased. 

Several  individuals  from  the  earlier  se- 
ries deserve  mention  because  they  illus- 
trate how  Farber’s  test  might  have  yielded 
information  not  obtainable  in  any  other 
fashion. 

CASE  NO.  1 

A white  male  infant,  one  day  of  age,  began  to 
vomit  after  feedings  and  to  have  abdominal  dis- 
tention. A barium  meal  was  given,  and  it  was 
noted  that  the  barium  churned  up  and  down  in  the 
descending  portion  of  the  duodenum  before  passing. 
On  this  basis  a preoperative  diagnosis  was  made 
of  partial  duodenal  obstruction  due  to  adhesive 
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bands.  At  operation,  malrotation  was  found  to- 
gether with  volvulus  of  the  small  gut;  there  was 
no  infarction.  Adhesions  around  the  duodenum 
were  released,  malrotation  and  volvulus  were  cor- 
rected. Four  days  later  the  child  died;  necropsy 
revealed  two  atretic  areas  in  the  jejunum.  Had 
Farber’s  test  been  done,  such  a situation  might 
have  been  suspected  and  the  outcome  altered. 

CASE  NO.  2 

A colored  male  infant  began  to  vomit  feedings 
and  became  distended  on  the  second  day  of  life. 
Diagnostic  workup  included  plain  films  of  the  ab- 
domen, which  showed  laddering  of  the  gut  and 
gas-filled  loops,  leading  to  a diagnosis  of  jejunal 
atresia.  Slight  infection  of  the  umbilicus  was 
noted  but  was  not  considered  remarkable.  At  oper- 
ation generalized  peritonitis  secondary  to  omphal- 
itis was  discovered,  but  there  was  no  atresia  pres- 
ent. This  was  confirmed  by  postmortem  examina- 
tion. Here  the  diagnosis  of  atresia  could  have  been 
ruled  out  by  Farber’s  test  and  further  consider- 
ation of  the  umbilical  infection  might  have  led 
to  the  correct  conclusion  earlier. 

CASE  NO.  S 

A colored  female  infant  at  two  days  of  age 
began  to  have  continued  vomiting  after  feedings, 
with  gastric  distention  and  retention.  Stools  were 
found  to  contain  bile.  A diagnosis  of  atresia  of  the 
duodenum  was  made;  at  operation  the  atresia  was 
found  one  centimeter  distal  to  the  pylorus.  With 
presence  of  bile  in  the  stool,  a negative  Farber’s 
test  in  this  case  could  have  predicted  the  exact 
location  of  this  lesion. 

CASE  NO.  4 

A six  day  old  colored  male  infant  was  admitted 
with  a history  of  vomiting  every  feeding  and  of 
having  passed  no  fecal  matter  since  shortly  after 
birth.  There  was  complete  gastric  retention  after 
four  hours.  A diagnosis  of  pyloric  stenosis  was 
made;  operation  was  delayed  while  atropine, 
thickened  feedings  and  other  medical  management 
were  tried.  The  baby  died  and  postmortem  ex- 
amination showed  not  only  hypertrophy  of  the 
pylorus  but  associated  duodenal  atresia.  A nega- 
tive Farber’s  test  would  have  predicted  the  futility 
of  medical  management. 

During  the  short  span  of  time  covered 
by  the  second  group  of  cases  the  personnel 
in  charge  of  newborn  infants  were  especial- 
ly alert  for  any  early  symptoms  or  signs 
which  might  point  to  congenital  gut  defects. 
As  a result,  more  abnormalities  were  sus- 
pected than  were  actually  encountered.  Be- 
cause of  variable  abdominal  distention,  re- 
gurgitation of  feedings,  or  difficulties  in 
nursing,  such  suspicions  were  carefully  in- 
vestigated for  twelve  infants.  In  each  of 
these,  Farber’s  test  was  done,  hairs  and 
cells  were  found,  and  congenital  atresia  was 


thereby  excluded.  Further  investigation  re- 
vealed other  causes  for  the  symptoms  and 
operation  was  not  performed.  Five  patients 
had  multiple  obvious  external  congenital  de- 
fects at  the  time  of  birth  and  Farber’s  test 
was  performed  to  rule  out  associated  atre- 
sia before  feeding  was  begun. 

In  three  cases  of  esophageal  atresia  with 
tracheoesophageal  fistula,  the  test  proved 
valuable  for  excluding  associated  lower 
atretic  anomalies.  In  the  majority  of  such 
infants  the  esophagus  connects  with  the 
trachea  just  distal  to  the  blind  esophageal 
pouch,  so  that  hairs  and  cells  from  amnio- 
tic  fluid  easily  gain  access  to  the  gut.  Such 
a connection  is  best  determined  by  demon- 
strating air  in  the  stomach  roentgenolo- 
gically.  The  presence  of  air  in  the  stomach 
in  the  absence  of  hairs  and  cells  from  the 
meconium  strongly  suggests  intestinal  atre- 
sia as  an  associated  anomaly.  Hairs  and 
cells  were  present  in  the  meconium  of  these 
three  patients  and  the  esophageal  operation 
was  undertaken. 

Three  cases  of  intestinal  atresia  were 
encountered  in  which  hairs  and  cells  were 
not  found  in  the  meconium  preoperatively. 
In  one  of  these,  an  additional  use  for  Far- 
ber’s test  was  found.  Serial  postoperative 
examination  of  meconium  stools  revealed 
the  presence  of  cells.  Thus,  during  the  im- 
mediate postoperative  period,  when  oral 
feeding  of  dyes  or  other  marker-substances 
was  undesirable,  it  was  possible  to  be  sure 
that  no  areas  of  atresia  had  been  overlooked 
and  that  bowel  continuity  had  been  estab- 
lished. 

In  one  infant  a clinical  diagnosis  of  sepsis 
of  the  newborn  was  made  and  Farber’s 
test  was  omitted  (see  table  1) . At  necropsy, 
in  addition  to  sepsis  and  peritonitis,  con- 
genital malrotation  of  the  gut  and  a duo- 
denal diaphragm  were  found.  With  Far- 
ber’s test  such  a condition  might  have  been 
suspected  and  successfully  attacked  surgi- 
cally. 

In  the  initial  group  of  23  cases,  there  was 
a remarkable  preoccupation  with  radiog- 
raphy as  the  single  most  important  means 
of  diagnosis.  In  many  published  accounts 
of  intestinal  atresia,  Farber’s  test  is  al- 
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luded  to  in  the  discussion  but  it  is  infre- 
quently included  as  a preoperative  diag- 
nostic procedure.^ 

CONCLUSIONS 

1.  Cornified  epithelial  cells  were  invari- 
ably present  in  meconium  of  one  hundred 
normal  newborn  infants.  Lanugo  hairs  were 
found  in  91  per  cent  of  unstained  meconium 
smears.  The  presence  of  lanugo  hairs  and 
epithelial  cells  in  meconium  is  evidence  of 
continuous  patency  of  the  intestinal  tract. 

2.  This  simple  examination  (Farber’s 
test)  should  be  carried  out  routinely  within 
the  first  48  hours  of  life  when  there  is  any 
suspicion  of  gastrointestinal  dysfunction. 
When  the  results  are  correlated  with  symp- 
toms, physical  signs,  and  roentgenologic 
findings  in  a given  case,  accuracy  of  diag- 
nosis can  be  materially  increased. 
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SOME  RECENT  EXPERIENCES  WITH 
AMEBIASIS  IN  CHILDREN* 

MAUD  LOEBER,  M.  D.f 

AND 

JOSEPH  S.  D’ANTONI,  M.  D.ft 
New  Orleans 

Our  interest  in  amebiasis  was  aroused  by 
the  frequency  with  which  it  has  been  en- 
countered among  children  presenting  bi- 
zarre and  equivocal  symptomatology.  Seven- 
ty-three examples  of  infection  with  cysts  of 
Endomaeba  histolytica  were  recently  identi- 
fied during  a period  of  less  than  four 
months  in  routine  office  practice.  Recogni- 
tion of  such  common  occurrence  among  chil- 
dren “not  quite  well  but  not  really  sick” 
should  make  the  practitioner  more  alert  to 
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the  possibility  that  he  is  dealing  with  ame- 
biasis, and  cause  him  to  be  diligent  in  ap- 
propriate diagnostic  and  therapeutic  pro- 
cedures. 

In  this  infection,  as  in  many  others  com- 
mon in  the  young,  remote  effects  and  re- 
flections in  other  body  systems  are  the 
rule;  among  these  73  patients,  there  were 
but  seven  instances  of  mild  dysentery,  and 
only  a few  more  had  diarrhea  of  any  sig- 
nificant degree.  Symptoms  are  generally 
far  more  suggestive  of  a low  grade  sys- 
temic infection  than  of  isolated  intestinal 
disease.  Three  brief  protocols  will  serve  to 
illustrate  disturbances  which  have  come  to 
arouse  our  suspicions ; cysts  of  Endamoeba 
histolytica  were  recovered  from  each  of 
these  children  as  a routine  procedure,  and 
therapy  accomplished  relief  of  the  peculiar 
symptoms,  roughly  coinciding  with  disap- 
pearance of  parasites  from  the  feces. 

CASE  NO.  1 

L.  M.  A.,  a white  girl  of  3 years,  had  been  under 
our  care  from  the  time  of  birth,  and  aside  from 
occasional  mild  respiratory  infections  had  always 
been  well.  Together  with  mild  constipation,  the 
parents  now  noted  that  the  child  had  a capricious 
appetite,  and  that  her  disposition  had  changed. 
She  seemed  unusually  irritable,  cross,  and  difficult 
to  manage;  she  did  not  enjoy  the  company  of 
others,  and  had  frequent  temper  tantrums.  Ex- 
amination showed  little  other  than  a peculiar  com- 
plexion reminiscent  of  fading  suntan,  slight  en- 
largement and  tenderness  of  the  liver. 

CASE  NO.  2 

M.  L.,  a white  boy  of  18  months,  was  brought  to 
the  office  because  of  recent  unexplained  poor 
appetite  and  restless  sleep.  He  was  wilful  and 
highstrung,  with  seemingly  inexhaustible  nervous 
energy,  appeared  to  delight  in  defiant  misbehavior 
and  “baiting”  of  adults.  Particularly  distressing 
to  the  parents  was  the  child’s  unaccustomed  poor 
appetite  and  behavior  at  mealtime;  he  took  par- 
ticular delight  in  refusing  morsels  he  had  begged 
for  only  a short  time  before.  He  indicated  the 
presence  of  transitory  but  apparently  real  abdom- 
inal pains.  These  were  often  severe  enough  to 
awaken  him  from  a sound  sleep  or  disturb  play 
activities  he  otherwise  enjoyed.  These  pains  could 
not  be  localized  by  the  child  or  his  parents.  While 
his  usual  mild  constipation  did  not  seem  to  be 
affected  appreciably  by  laxative  foods  or  simple 
medications,  close  questioning  indicated  that  he 
had  occasional  loose  mucoid  stools,  at  times  even 
blood-streaked.  Complete  examination  revealed 
only  a peculiar  muddy  complexion  of  the  skin, 
moderate  enlargement  and  tenderness  of  the  liver; 
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the  sclerae  and  mucosae  appeared  entirely  normal. 

CASE  NO.  3 

M.  G.,  a white  boy  of  3 years  suddenly  developed 
mild  convulsive  seizures  which  did  not  fit  any 
recognized  pattern.  There  had  been  no  epilepsy  or 
degenerative  disease  in  the  family.  Appetite  had 
been  poor  recently,  and  the  child  had  had  occa- 
sional diarrheic  stools  interrupting  a commoner 
tendency  to  slight  constipation.  From  his  usual 
sunny,  cheerful,  outgoing  behavior,  he  had  become 
a sullen  and  retiring  child.  Physical  examination 
demonstrated  only  a peculiar  sallow  complexion, 
together  with  a moderately  enlarged  and  tender 
liver. 

Aside  from  demonstrating  cysts  of  En- 
damoeba  histolytica  in  the  fecal  examina- 
tions, routine  laboratory  studies  ’failed  to 
reveal  significant  abnormalities ; urinalyses 
and  hemograms  showed  nothing  unusual, 
serologic  tests  for  syphilis  were  negative, 
and  no  abnormalities  in  the  cephalin- 
cholesterol  flocculation  reaction  were  en- 
countered. 

In  only  one  of  these  children,  bowel  dis- 
turbances had  seemed  noteworthy  to  the 
parents.  All,  however,  had  changes  in  bowel 
habits,  behavior  and  customary  disposition. 
Abdominal  pain  dominated  the  clinical  pic- 
ture in  one  child,  convulsive  seizures  in  the 
other.  In  contrast  to  the  varying  complaints 
for  which  these  children  were  brought  to 
us,  the  meagre  physical  findings  were  es- 
sentially similar.  Changes  after  specific 
therapy  for  amebic  parasites  were  re- 
markable. 

The  general  features  common  to  all  73 
of  these  children  included  changes  in  appe- 
tite, established  bowel  habits,  and  person- 
ality. Many  exhibited  disturbed  restless 
sleep,  some  had  occasional  diarrheic  or  loose 
stools,  and  in  only  a few  (no  more  than 
three)  was  mucus  or  blood  noted  grossly. 
Nausea,  vomiting,  low  grade  fever,  head- 
aches insatiable  appetite,  increased  fatigu- 
ability,  weakness,  and  frequent  colds  ap- 
peared commonly  in  the  listed  complaints 
of  parents.  Abnormal  pigmentation  of  the 
skin  and  equivocal  tenderness  of  a slightly 
enlarged  liver  were  frequently  noted.  All 
of  these  children  were  white ; 35  were  girls 
and  38  were  boys.  Three  patients  were  en- 
countered before  the  first  birthday,  nine 
were  in  their  second  year,  36  were  between 


two  and  six  years,  and  the  other  25  ranged 
in  age  from  six  to  12  years. 

Justification  for  this  brief  review  of  com- 
plaints so  ordinarily  considered  protean 
lies  in  the  fact  that  they  existed  together 
in  patterns  so  variable  as  to  defy  orderly 
correlation.  Only  three  conclusions  seem 
warranted  at  present: 

1.  Alterations  in  accustomed  personality, 
appetite,  and  bowel  habits  were  invariably 
present. 

2.  A peculiar,  though  seemingly  charac- 
teristic “fading  suntan”  complexion  to- 
gether with  a slightly  enlarged  and  tender 
liver  constituted  the  only  distinctive  physi- 
cal signs  common  enough  to  be  noteworthy. 

3.  Complaints  and  abnormal  physical 
signs  subsided  promptly  with  appropriate 
therapy. 

We  might  add  that  there  is  need  for 
clarifying  further  the  cause  and  effect  re- 
lationships of  this  disease  in  children,  and 
that  it  deserves  serious  consideration  when 
the  diagnostician  is  faced  with  a puzzling 
hodge-podge  of  complaints  that  don’t  seem 
to  fit  together. 

DISCUSSION 

Dr.  D’Antoni;  Enlargement  of  the  liver  is  an 
important  manifestation  of  amebiasis  in  children; 
its  rapid  subsidence  following  therapy  with  non- 
absorbed  amebicidal  agents  suggests  that  it  is 
relatively  rarely  caused  by  intrabepatic  growth  of 
the  parasites,  but  rather  represents  a transient 
toxic  hepatitis.  In  adults,  on  the  other  hand,  such 
hepatomegaly  together  with  cysts  of  endamoeba 
histolytica  in  the  stools  would  warrant  a diagnosis 
of  true  amebic  hepatitis.  I have  not  any  satisfac- 
tory explanation  for  the  peculiar  discoloration  of 
the  skin  noted  in  many  of  these  children,  and  have 
been  particularly  impressed  with  striking  changes 
in  personality  and  behavior  coinciding  with  insti- 
tution of  therapy. 

Not  more  than  20  per  cent  of  all  cases  can  be 
identified  by  examining  normally  passed  stools; 
material  secured  after  purgation  and  by  sigmoido- 
scopy is  far  more  satisfactory.  We  use  a well 
buffered  and  highly  effective  saline  purgative,  and 
repeat  sigmoidoscopy  if  the  first  examination  is 
not  conclusive. 

In  practically  every  family  checked  to  discover 
the  source  of  infection  for  these  children,  at  least 
one  adult  in  the  household  was  found  to  harbor 
the  parasite.  Our  studies  suggest  that  it  requires 
about  six  months  of  intimate  contact  for  infection 
to  become  established  in  a new  individual. 

With  any  form  of  therapy,  cures  by  our  usual 
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laboratory  criteria  are  notoriously  difficult  to  at- 
tain in  young  subjects  such  as  these.  Because  of 
their  low  toxicity,  I have  long  favored  the  use  of 
non-absorbed  iodine  preparations  for  children.  We 
now  give  Diodoquin,  which  contains  63.9  per  cent 
iodine,  in  full  adult  dosage  to  all  children  who 
weigh  more  than  thirty  pounds;  we  have  no  fear 
of  toxicity  with  this  schedule,  comprising  three 
tablets  (3.2  grains  each)  three  times  daily  for 
twenty  days. 

Dr.  Webb:  I think  the  authors  have  rendered  a 
valuable  service  in  pointing  out  the  frequency  of 
amebiasis  in  children  and  emphasizing  its  bizarre 
symptomatology,  in  which  diarrhea  is  so  often 
lacking.  I do  not  believe  we  have  encountered  any 
proved  examples  of  amebic  abscess,  which  must 
be  rare  in  young  patients.  Does  ulceration  of  the 
intestinal  tract  occur  very  often? 

Dr.  D’Antoni:  We  do  not  expect  it  unless  there 
is  diarrhea;  with  rectosigmoidal  amebiasis  diar- 
rhea usually  occurs,  and  in  a few  such  cases  we 
have  seen  mild  ulcerative  lesions.  If  suspicion  of 
amebiasis  awaits  the  appearance  of  diarrhea,  about 
75  per  cent  of  the  cases  will  be  missed. 

Dr.  Sanders:  When  do  you  call  your  patient 
well? 

Dr.  D’Antoni:  When  there  is  no  longer  an  infec- 
tion in  the  intestinal  tract;  though  clinical  im- 
provement begins  rather  promptly  after  therapy 
is  begun,  the  patient  is  not  considered  to  be  cured 
until  the  diagnostic  routine  I described  has  yielded 
negative  results  three  times  over  a period  of  six 
months. 

0 

A FAMILY  OUTBREAK  OF  LEAD  POI- 
SONING FROM  STORAGE  BATTERY 
CASINGS 

DAVID  SPIZER,  M.D.t 
New  Orleans 

Lead  poisoning  has  been  recognized  for 
years  as  an  important  pediatric  and  public 
health  problem.  Laws  prohibiting  the  use 
of  lead  paint  on  toys  and  cribs  have  been 
followed  by  a sharp  decline  in  prevalence. 
Other  sources  of  lead  intoxication  in  chil- 
dren still  exist,  however,  and  the  following 
cases  illustrate  one  of  these. 

The  household  consisted  of  a colored 
family  of  six  who  lived  in  the  country  in  a 
one  room  shack  with  a stove  and  an  open 
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fire-place  in  the  room.  Water  was  obtained 
from  a deep  well.  The  father,  aged  30,  the 
mother,  24  years  old,  and  four  children, 
twins,  a boy  and  a girl  three  years  old,  a 
girl  of  two  years  and  a boy  of  one  year,  all 
were  in  good  health  before  this  episode.  The 
family  income  was  limited. 

The  children  were  breast  fed  for  eight 
to  nine  months  and  had  fairly  good  diets. 
Growth  and  development  were  normal  and 
there  was  no  history  of  pica.  Previous  ill- 
nesses had  been  limited  to  occasional,  some- 
times bloody,  bouts  of  diarrhea  and  occa- 
sional brief  febrile  illnesses.  No  insect  or 
rat  poison  had  been  used  in  the  house  and 
the  parents  were  sure  the  children  had  had 
no  other  access  to  poison.  The  family  dog 
went  mad  four  weeks  before  the  children 
became  ill  but  had  not  bitten  any  of  the 
children.  The  child  that  died  and  the  one 
year  old  child  had  not  played  with  the  dog, 
but  the  others  had.  The  father  shot  the  dog 
but  the  head  was  not  examined. 

CASE  NO  1 

J.  W.,  the  23  months  old  female,  was  brought  to 
a private  physician  in  Baton  Rouge,  Louisiana,  on 
December  12,  1946,  because  of  convulsions.  The 
child  was  first  noted  to  be  ill  three  days  previously, 
the  chief  symptoms  being  coryza  and  diarrhea.  On 
December  11,  the  day  before  she  was  taken  to  the 
physician,  she  seemed  to  be  very  nervous,  lethargic, 
weak,  could  not  hold  objects  in  her  hands,  and  had 
several  convulsions.  At  the  time  the  physician  ex- 
amined the  child,  she  had  a temperature  of  105.4°. 
Respirations  were  65  and  she  was  having  severe 
convulsions.  The  patient  was  immediately  referred 
to  a local  hospital  but  died  on  admission  there.  No 
information  was  available  on  physical  or  labora- 
tory findings  at  that  hospital. 

CASES  NO.  2 AND  3 

Bobby  W.  and  Betty  J.  W.,  the  3 year  old  twins, 
had  almost  identical  stories.  They  were  brought  to 
Charity  Hospital  at  New  Orleans  on  December  13, 
1946,  the  day  after  the  death  of  the  younger  sister, 
chiefly  because  of  this  fact.  The  complaints  at  this 
time  were  limited  to  drowsiness,  anorexia,  irritabil- 
ity, and  mild  diarrhea,  all  of  two  days’  duration. 

On  admission  neither  child  had  fever,  the  tem- 
peratures being  98.0°  and  98.4°.  Physical  examina- 
tion of  both  children  revealed  no  abnormalities, 
other  than  the  drowsiness  and  irritability.  There 
was  no  papilledema,  stiffness  of  the  neck  or  other 
signs  of  disorder  of  the  nervous  system. 

Because  of  the  familial  character  of  the  out- 
break and  the  history  of  diarrhea,  the  tentative 
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FOR  SYPHILIS 
BLOOD  SUGAR 
SPINAL  FLUID 


TABI.E  1 

LABORATORY  DATA 


BLOOD 

Betty  J.  W. 
3 years 

Bobby  W. 
3 years 

Smiley  W. 
11  months 

RBC 

3,350,000 

4,900,000 

3,830,000 

Hgb. 

9.0  gms. 

11.2  gms. 

10  gms. 

WBC 

10,500 

12,900 

5,850 

PMN 

39 

49 

55 

L 

57 

45 

38 

M 

1 

0 

3 

E 

3 

6 

4 

SMEAR 

Basophilic  stippling  present, 
3 to  4 per  high  power  field. 

Basophilic  stippling 
present,  but  rare. 

URINE 

Completely  negative  except  for  one  plus  reduction  of  Benedict’s, 
disappeared  in  all  three  cases  on  second  examination. 

SEROLOGIC  TEST 

Negative 

Negative 

Negative 

89 


78 

Clear 

Pressure  100  mg. 
No  cells 
Protein  50  mg. 
Sugar  133  mg. 
Chloride  708  mg. 


All  three  cases  showed  marked  linear  increase  in  density  in  metaphysis 
adjacent  to  epiphyseal  line. 


X-RAY  OF 
LONG  BONES 

diagnosis  at  admission  was  possible  shigellosis. 

The  laboratory  data  in  these  two  children  and 
the  younger  child  are  summarized  in  table  1. 

With  the  discovery  of  stippled  red  blood  cells 
the  diagnosis  of  lead  poisoning  came  to  the  fore. 
Further  confirmation  was  obtained  from  the  x-ray 
findings. 

Because  of  the  absence  of  serious  symptoms  in 
the  children  the  need  for  immediate  treatment  as 
soon  as  lead  poisoning  was  suspected  was  not  ap- 
preciated. Three  days  after  admission,  however, 
Betty  J.  W.  had  a generalized  convulsion  lasting 
five  minutes  and  followed  by  cyanosis.  A second 
convulsion  of  the  same  duration  appeared  an  hour 
later.  There  were  no  further  convulsions  subse- 
quently. Phenobarbital,  30  mgms.,  was  given  for 
sedation. 

Treatment  directed  at  immobilizing  the  lead  was 
begun  promptly  after  the  convulsion.  The  children 
were  given  a high  calcium  diet  with  a high  phos- 
phorus to  calcium  ratio.  This  included  a quart  of 
milk  a day.  Vitamin  D was  given  in  the  form  of 
calciferol,  5000  units  daily.  The  children  also  re- 
ceived calcium  lactate  0.65  grams  t.i.d.  and  sodium 
citrate  2 grams  t.i.d. 

The  other  child  never  had  any  convulsions.  The 
drowsiness  and  irritability  improved  steadily  in 


both  children  and  were  completely  absent  12  days 
after  admission.  They  were  discharged,  apparently 
in  good  health,  on  December  28  after  a total  hos- 
pital stay  of  15  days. 

CASE  NO  4 

Smiley  W.,  the  11  month  old  male,  actually  was 
the  first  in  the  family  to  become  ill.  The  onset 
had  been  on  December  8 with  fever,  irritability, 
vomiting,  and  diarrhea.  He  had  ten  to  twelve 
watery  bowel  movements  per  day  which  contained 
quantities  of  mucus  but  no  blood.  Fever  and  diar- 
rhea persisted  until  December  12,  when  he  was 
hospitalized  in  Baton  Rouge,  Louisiana,  chiefly 
because  his  sister  had  died  that  day.  The  patient 
had  a convulsion  the  following  day,  but  vomiting 
and  diarrhea  ceased  in  the  hospital.  He  continued 
to  be  very  irritable,  however,  and  required  sedation. 
A spinal  tap  was  negative  except  for  a slight  eleva- 
tion of  pressure.  No  further  laboratory  data  were 
available. 

He  was  referred  to  Charity  Hospital  at  New 
Orleans  on  December  18,  after  a diagnosis  of  lead 
poisoning  had  been  made  for  the  other  children. 
The  only  positive  findings  at  this  time  were  marked 
irritability  and  pallor.  There  was  no  papilledema. 

His  treatment  was  essentially  the  same  as  that 
for  his  older  siblings  but  sedation  had  to  be  car- 
ried out  for  a longer  period  of  time  because  of  his 
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marked  irritability.  No  convulsions  appeared  in 
this  hospital  and  his  improvement  was  steady.  He, 
too,  was  discharged  on  December  28,  apparently 
in  good  health,  after  a total  hospital  stay  of  ten 
days. 

COMMENT 

The  first  clue  to  correct  diagnosis  in 
these  cases  was  the  finding  of  generalized 
stippling  of  the  red  blood  cells.  Credit  for 
making  this  finding  goes  to  a third  year 
student  who  reported  it  promptly  to  the 
house  physician.  With  the  probability  that 
the  children  were  suffering  from  lead  poi- 
soning in  mind,  the  parents  were  queried 
further  regarding  possible  sources  of  the 
metal.  No  painting  had  been  done  in  the 
house,  there  was  no  use  of  any  pipe  for 
drinking  water,  the  children  had  no  lead 
toys,  and  they  did  not  chew  on  the  furni- 
ture. Specific  inquiry  was  then  made  re- 
garding the  fuel  used  in  the  fireplace  and 
stove  and  it  came  to  light  that  storage  bat- 
tery casings  were  being  used  almost  exclu- 
sively. The  father  stated  that  they  had 
used  casings  occasionally  during  the  past 
three  years  when  they  could  not  obtain 
wood,  but  not  for  more  than  a day  or  two 
at  a time.  However,  this  winter  they  were 
unable  to  obtain  wood  and  casings  alone 
were  burned  for  three  consecutive  weeks. 
The  casings  were  burned  in  a wood  stove  in 
the  room  in  which  the  children  slept.  Un- 
fortunately no  smears  were  made  of  the 
parents’  blood  but  they  had  no  symptoms 
of  lead  intoxication. 

The  first  report  of  an  epidemic  of  lead 
poisoning  from  the  burning  of  battery  cas- 
ings was  made  by  Williams,  Schulz,  Roth- 
child,  Brown,  and  Smith^  in  1933.  They 
described  40  cases  which  occurred  in  poor 
homes  in  the  city  of  Baltimore  within  a 
period  of  two  months.  Investigation  dis- 
closed that  intermittent  lead  poisoning  had 
begun  to  occur  in  the  winter  of  1930-31, 
when,  with  the  economic  depression  reach- 
ing new  low  levels,  junk  dealers  allowed 
poor  persons  to  secure,  free  or  at  small  cost, 
the  casings  of  discarded  storage  batteries 
for  fuel.  These  casings,  which  carried  a 
considerable  deposit  of  lead  salts,  burned 
freely  and  were  an  excellent  source  of  heat, 
despite  the  penetrating  and  unpleasant  odor 


produced.  It  is  interesting  to  note  that  the 
original  suggestion  that  storage  battery 
casings  might  be  at  fault  came  from  the 
uncle  living  in  the  house  where  the  first 
child  case  was  discovered.  Cooperative 
public  health  educational  efforts  as  a re- 
sult of  this  epidemic  apparently  resulted  in 
essentially  eliminating  the  hazard  in  Balti- 
more. Several  other  cities  took  heed  at  the 
time  and  also  carried  on  educational  cam- 
paigns concerning  this  danger. 

Other  series  of  cases^’  ® of  lead  poisoning 
from  this  source  have  been  reported  and  it 
has  been  emphasized  by  Bourne,^  particu- 
larly, that  increased  prevalence  among  ne- 
groes was  probably  due  to  their  generally 
lower  economic  status. 

A point  of  interest  is  the  high  propor- 
tion of  children  among  all  the  series  re- 
ported. At  least  two  explanations  are  of- 
fered— one  that  children  are  in  the  house 
more  than  adults  and  therefore  have  quan- 
titatively greater  exposure,  and  the  other, 
that  there  is  proportionally  greater  absorp- 
tion in  children  of  inhaled  lead  fumes.  Mc- 
Khann^  cites  animal  experimentation  to 
support  the  thesis  that  the  young  of  a spe- 
cies are  more  susceptible  to  lead  intoxica- 
tion than  adults.  Whatever  the  explanation, 
the  greater  incidence  in  children  justifies 
extra  precautions  and  continued  educational 
efforts  to  prevent  a serious  and  often  fatal 
disease. 

SUMMARY 

1.  The  source  of  four  cases  of  lead  poi- 
soning in  one  family  was  found  to  be  the 
use  of  storage  battery  casings  as  fuel. 

2.  One  patient  died  and  the  other  three 
children  had  evidence  of  lead  encephalo- 
pathy manifested  by  convulsions  in  two  and 
irritability  and  drowsiness  in  one. 
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PEDIATRIC  PROGRESS  IN  LOUISIANA 
Prominent  among  developments  in  this 
specialty  during  the  past  twelve  months 
was  the  formal  reactivation  of  the  Louis- 
iana State  Pediatric  Society.  Members 
have  contributed  generously  to  the  annual 
program  of  the  State  Medical  Society,  as 
attested  by  a number  of  articles  included 
in  this  issue.  The  group  has  met  on  two 
other  occasions  and  has  recently  decided  to 
hold  regular  meetings  quarterly  hereafter. 
An  excellent  program  has  already  been 
planned  for  the  next  annual  session  at 
Monroe. 


Dr.  Sidney  S.  Chipman  has  recently  come 
to  Louisiana  to  serve  as  a member  of  the 
Pediatric  staff  at  Louisiana  State  Univer- 
sity Medical  School  and  as  pediatric  con- 
sultant for  the  State  Health  Department. 
Both  Tulane  and  L.  S.  U.  Medical  Schools 
are  conducting  many  postgraduate  activi- 
ties, and  at  present  have  twenty-one  gradu- 
ate physicians  enrolled  as  residents  at  Char- 
ity Hospital  or  as  departmental  fellows  in 
training  for  completion  of  specialty  Board 
requirements. 

Through  the  cooperation  of  the  State 
Health  Department,  the  United  States  Chil- 
dren’s Bureau,  and  the  Board  of  Adminis- 
trators of  Charity  Hospital,  funds  have 
been  secured  to  permit  expansion  of  facili- 
ties for  care  of  premature  infants.  New 
construction,  additional  personnel  and 
equipment  bid  fair  to  make  this  revised  unit 
at  Charity  Hospital  in  New  Orleans  one  of 
the  largest  and  finest  of  its  kind  anywhere. 
An  integral  part  of  the  program  here  is  a 
plan  for  establishing  a training  center  for 
graduate  physicians  and  nurses.  It  is  an- 
ticipated that  teaching  and  research  activi- 
ties will  lead  directly  to  important  advances 
in  methods  of  caring  for  premature  infants. 

A new  pediatric  division  at  Hotel  Dieu 
was  formally  dedicated  on  March  18,  1947, 
incorporating  complete  facilities  for  the 
care  of  43  infants  and  children.  On  Octo- 
ber 15,  a pediatric  ward  was  added  at  Foun- 
dation Hospital.  A new  pediatric  wing  is 
included  in  the  Baton  Rouge  General  Hos- 
pital now  under  construction;  in  the  same 
city  there  are  increased  facilities  for  the 
care  of  children  in  the  new  Lady  of  the 
Lake  Sanitarium.  Appropriations  have 
been  made  for  establishing  a special  school 
for  educable  victims  of  spastic  paralysis  at 
Alexandria ; this  facility  is  now  ready  to  re- 
ceive its  first  pupils. 

Collection  of  data  for  the  Study  of  Child 
Health  Services,  sponsored  by  the  American 
Academy  of  Pediatrics,  is  practically  com- 
plete for  Louisiana.  We  all  owe  a debt  of 
gratitude  to  Dr.  Clarence  Webb,  State 
Chairman  for  this  study,  to  Dr.  Verre  Simp- 
son, who  served  as  Executive  Secretary, 
and  to  numerous  organizations  and  indi- 
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viduals  interested  in  child  welfare,  without 
whose  vigorous  support  this  difficult  proj- 
ect could  not  have  been  completed.  Analy- 
sis of  all  schedules  is  now  in  progress,  and 
Dr.  Webb  has  appointed  an  Action  Commit- 
tee to  interpret  results  and  make  specific 
critical  recommendations.  Their  reports 
should  appear  in  this  Journal  during  the 
next  few  months. 

Space  does  not  permit  a complete  review 
of  progress  in  pediatrics  here;  the  forego- 
ing brief  notes  serve  only  to  point  out  a 
few  praiseworthy  activities  which  illustrate 
prevailing  progressive  attitude  of  workers 
in  this  field.  Accomplishments  within  such 
a brief  period  augur  well  for  the  future  of 
our  state’s  richest  natural  resources — its  in- 
fants and  children. 

0 

NEONATAL  DEATHS 

Careful  pathologic  study  of  causes  for 
death  in  prematurely  born  infants  is  the 
keystone  on  which  effective  clinical  pro- 
grams to  reduce  unnecessarily  high  mor- 
tality rates  may  be  based.  Conscientious 
investigators  now  have  serious  qualms 
about  accepting  prematurity  alone  as  an 
adequate  explanation  for  death.  Continued 
improvement  in  survival  rates  for  these 
small  infants  attests  the  fallacy  of  many 
empirically  drawn  criteria  used  to  differ- 
entiate the  premature  from  the  mature  in- 
fant or  the  previable  from  the  viable  fetus. 
There  is  general  agreement  that  no  fool- 
proof criteria  exist  for  such  differentia- 
tions. Still,  in  all  parts  of  the  country, 
“prematurity”  alone  often  appears — and 
is  ordinarily  accepted — as  an  adequate 
cause  of  death.  Certainly,  incomplete  de- 
velopment is  an  important  contributory  fac- 
tor, but  in  the  majority,  specific  lesions  can 
be  disclosed.  Failure  to  discover  adequate 
anatomic  bases  for  death  in  about  10  per 
cent  of  mature  newborns  tempts  no  one  to 
inscribe  “mature  infant”  as  a cause  on 
death  certificates.  Continuance  of  the  prac- 
tice of  considering  prematurity  as  more 
than  a contributory  factor  calls  to  mind  the 
classical  head-in-sand  performance  of  the 
ostrich. 

Were  it  possible  to  carry  out  complete 


studies  of  all  deaths  among  premature  in- 
fants in  the  meticulous  manner  reported  by 
Dr.  Arey  in  this  issue,  there  is  no  doubt 
that  many  fatalities  now  listed  under  “pre- 
maturity” or  “cause  undiagnosed”  would 
be  properly  classified.  Such  studies  as  his 
should  serve  as  a real  stimulus  for  improv- 
ing all  aspects  of  our  current  programs  di- 
rected at  reduction  of  mortality  among  pre- 
mature infants.  We  are  in  agreement  with 
Potter,  that  at  least  40  per  cent  of  neonatal 
deaths  are  preventable  on  the  basis  of  pres- 
ent knowledge — further  knowledge  and  im- 
proved facilities  can  be  expected  to  increase 
this  percentage.  This  in  turn  depends  on 
more  interest  and  more  support  of  more 
people  in  more  healthy  infants.  Prevailing 
high  death  rates  among  our  smallest  citi- 
zens are  not  necessarily  inevitable. 

0 

BEHAVIOR  DISORDERS  AND 

PHYSICAL  DISEASE 

Conduct  disturbances  are  among  the  most 
common  problems  encountered  by  physi- 
cians who  care  for  children.  Their  occur- 
rence in  the  presence  of  physical  disease 
is  well  recognized  and  the  interesting  re- 
port by  Loeber  and  D’Antoni  in  this  issue 
provides  another  apt  illustration  of  this 
association. 

It  is  important  to  bear  in  mind,  however, 
that  the  genesis  of  such  behavior  disorders, 
mild  or  severe,  is  not  easily  explained. 
Those  who  are  interested  in  phychosomatic 
medicine  have  repeatedly  noted  that  psy- 
chic disorders  both  in  children  and  adults 
disappeared  after  cure  of  physical  disease, 
and,  vice  versa,  that  elimination  of  under- 
lying psychic  disturbances  often  resulted 
in  disappearance  of  symptoms  suggesting 
physical  disease.  It  should  not  be  inferred, 
therefore,  that  the  occurrence  of  behavior 
disorders  in  children  with  amebiasis  neces- 
sarily implies  a specific  causal  relation. 
Parents  who  have  been  worried  about  a 
child’s  behavior,  and  whose  worries  in  turn 
accentuate  the  behavior  disturbances,  may 
derive  more  psychologic  benefit  from  being 
told  that  a definite  diagnosis  of  physical 
disease  has  been  made  than  from  spe- 
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cific  drug  therapy  given  to  the  child. 
In  an  area  of  the  country  where  para- 
sitic infections  are  common  and  often  quite 
symptomless,  it  is  extremely  difficult  to 
relate  minor  changes  in  symptoms  to  pres- 
ence or  elimination  of  particular  parasites. 


The  need  for  controlled  studies  to  elucidate 
this  relationship  further  is  emphasized  by 
the  high  prevalence  of  infection  with  cysts 
of  Endamoeba  histolytica  in  children, 
shown  by  these  authors. 


ORGANIZATION  SEQION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


ANNUAL  REPORT  OF  COMMITTEE 
ON  RURAL  HEALTH 
Our  Rural  Health  Committee  is  now  in 
its  third  year  and  has  been  very  active  since 
its  formation,  three  members  of  which  at- 
tended meetings  in  Chicago. 

Several  meetings  have  been  held  with 
members  of  Rural  Health  Committee  of 
the  Farm  Bureau  in  Louisiana  and  there 
has  been  organized  an  advisory  council  to 
the  Farm  Bureau,  which  council  is  com- 
posed of  the  following  organizations. 
Louisiana  State  Medical  Society. 

Louisiana  State  Medical  Auxiliary. 
Louisiana  State  Dental  Society. 

Louisiana  State  Department  of  Public 
Welfare. 

Louisiana  State  Department  of  Educa- 
tion. 

Louisiana  State  Board  of  Health. 
Louisiana  Parent-Teachers  Association. 
Louisiana  Federation  of  Women’s  Clubs. 
Louisiana  Tuberculosis  Association. 
Louisiana  Cancer  Society  (Division  of 
American  Cancer  Society). 

Louisiana  Society  for  Crippled  Children. 
Louisiana  Farm  Home  Administration. 
Louisiana  Agricultural  Extension 
Service. 

Blue  Cross  Association. 

Louisiana  Physician’s  Service. 

Louisiana  State  Nurses  Association. 
Louisiana  Home ' Demonstration  Council. 
Louisiana  Hospital  Association. 
Louisiana  Press  Association. 

Louisiana  Department  of  Institutions. 
Louisiana  Experiment  Station. 


Associated  Women  of  Louisiana  Farm 
Bureau. 

Louisiana  Conference  of  Social  Welfare. 

Louisiana  Farm  Bureau. 

Other  statewide  organizations  or  agen- 
cies which  have  a direct  interest  in  rural 
health  may  be  elected  to  membership  by  a 
vote  of  a majority  of  the  members  of  the 
council. 

Members  at  large  may  be  elected  by  a 
majority  vote  of  the  members  of  the 
council. 

A meeting  was  held  in  Baton  Rouge  June 
22.  Constitution  and  by-laws  were  drafted, 
in  which  the  purpose  is  stated  as  follows : 

“It  shall  be  the  purpose  of  the  council 
to  discuss  problems  relating  to  the  health 
of  the  rural  people  of  Louisiana,  to  pre- 
pare recommendations  for  the  betterment 
of  rural  health  as  can  be  agreed  upon  by 
a majority  of  the  members  present  at  reg- 
ular or  special  meetings,  to  advise  and  make 
recommendations  to  the  Board  of  Directors 
of  the  Louisiana  Farm  Bureau  with  regard 
to  their  policies  and  programs  for  the  bet- 
terment of  rural  health,  and  to  sponsor  the 
organization  of  local  health  councils.” 

At  the  State  Medical  Society  meeting 
Mrs.  T.  R.  Tomlinson,  Chairman  of  Rural 
Health  of  Farm  Bureau,  was  present  and 
addressed  the  House  of  Delegates. 

On  Sunday,  July  13  the  American  Acad- 
emy of  General  Practice  of  Louisiana  was 
organized.  Dr.  J.  P.  Sanders,  a member  of 
the  Louisiana  Rural  Health  Committee 
was  elected  president.  Dr.  Guy  Jones  was 
elected  president-elect.  Dr.  D.  B.  Barber, 
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vice  president  and  Dr.  M.  C.  Wiginton  a 
member  of  the  Board  of  Directors. 

The  Louisiana  State  Medical  Society  has 
organized  the  Blue  Shield  Insurance  Plan 
which  is  working  with  Blue  Cross,  and  is 
now  being  offered  to  the  rural  areas. 

A survey  has  been  made  in  Louisiana  of 
the  hospital  facilities  of  the  state  in  con- 
formity with  requirements  of  the  Hill-Bur- 
ton Bill. 

Assurance  has  been  obtained  that  the 
medical  schools  in  Louisiana  will  advocate 
a course  in  general  practice  and  our  hos- 
pitals will  offer  residencies  in  general  prac- 
tice which  we  hope  will  promote  more  and 
better  general  practitioners  for  rural 
areas. 

On  October  23  and  24  there  was  held  in 
New  Orleans  the  Southern  Regional  Con- 
ference of  the  American  Medical  Associa- 
tion Council  on  Medical  Service.  The  Com- 
mittee on  Rural  Health  attended  and  on  the 
night  of  the  23rd  a banquet  was  held  for 
found  table  discussion  on  Rural  Health. 
This  was  well  attended. 

Respectfully  submitted, 

Guy  R.  Jones,  M.  D.,  A.  A.  G.  P. 
Chairman,  Committee  on  Rural  Health 
0 

REGIONAL  CONFERENCE  OPPOSES 
PROPOSED  CONTROL  OF  MEDICINE 
BY  GOVERNMENT 

Keynoting  the  Southern  Regional  Con- 
ference meeting  held  in  New  Orleans  re- 
cently was  the  unanimous  opposition  of  the 
medical  profession  to  a federal  program  of 
socialized  medicine.  The  two-day  Southern 
Regional  Conference  was  sponsored  by  the 
Council  on  Medical  Service  of  the  American 
Medical  Associ\atidn  in  cooperation  with 
the  Council  on  Medical  Service  and  Public 
Relations  of  the  Louisiana  State  Medical 
Society. 

“We  are  bitterly  opposed  to  the  socializa- 
tion of  medicine  because  in  every  country 
where  the  plan  has  been  instituted  it  has 
brought  an  inferior  grade  of  medical  care,” 
Dr.  George  F.  Lull,  Secretary  and  General 
Manager  of  the  AMA  and  former  deputy 


surgeon  general  of  the  U.  S.  Army,  in- 
formed the  conference. 

Dr.  Lull  said  that  through  the  institution 
of  prepaid  medical  and  surgical  care  plans 
in  the  country  any  government  attempt  at 
socialized  medicine  can  be  staved  off. 

Dr.  James  McVay,  conference  chairman 
and  chairman  of  the  AMA’s  Council  on 
Medical  Service,  explained  the  purpose  of 
the  conference  and  stated,  “The  AMA  does 
not  fight  proposals  for  socialized  medicine, 
we  merely  promulgate  other  methods  of 
medical  care  which  have  proven  superior. 

“In  voluntary  prepayment  plans  such  as 
the  Louisiana  Physicians  Service,  patients 
may  choose  their  own  doctor.  A patient- 
physician  relationship  is  firmly  established. 
Under  a federal  program  the  patient  would 
lose  his  identity.  He  would  go  to  any  doc- 
tor at  a bureau.  The  patient  would  lose  his 
individuality. 

“One  of  the  primary  purposes  of  the  con- 
ference is  to  plan  for  prepaid  medical  care 
for  everyone  in  the  country  through  a 
method  of  budgeting  medical  expenses.” 

Both  Drs.  Lull  and  McVay  praised  the 
Hill-Burton  program,  which  has  made  ex- 
tensive surveys  into  hospital  and  health 
facilities  in  U.  S.  rural  and  urban  areas. 

Dr.  McVay  came  to  New  Orleans  from 
Kansas  City  and  Dr.  Lull  from  AMA  head- 
quarters in  Chicago. 

The  conference  fostered  the  interchange 
of  ideas  on  Public  Relations,  Prepayment 
Medical  and  Surgical  Care  Plans,  Indus- 
trial Health  and  Rural  Health. 

The  portion  of  the  program  devoted  to 
Public  Relations  was  headed  by  Henry 
Johnson,  Public  Relations  Director  for  the 
Medical  Society  of  Virginia.  Five  panel  dis- 
cussants actively  participated  in  the  pub- 
lic relations  program  and  presented  papers 
and  answered  questions  expounded  by  mem- 
bers attending  the  conference. 

Dr.  Charles  R.  Henry  of  Little  Rock, 
Arkansas,  was  moderator  for  the  portion 
of  the  conference  devoted  to  the  discussion 
of  prepayment  medical  and  surgical  care 
plans.  More  than  65  plans  are  now  spon- 
sored by  either  a state  or  county  (parish) 
medical  society,  providing  a medium  where- 
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by  more  than  seven  million  persons  may 
prepay  the  cost  of  their  anticipated  medical 
Dills. 

Inauguration  of  a medical  school  pro- 
gram on  prevention  and  treatment  of  dis- 
?ases  related  to  atomic  energy  was  urged 
Dy  Dr.  -Jean  Felton,  health  department 
superintendent  at  the  University  of  Chicago 
laboratory  at  Oak  Ridge,  Tennessee,  atomic 
bomb  plant.  Dr.  Felton  participated  in  the 
industrial  Health  portion  of  the  conference. 
Dr.  Raymond  Hussey  of  Detroit,  vice- 
chairman  of  the  AMA  Industrial  Health 
Council,  was  moderator  at  the  Industrial 
Bealth  session. 

The  general  practitioner  was  described 
as  “the  work  horse  of  American  Medicine” 
by  Dr.  J.  Paul  Jones  of  Camden,  Alabama, 
member  of  the  AMA’s  Rural  Medical  Serv- 
ice Committee  and  moderator  for  the  Rural 
Bealth  portion  of  the  conference  program. 

Dr.  Jones  stressed  the  following  as 
"pressing”  rural  health  problems. 

1.  Hospital  facilities  and  health  centers. 

2.  Voluntary  prepayment  plans. 

3.  Nursing  needs  of  rural  communities. 

4.  Methods  of  bringing  and  holding  doc- 
tors and  dentists  in  rural  areas. 

5.  Health  councils  as  an  agency  for  pro- 
moting rural  health. 

6.  Medical  care  for  low  income  groups. 

A rural  health  panel  discussant.  Dr.  Wil- 
liam C.  Chaney  of  Memphis,  Tennessee, 
emphasized  the  fact  that  “People  would 
like  to  see  the  physician  a little  more  hu- 
man ; human  enough  to  come  into  their 
homes  when  they  are  seriously  ill.  After 
all,  people  can  die  at  home,”  he  asserted. 

Turning  to  what  he  labeled  as  a serious 
problem  facing  the  medical  profession  to- 
day, Dr.  Chaney  said: 

“The  startling  fact  that  our  national 
government  in  1946  spent  $75,000,000  of 
the  taxpayers’  money  to  spread  propaganda 
favoring  the  government  control  of  the 
practice  of  medicine  should  bring  every 
physician,  dentist,  pharmacist  and  nurse  to 
his  feet  with  the  shocking  realization  that 
American  medicine  . . . may  soon  come  to 
an  end  unless  we  do  something  about  it.” 


The  conference  was  attended  by  delegates 
from  Louisiana,  Mississippi,  Alabama,  Ar- 
Kansas,  Oklahoma,  Tennessee  and  Texas. 

The  Council  on  Medical  Service  and  Pub- 
lic Relations  of  the  State  Society  handled 
local  arrangements  for  the  conference. 
Members  of  the  Council  are:  Dr.  A.  .V 
Friedrichs,  Chairman;  Dr.  P.  T.  Talbot, 
Dr.  Daniel  J.  Murphy,  all  of  New  Orleans; 
Dr.  John  G.  Snelling  of  Monroe;  Dr.  0.  B. 
Owens  of  Alexandria  and  Frank  Lais,  Jr., 
Executive  Director,  New  Orleans. 

0 

STATE  PREPAYMENT  PLAN 
CELEBRATES  FIRST 
ANNIVERSARY 

Louisiana  Physicians  Service  celebrated 
its  first  anniversary  on  November  1.  The 
first  prepayment  surgical  and  obstetrical 
care  plan  contracts  issued  by  the  company 
became  effective  November  1,  1946. 

During  the  past  year  the  company  has 
been  able  to  enroll  nearly  20,000  individ- 
uals. In  the  same  period,  1,965  claims  were 
serviced.  In  the  servicing  of  these  claims 
the  plan  has  paid  to  doctors  throughout 
Louisiana  in  excess  of  $95,000.00  in  claims 
for  services  rendered  to  LPS  subscribers 
and  their  dependents. 

Greatest  utilization  has  been  on  the  fol- 
lowing listed  services:  Tonsillectomy  and 
adenoidectomy ; obstetrics,  appendectomy, 
hysterectomy,  anesthesia  and  x-ray. 

The  plan  spreads  the  costs  of  medical 
care  over  a long  period  of  time  and  among 
individuals  through  the  application  of  the 
insurance  principle.  Through  this  medium 
a person  can  budget  his  anticipated  medi- 
cal needs — ^his  anticipated  doctor  bills  by 
paying  a small  amount  each  month  into  a 
common  fund  on  a prepayment  and  post- 
payment basis — just  as  he  would  purchase 
any  tangible  asset  on  a part-payment  or 
installment  basis. 

The  subscriber  may  choose  his  own 
doctor  and  the  doctor  remains  free  of  bu- 
reaucratic restrictions  on  his  methods  of 
treatment.  It  is  anticipated  that  plans  of 
this  type  throughout  the  nation  will  be  an 
ally  and  instrument  in  the  physicians’ 
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hands  in  preserving  the  practice  of  medi- 
cine as  it  is  known  today  and  will  forever 
kill  the  threat  of  socialization  of  medicine. 

Dr.  H.  Whitney  Boggs,  Secretary-Treas- 
urer of  the  plan  recently  stated  that  “de- 
sires often  are  more  expensive  than  needs. 
The  doctor  gets  only  13  cents  out  of  each 
dollar  the  public  spends  for  health.  The 
remainder  goes  to  medicine  manufacturers, 
leaders  of  health  cults,  druggists,  hospitals 
and  others.” 

Dr,  Boggs  pointed  out  that  people  spend 
more  for  cigarettes,  cosmetics,  liquor  and 
other  luxury  items  than  for  doctor  bills. 
But  because  medical  expenses  come  all  at 


once  and  are  not  always  expected,  manj 
cannot  pay  them.  More  than  41  per  cen1 
of  the  population  is  in  an  income  group 
which  does  not  permit  them  to  meet  majoi 
doctor  bills. 

The  remaining  problem  remains  for  ar 
all-out  presentation  of  the  plan  to  the  gen- 
eral public  throughout  Louisiana.  We  re- 
quest that  each  physician  take  a personal 
interest  in  the  presentation  of  his  plan  and 
encourage  his  patients  to  inquire  about  its 
protection.  Within  a few  weeks  printed  ma- 
terial will  be  available  and  we  ask  that  as 
many  physicians  as  possible  contact  our 
office  for  a supply  to  be  included  in  next 
mailing  of  monthly  statements  to  patients. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


December  8,  Orleans  Parish  Medical  Society 
8 p.  m. 

December  9,  Orleans  Parish  Radiological  So- 
ciety, 7:30  p.  m. 

December  10,  Woman’s  Auxiliary,  Orleans  Club, 
3 p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

December  11,  Clinico-pathologic  Conference, 
Touro  Infirmary,  12  noon. 

December  15,  Hotel  Dieu  Staff,  8 p.  m. 

December  16,  I.C.R.R.  Hospital  Staff,  12:30  p.  m. 

Charity  Hospital  Medical  Staff, 
8 p.  m. 


NEWS  ITEMS 

The  following  members  of  the  Society  parti- 
cipated in  the  program  of  the  Southern  Psychiatric 
Association  in  Birmingham,  October  13-14: 

Dr.  John  W.  Bick,  Jr.,  spoke  on  the  “Adjust- 
ment Problems  in  the  Modern  Woman”;  Dr.  Hun- 
ter Harris  read  a paper  prepared  by  Dr.  H.  0. 
Colomb  on  “The  Transference  Mechanism  in  Medi- 
cal Practice”;  and  Dr,  Theo.  A.  Watters  spoke  on 
the  “The  Ego  and  the  Eye.” 

Dr.  Walter  Otis,  who  also  attended  this  meeting, 
was  installed  as  vice-president  of  the  organization. 


December  17,  Charity  Hospital  Surgical  Staff, 
8 p.  m. 

December  18,  New  Orleans  Hospital  Dispensary 
for  Women  and  Children  Staff, 
8 p.  m. 

Veterans  Administration  Hospital 
Staff,  8 p.  m. 


Dr.  Theo.  A.  Watters  recently  attended  the  an- 
ual  conference  of  the  Menninger  Foundation  at 
Topeka,  Kansas,  Before  returning  to  New  Or- 
leans, Dr.  Watters  visited  the  Winter  Veterans 
Hospital,  where  the  largest  training  program  for 
psychiatrists  in  the  world  is  going  on — 120  being 
trained  at  the  present  time. 


December  19, 
December  22, 
December  23, 
January  2, 
January  5, 

January  6, 

January  7, 
January  8, 

January  12, 


Lakeshore  Hospital  Staff,  8 p.  m. 

DePaul  Sanitarium  Staff,  8 p.  m. 

Baptist  Hospital  Staff,  8 p.  m. 

Foundation  Hospital  Staff,  8 p.  m. 

Board  of  Directors,  Orleans  Parish 
Medical  Society,  8 p.  m. 

Eye,  Ear,  Nose  and  Throat  Staff, 
8 p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference, 
Touro  Infirmary,  12  noon. 

Installation  Meeting,  Orleans  Par- 
ish Medical  Society,  Jung  Hotel, 
7:30  p.  m. 


Dr.  Ruth  M.  Shushan  has  just  returned  from 
New  York  where  she  was  a member  of  the  first 
class  in  cytologic  diagnosis  of  cancer,  given  by 
Dr.  George  Papanicolaou  at  Cornell  University 
Medical  College. 


Dr.  Edmond  Souchon  was  recently  elected  a fel- 
low in  the  International  College  of  Surgeons. 


Dr.  Charles  L.  Eshleman  was  elected  president 
of  the  medical  staff  of  Foundation  hospital  on 
September  26.  Other  officers  elected  were:  Dr. 
A.  Seldon  Mann,  vice-president;  Dr.  Robert  C. 
Lynch,  secretary-treasurer;  Drs.  Thomas  Findley, 
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L.  S.  Meriwether  and  I.  Mims  Gage,  members  of 
the  executive  committee. 


Dr.  E.  J.  Richard  was  re-elected  as  head  of  the 
independent  unit  staff  at  Charity  hospital  on  Sep- 
tember 24.  Dr.  Blaise  Salatich  was  elected  secre- 
tary. Heads  of  departments  named  were:  Dr.  F. 
F.  Boyce,  surgery;  Dr.  Adolph  Jacobs,  obstetrics; 
Dr.  George  Battalora,  orthopedics;  Dr.  Monroe 
Wolf,  urology,  and  Dr.  J.  Roeling-Hanley,  ortho- 
rhinolaryngology.  Three  staff  members  named 
were:  Drs.  John  F.  Oakley,  N.  J.  Tessitore  and  E. 
L.  Zander. 


The  following  officers  of  the  Charity  Hospital 
Visiting  Staff  were  elected  at  the  annual  meeting 
of  the  Staff  held  October  2:  Dr.  P.  H.  Jones,  Jr., 
president;  Dr.  J.  D.  Rives,  vice-president;  Dr. 
Nathan  Polmer,  secretary;  Drs.  John  Oakley,  Ed- 
gar Hull,  Conrad  Collins  and  E.  J.  Richard,  mem- 
bers of  the  medical  advisory  committee. 


At  a recent  meeting  of  the  Metairie  Foundation 
Hospital  Dr.  Joel  B.  Gray  was  elected  president 
of  the  staff.  Other  officers  elected  are  as  follows: 
Dr.  Louis  J.  Gehbauer,  vice-president;  and  Dr. 
Wallace  C.  Beil,  secretary-treasurer. 


■O- 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  very  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


RAPIDES  PARISH  MEDICAL  SOCIETY 

The  Rapides  Parish  Medical  Society  is  cele- 
brating on  January  10,  1948  their  “Founders  Day” 
by  putting  on  a top-notch  full  day’s  program  under 
the  name  of  “Founders  Day  Forum”.  There  are  to 
be  scientific  papers  beginning  at  10:00  a.  m.,  a 
luncheon  at  12:15  p.  m.  and  an  afternoon  session 
which  will  end  at  4:30  p.  m.  Appearing  on  the 
program  are  some  of  the  outstanding  specialists 
and  teachers  on  the  staffs  of  Louisiana  State 
University  and  Tulane  medical  faculties.  In  the 
evening  the  annual  banquet  will  be  held  and  the 
group  will  be  addressed  by  an  outstanding  guest 
speaker.  The  Bentley  Hotel,  Alexandria,  is  the 
site  for  the  all  day  program. 

Certainly  the  doctors  of  Rapides  Parish  and  the 
members  of  the  arrangement  committee  are  to  be 
congratulated  on  this  unique  and  outstanding  pro- 
gram. All  members  of  the  profession  should  make 
plans  now  to  attend  and  take  advantage  of  this 
scientific,  cultural  and  social  opportunity — a real 
red  letter  day  in  medical  progress. 


SIXTH  DISTRICT  MEDICAL  SOCIETY 

Members  of  the  Sixth  District  Medical  Society 
held  their  semi-annual  meeting  at  East  Louisiana 
State  Hospital  in  Jackson,  November  7.  Members 


present  were  guests  of  the  Hospital  at  supper  and 
then  retired  to  a scientific  program. 

Dr.  Charles  E.  Sturm  of  the  Hospital  staff  pre- 
sented a paper  on  shock  therapy.  Dr.  Charles  S. 
Holbrook  of  New  Orleans  spoke  on  statistics  per- 
taining to  shock  therapy.  Fractures  of  the  elbow 
were  discussed  by  Dr.  I.  L.  George  of  Baton  Rouge. 


NATIONAL  CONFERENCE  OF  COUNTY 
MEDICAL  SOCIETY  OFFICERS 
The  Grass  Roots  Conference  of  the  National 
Conference  of  County  Medical  Society  Officers, 
the  purpose  of  which  is  to  develop  a working  part- 
nership between  the  American  Medical  Association 
and  all  physicians,  will  be  held  at  the  Statler 
Hotel  in  Cleveland,  Ohio  on  January  6.  Subjects  to 
be  discussed  are:  1.  The  General  Practitioner;  How 
to  Create  More  of  Them  for  the  Future  Need  of 
the  Country;  2.  Upholding  the  Prestige  of  the  Gen- 
eral Practitioner;  3.  The  General  Practitioner  and 
Community  Leadership.  Hotel  reservations  should 
be  requested  through  Dr.  David  Chambers,  Chair- 
man Hotel  Committee  (A.M.A.),  511  Terminal 
Tower,  Cleveland  13,  Ohio. 


SIXTH  DISTRICT  AMERICAN  ACADEMY  OF 
GENERAL  PRACTITIONERS  ORGANIZED 
An  organization  meeting  of  the  American  Acad- 
emy of  General  Practice  in  the  Sixth  District 
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was  held  November  7,  at  the  East  Louisiana  State 
Hospital  in  Jackson.  The  meeting  was  held  im- 
mediately preceding  the  semi-annual  meeting  of 
the  Sixth  District  Medical  Society. 

Officers  elected  by  the  group  are  as  follows:  Dr. 
M.  C.  Wiginton  of  Hammond,  President;  Dr.  A. 
L.  Lewis  of  Amite,  Vice-President;  Dr.  Charles  J. 
Wise  of  Angola,  Secretary-Treasurer.  Arrange- 
ments for  the  election  of  eight  directors  to  the 
board  of  the  Sixth  District  A.A.G.P.  were  com- 
pleted and  the  board  is  expected  to  function  as 
such  by  the  time  of  the  next  meeting.  It  is  antici- 
pated that  each  organized  medical  society  in  the 
district  will  have  one  representative  on  the  board. 

Dr.  D.  B.  Barber  of  Alexandria,  Vice-President 
of  the  State  A.A.G.P.  talked  briefly  on  the  benefits 
of  the  general  practitioner  becoming  a member  of 
his  district  organization.  Dr.  Joel  Gray  of  New 
Orleans  spoke  on  the  Constitution  and  By-Laws. 
Dr.  0.  W.  Topp,  recently  elected  President  of 
A.A.G.P.  of  the  Seventh  District,  talked  on  the 
organization  of  that  district. 

Dr.  Wiginton  reported  approximately  thirty 
members  enrolled  from  the  Sixth  District. 


PUBLIC  RELATIONS  PROGRAM  PLANNED 
BY  SHREVEPORT  SOCIETY 

Reports  are  that  the  Shreveport  Medical  Society 
through  its  Public  Relations  Committee  expects  to 
establish  an  active  Public  Relations  program  in 
the  Shreveport  area  right  after  the  first  of  the 
year. 

A luncheon  meeting  was  recently  held  in  Shreve- 
port to  formulate  tentative  plans  for  the  estab- 
lishment of  the  program  in  cooperation  with  the 
proposed  Public  Relations  program  of  the  State 
Society.  Shreveporters  interested  in  Public  Rela- 
tions attending  the  meeting  were:  Dr.  Jos.  E. 
Heard,  President  of  the  local  society.  Dr.  R.  Den- 
man Crow,  Dr.  W.  G.  Wells,  Dr.  A.  A.  Herold, 
Dr.  H.  Whitney  Boggs  and  two  members  of  the 
Public  Relations  Committee,  Dr.  J.  R.  Stamper 
and  Dr.  J.  P.  Sanders.  Mr.  Frank  Lais,  Jr.,  Ex- 
ecutive Director  of  the  Council  on  Medical  Service 
and  Public  Relations,  also  attended  and  represented 
the  Council. 

Mr.  Lais  advised  the  group  that  numerous  pre- 
pared recordings  are  available  from  AMA  head- 
quarters in  addition  to  numerous  other  mediums 
of  promoting  public  relations.  He  suggested  the 
establishment  of  speaker  bureaus  in  order  that 
the  doctor  may  present  to  the  public  his  opposition 
to  the  socialization  of  medicine.  Dr.  Boggs  advised 
the  group  that  it  was  his  belief  that  the  Shreve- 
port Chamber  of  Commerce  would  assist  in  the 
presentation  of  their  program. 


PREPAYMENT  PLAN  EXPLAINED 
TO  SHREVEPORT  AUXILIARY 
An  open  forum,  sponsored  by  the  Woman’s 


Auxiliary  of  the  Shreveport  Medical  Society,  was 
held  recently  in  the  State  Exhibit  Building  ir 
Shreveport.  Features,  benefits  and  economics  of  a 
prepaid  medical  insurance  plan  were  explained  hy 
three  officers  of  Louisiana  Physicians  Service: 
Dr.  H.  Whitney  Boggs,  Secretary-Treasurer,  Dr. 
0.  B.  Owens,  President,  and  Frank  Lais,  Jr.,  Ex- 
ecutive Director. 

Dr.  Boggs  said  that  medical  economics  involves 
persons  in  the  low-income  brackets,  who  have  to 
struggle  to  satisfy  their  economic  wants.  Econom- 
ics, he  stressed,  is  a study  of  a person’s  needs 
and/or  his  desires.  By  spreading  financial  risk, 
the  prepaid  medical  plan  makes  it  possible  for 
persons  to  meet  their  medical  obligations. 

Pointing  out  that  Louisiana  Physicians  Service 
spreads  medical  costs  over  a long  period  of  time 
and  among  individuals,  the  speakers  declared  that 
it  provides  low-cost  service  and  that  it  is  the 
answer  to  threats  of  socialized  medicine. 

Dr.  Owens  asserted  that  over  a long  period  of 
time,  the  medical  profession  has  been  threatened 
with  the  possibility  of  having  forced  upon  it  a 
federal  bureaucratic  control,  or  dictatorial  sys- 
tem, of  the  distribution  of  medical  care.  Heeding 
this  menace,  the  doctors  of  the  nation  have  organ- 
ized their  own  plans,  advocating  free  enterprise. 


NEWS  ITEMS 

Dr.  Robert  A.  Katz  has  returned  from  England 
and  the  Continent,  where  he  has  been  for  the  past 
two  months.  While  there,  he  reported  on  his  re- 
searches on  arteriosclerosis. 

On  November  2 and  3,  he  presented  in  Chicago, 
to  the  American  Society  for  the  Study  of  Arterio- 
sclerosis, two  addresses:  “The  Status  of  Arterio- 
sclerosis in  Europe”  and  “Intravenous  Ether,  a 
New  Approach  to  the  Therapy  of  Arteriosclerosis.” 


INTERNATIONAL  COLLEGE  OF  SURGEONS 
At  the  Twelfth  Assembly  and  Convocation  of  the 
United  States  Chapter,  International  College  of 
Surgeons,  held  in  Chicago  on  October  3,  the  follow- 
ing Louisiana  doctors  were  among  the  810  surgeons 
inducted  into  the  College: 

FELLOWS:  Peachy  Ridgway  Gilmer,  M.  D., 
Shreveport;  John  A.  Hendrick,  M.  D.,  Shreveport; 
Claude  A.  LaRue,  M.  D.,  Shreveport;  Frank  C. 
Shute,  Jr.,  M.  D.,  Opelousas;  Edmond  Souchon, 
II,  M.  D.,  New  Orleans;  John  Wm.  Faulk,  Sr.,  M. 
D.,  Crowley;  Wilton  Paul  Duncan  Tilly,  Sr.,  M. 
D.,  New  Iberia. 

ASSOCIATES : Charles  V.  Hatchette,  M.  D., 
Lake  Charles;  William  V.  Gamier,  M.  D.,  Bastrop; 
Charles  McVea,  M.  D.,  Baton  Rouge;  William 
Henry  Reeling,  M.  D.,  New  Orleans;  William 
McGinty  McBride,  M.  D.,  Alexandria. 

AFFILIATES:  Jay  W.  Cummins,  M.  D.,  Mon- 
roe; Joseph  A.  Vella,  M.  D.,  New  Orleans. 
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MATRICULATE : Richard  Denman  Crow,  M. 
D.,  Shreveport. 


COLLEGE  OF  AMERICAN  PATHOLOGISTS 

The  first  general  meeting  of  the  College  of 
American  Pathologists  was  held  in  Chicago  on 
October  27.  A dinner  meeting  was  held  at  the 
Drake  Hotel  after  which  there  was  formal  intro- 
duction of  members  of  the  College  at  a meeting 
in  the  John  B.  Murphy  Memorial  Auditorium.  In- 
cluded were  the  following  physicians  from  Louisi- 
ana: Dr.  John  L.  Beven,  Baton  Rouge;  Dr.  Willis 
P.  Butler,  Shreveport;  Drs.  S.  H.  Colvin,  Charles 
E.  Dunlap,  George  H.  Hauser,  Russell  L.  Holman, 
Edwin  H.  Lawson,  Aldea  Maher,  Emma  S.  Moss 
and  Phillip  Pizzolato;  all  of  New  Orleans. 

The  objects  of  this  new  organization  are  to  (a) 
foster  the  highest  standards  in  education,  research, 
and  the  practice  of  pathology,  (b)  through  study, 
education,  and  improvement  of  the  economic  as- 
pects of  the  practice  of  pathology  to  advance  the 
science  of  pathology  and  to  improve  medical  labora- 
tory service  to  physicians,  to  hospitals  and  to  the 
public,  (c)  to  maintain  the  dignity,  precision  and 
efficiency  of  the  specialty  of  pathology  for  the 
service  of  the  common  good. 


SCIENTIFIC  EXHIBIT  AWARD 
Scientific  exhibit,  entitled  “The  Etiologic  Agents 
of  Mycotic  Infections;  Laboratory  Methods  of 
Identification  and  Classification”  prepared  by  Drs. 
Albert  L.  McQuown  and  Emma  S.  Moss,  of  New 
Orleans,  merited  a silver  medal  at  the  1947  meet- 
ing of  The  American  Society  of  Clinical  Path- 
ologists held  in  Chicago  October  27-30. 


NATIONAL  SOCIETY  FOR  THE  PREVEN- 
TION OF  BLINDNESS 
The  National  Society  for  the  Prevention  of 
Blindness  will  hold  its  33rd  Annual  Meeting  on 
December  12,  in  the  Russell  Sage  Foundation 
Building,  130  East  22nd  Street,  New  York  City. 

The  principal  speaker  will  be  Dr.  C.  E.  A.  Wins- 
low, Editor  of  the  American  Journal  of  Public 
Health.  Dr.  Winslow’s  subject  will  be  “Prevention 
of  Blindness  in  the  Public  Health  Program.” 
Activities  of  the  National  Society  for  the  Pre- 
vention of  Blindness  during  the  past  year  will  be 
reviewed  by  Dr.  Franklin  M.  Foote,  Executive 
Director  and  Mason  H.  Bigelow,  President  of  the 
Society,  will  preside. 


EIGHTH  ANNUAL  CONGRESS  ON 
INDUSTRIAL  HEALTH 
The  Council  on  Industrial  Health  will  hold  its 
Eighth  Annual  Congress  on  Industrial  Health  in 
the  Cleveland  Auditorium,  Cleveland,  on  January 
5-6,  1948.  These  dates  immediately  precede  the 
Interim  Session  of  the  American  Medical  Associa- 


tion, which  will  be  held  in  the  Auditorium  on 
January  7-8.  General  practitioners  supply  a large 
part  of  the  medical  services  which  workers  receive 
through  industry,  and  they  are  cordially  invited  to 
attend  these  industrial  health  sessions.  The  pro- 
gram of  the  Congress  is  being  constructed  with 
general  practitioners  in  mind  and  will  include  dis- 
cussions of  first  aid  and  emergency  services  in 
industry,  physical  examinations,  administrative 
practices,  applied  physiology,  aviation  medicine, 
radiation  medicine  and  practical  expositions  of  oc- 
cupational disease  management,  traumatic  surgery 
and  rehabilitation.  Since  full  use  of  medical  serv- 
ices in  industry  depends  on  support  from  manage- 
ment and  the  worker,  the  essential  relationships 
will  be  discussed.  Industry  needs  medicine  as  a 
practical  ally  and  to  promote  human  relations.  The 
Industrial  Health  Congresses  are  intended  to  fur- 
ther these  objectives. 


EYE  SPECIALISTS  OF  THE  AMERICAS 
TO  MEET  IN  HAVANA 

Plans  have  been  announced  for  the  Third  Pan- 
American  Congress  of  Ophthalmology,  which  is 
to  be  held  in  Havana,  Cuba,  January  4-10,  1948. 
It  is  anticipated  that  about  1,000  eye  specialists 
will  attend  the  sessions  at  the  University  of  Ha- 
vana School  of  Medicine. 

A program  of  more  than  forty  formal  papers 
has  been  arranged,  with  speakers  divided  about 
equally  between  physicians  of  the  Northern  half 
of  the  hemisphere  and  those  of  the  Latin  American 
countries.  Papers  presented  by  English-speaking 
ophthalmologists  are  to  be  discussed  by  their  col- 
leagues who  speak  Spanish,  Portuguese  or  French, 
and  the  papers  in  the  Latin  languages  will  be  dis- 
cussed by  members  of  the  English-speaking  con- 
tingent. During  the  presentation  of  each  paper, 
slides  bearing  resumes  of  one  other  language  will 
be  shown,  in  order  to  facilitate  understanding 
by  those  who  are  unfamiliar  with  the  language 
used  by  the  speaker. 

Topics  on  which  the  eye  physicians  will  exchange 
information  cover  a wide  range.  They  include  op- 
erations for  cataract,  glaucoma  and  crossed  eyes, 
parasites  that  attack  the  eyes,  hazards  to  the  eyes 
in  industry,  effects  of  high  blood  pressure,  syphilis 
and  certain  tropical  diseases  on  the  eyes,  tumors, 
sulfonamide  and  penicillin  treatment,  and  diseases 
peculiar  to  high  altitudes  of  such  countries  as  Peru 
and  Bolivia. 


MIDWINTER  SEMINAR  IN  OTOLARYNGOL- 
OGY AND  OPHTHALMOLOGY 

The  University  of  Florida  Midwinter  Seminar 
in  Otolaryngology  and  Ophthalmology  will  be  held 
at  the  Flamingo  Hotel  in  Miami  Beach,  beginning 
on  January  12-17,  1948.  Registration  fee  will  be 
$25.00. 
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Distinguished  lecturers  for  the  courses  in  Oto- 
laryngology include  Drs.  Lawrence  R.  Boies,  Min- 
neapolis; Louis  H.  Clerf,  Philadelphia;  Kenneth 
M.  Day,  Pittsburgh;  Thomas  C.  Galloway,  Chica- 
go; James  H.  Maxwell,  Ann  Arbor;  Arthur  W. 
Proetz,  St.  Louis;  and  Harry  P.  Schenck,  Philadel- 
phia. Among  the  outstanding  ophthalmologists  who 
will  lecture  are  Drs.  S.  Judd  Beach,  Portland,  Me.; 
William  L.  Benedict,  Rochester,  Minn.;  Daniel  B. 
Kirby,  New  York;  Peter  C.  Kronfeld,  Chicago;  and 
Donrmann  K.  Pischel,  San  Francisco. 

The  Midwinter  Seminar  follows  immediately  the 
Pan-American  Congress  of  Ophthalmology,  which 
will  be  held  in  Havana,  Cuba,  January  5-10,  1948. 
The  dates  chosen  for  the  two  meetings  make  pos- 
sible a delightful  opportunity  to  attend  both  and 
at  the  same  time  enjoy  a winter  vacation  amid 
unsurpassed  resort  attractions. 


MICHIGAN  POSTGRADUATE  CLINICAL 
INSTITUTE 

The  Second  Annual  Michigan  Postgraduate  Clin- 
ical Institute  will  he  held  at  the  Book-Cadillac 
Hotel,  March  10-12,  1948.  Forty-nine  outstanding 
clinicians  and  lecturers  will  present  a concentrated 
three-day  postgraduate  course  covering  the  newest 
developments  in  medicine,  surgery,  obstetrics, 
pediatrics,  dermatology,  ophth-otolaryngology  and 
general  practice. 

Two  evening  sessions  will  be  held,  the  Wednes- 
day night  presentation  being  a “question  box”  and 
the  Thursday  evening  program  being  a panel  dis- 
cussion on  “First  Aid  to  the  Acutely  Injured 
Patient”. 

All  members  of  the  American  Medical  Associa- 
tion and  of  the  Canadian  Medical  Association  are 
cordially  invited  to  attend.  There  will  be  no  regis- 
tration fee. 


SOUTHEASTERN  SURGICAL  CONGRESS 
The  Sixteenth  Annual  Assembly  of  The  South- 
eastern Surgical  Congress  will  be  held  in  Holly- 
wood, Florida,  Hollywood  Beach  Hotel,  April  5-8, 
1948.  Included  in  the  list  of  men  who  will  appear 
on  the  program  are  the  following  members  of  the 
Louisiana  State  Medical  Society:  Drs.  F.  F.  Boyce, 
W.  E.  Kittredge  and  Ambrose  Storck;  all  of  New 
Orleans. 


SOCIETY  FOR  THE  PREVENTION  OF 
ASPHYXIAL  DEATH,  INC. 

For  many  years  Dr.  Chevalier  Jackson  has  urged 
that  all  physicians  become  familiar  with  the  “death 
zone  of  the  respiratory  tract.”  For  the  last  fifteen 
years  the  Society  for  the  Prevention  of  Asphyxial 
Death,  Inc.  has  labored  to  make  the  physician 
“asphyxia  conscious.”  Since  April  of  this  year, 
classes  in  laryngoscopy  and  intubation  have  been 
given  at  the  Manhattan  General  Hospital  in  co- 


operation with  the  S.P.A.D.,  Inc.  Other  courses 
are  planned  for  the  New  York  Eye  and  Ear 
Infirmary. 

Wide  spread  interest  in  these  courses,  approved 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association,  is  suggested 
by  the  enrolment  of  physicians  in  the  following 
specialties  who  have  taken  this  course — Anesthe- 
sia, Eye,  Ear,  Nose  and  Throat,  Internal  Medi- 
cine, Industrial  Medicine,  Obstetrics,  Gynecology, 
Pneumatology,  Pediatrics,  Plastic  Surgery,  Oral 
Surgery,  Chest  Surgery,  General  Surgery.  These 
physicians  came  from  Canada,  Colorado,  Con- 
necticut, Florida,  Iowa,  Indiana,  Illinois,  Mary- 
land, Massachusetts,  Michigan,  New  York,  New 
Jersey,  Nebraska,  Ohio,  Pennsylvania  and  Vir- 
ginia. 

The  course  stresses  the  stages  of  asphyxia,  the 
pathologic  physiology  of  each  stage  and  the  in- 
dications for  treatment.  Resuscitation  apparatus 
and  resuscitation  gadgets  are  considered  important 
only  in  so  far  as  they  meet  the  pathologic  indica- 
tion for  treatment. 

The  purpose  of  the  course  is  clear  cut.  It  is  to 
save  lives  now  lost  during  anesthesia  and  other 
forms  of  acute  asphyxial  accidents.  Classes  are 
limited  to  12  students.  A course  will  be  given  De- 
cember 5-6  and  January  2-3  in  New  York  City; 
January  14-15  in  Los  Angeles;  January  21-22  in 
Honolulu,  Hawaii;  February  6-7,  March  5-6  and 
April  2-3  in  New  York  City.  For  further  informa- 
tion address:  Pneumatology;  Manhattan  General 
Hospital,  307  2nd  Avenue,  New  York  City. 


THE  EYE-BANK  FOR  SIGHT  RESTORATION, 
INC. 

Fellowships  for  research  in  ophthalmology  have 
been  granted  to  the  medical  schools  of  Harvard 
and  Yale  Universities  by  The  Eye-Bank  for  Sight 
Restoration,  Inc.,  it  has  been  announced  by  Mrs. 
Aida  de  Acosta  Breckinridge,  Executive  Director. 

Recipients  of  fellowships  will  devote  themselves 
chiefly  to  problems  related  to  the  cornea.  It  is 
expected  that  the  knowledge  thus  acquired  will 
aid  in  the  conservation  of  vision  and  the  restora- 
tion of  sight  among  thousands  of  individuals.  One 
of  the  principal  objectives  of  research  carried  on 
at  the  present  time  is  the  discovery  of  a method 
for  the  preservation  of  corneal  tissue  for  a period 
longer  than  72  hours. 

The  Eye-Bank  for  Sight  Restoration,  Inc.,  col- 
lects healthy  corneal  tissue  from  human  eyes  for 
transplanting  to  blind  persons  who  have  lost  their 
sight  because  of  corneal  defects.  Its  national  head- 
quarters are  located  at  210  East  64th  Street,  New 
York  City,  where  it  maintains  its  owh  research 
laboratory. 

The  operation  substituting  a healthy  cornea  for 
a damaged  one  can  restore  sight  in  only  one  type 
of  blindness — that  caused  solely  by  opacity  of  the 
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cornea  when  the  rest  of  the  eye  and  optic  nerve 
are  normal. 


FELLOWSHIPS  FOR  POSTGRADUATE 
STUDY 

The  National  Jewish  Hospital  at  Denver  an- 
nounces a program  of  Fellowships  for  postgraduate 
study  in  tuberculosis  and  allied  diseases.  Fellows 
will  be  appointed  for  three-month,  six-month  or  one 
year  periods.  Further  information  can  be  obtained 
by  communicating  with  Dr.  Edgar  Mayer,  Chair- 
man, National  Medical  Advisory  Board,  National 
Jewish  Hospital  at  Denver,  470  Park  Avenue,  New 
York  or  to  Dr.  Allan  Hurst,  Medical  Director 
National  Jewish  Hospital  at  Denver,  3800  East 
Colfax  Avenue,  Denver. 


INSTITUTUM  DIVI  THOMAS 

Importance  of  clinical  medicine  in  scientific  re- 
search is  emphasized  by  the  Institutum  Divi 
Thomas,  Cincinnati,  0.,  graduate  research  insti- 
tution, in  its  recent  appointment  of  a Clinical  Ad- 
visory Committee. 

Nine  outstanding  physicians  and  scientists  from 
various  parts  of  the  United  States  have  been  ap- 
pointed to  the  Clinical  Advisory  Committee,  ac- 
cording to  an  announcement  by  Monsignor  Cletus 
A.  Miller  and  Dr.  George  S.  Sperti,  president  and 
director  respectively,  of  the  Institutum  Divi 
Thomas. 

This  committee  will  serve  in  a consultant  capac- 
ity to  the  Institutum  in  the  clinical  aspects  of  re- 
search, carried  on  in  laboratories  of  the  Institutum 
and  its  13  affiliated  units. 

The  Institutum  Divi  Thomas,  founded  in  1935 
by  the  Catholic  Archbishop  of  Cincinnati  and  Dr. 
Sperti,  is  devoted  to  fundamental  scientific  re- 
search. Its  scientific  activities,  at  the  graduate 
level,  are  carried  on  in  the  Institutum  laboratories 
in  Cincinnati  and  Palm  Beach,  and  at  13  labora- 
tories in  various  parts  of  the  United  States  which 
are  affiliated  with  the  Institutum’s  research  pro- 
gram. 

There  is  an  affiliated  unit  at  St.  Mary’s  Domini- 
can College,  New  Orleans. 


HEALTH  IN  NEW  ORLEANS 
The  Bureau  of  the  Census,  Department  of  Com- 
merce, from  the  figures  secured  from  the  New 
Orleans  Health  Department,  reported  that  during 
the  week  which  ended  October  11,  137  persons  died 
in  the  City  of  New  Orleans.  Of  these  76  were 
white  individuals,  61  nonwhite  and  eight  were  chil- 
dren less  than  one  year  of  age.  The  next  week, 
ending  October  18,  showed  an  increase  in  number 
of  deaths,  there  being  179  reported  this  week.  One 
hundred  and  fourteen  of  these  deaths  occurred  in 
the  white  population  and  65  in  the  colored.  Twenty- 
six  deaths  occurred  in  infants  this  week,  divided 
12  and  14  between  the  white  and  colored  races,  re- 


spectively. There  was  a decrease  of  47  in  the  num- 
ber of  deaths  reported  for  the  week  which  came  to 
a close  on  October  25.  Eighty-eight  white  persons 
died  this  week  and  44  deaths  were  reported  in  the 
nonwhite  population.  Death  of  11  white  infants 
and  six  colored  children  was  reported  during  this 
particular  week.  There  was  only  one  more  death 
reported  during  the  week  which  terminated  No- 
vember 1,  over  the  number  reported  the  preceding 
week.  These  were  divided  81  white,  52  nonwhite 
and  12  infant  deaths;  divided  equally  between  the 
two  races. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  weekly  morbidity  report  for  the  State  of 
Louisiana  for  the  week  ending  September  27  in- 
dicated that  cancer  and  pulmonary  tuberculosis 
were  still  the  most  prevalent  reported  diseases  oc- 
curring in  the  state.  There  were  37  cases  of  can- 
cer reported  and  35  of  pulmonary  tuberculosis. 
These  were  the  only  two  diseases  reported  in  num- 
bers greater  than  ten.  Undulant  fever  occurred  in 
two  parishes;  Lafourche  and  Washington  Parishes 
each  reported  one  case.  There  was  one  case  of 
meningococcus  meningitis  reported  in  Jackson  Par- 
ish and  one  case  of  poliomyelitis  in  East  Baton 
Rouge.  The  following  week,  ending  October  4,  the 
report  showed  cancer  still  at  the  top  of  the  list 
with  45  cases,  followed  by  28  cases  of  pulmonary 
tuberculosis,  16  of  unclassified  pneumonia  and  11 
of  whooping  cough.  Two  cases  of  malaria  were  re- 
ported and  it  was  stated  that  both  of  these  were 
contracted  outside  of  Continental  United  States. 
There  were  no  poliomyelitis  cases  reported  this 
particular  week,  however  one  case  of  meningo- 
coccus meningitis  was  reported  in  Rapides  Parish 
and  two  cases  of  undulant  fever  were  reported  in 
Washington  Parish.  Measles  led  all  reported  dis- 
eases on  the  list  for  the  week  ending  October  11. 
There  were  49  cases  of  this  disease  reported  fol- 
lowed by  26  of  cancer,  23  of  pulmonary  tubercu- 
losis and  11  of  unclassified  pneumonia.  Again 
there  were  no  cases  of  poliomyelitis  reported.  One 
case  of  meningococcus  meningitis  was  reported 
from  Ascension  Parish.  There  were  50  cases  of 
pulmonary  tuberculosis  reported  for  the  week 
which  terminated  October  18,  followed  in  order  of 
frequency  by  cancer  with  20  cases,  unclassified 
pneumonia  with  16  and  hookworm  infestation  with 
11.  One  case  of  poliomyelitis  occurred  in  Orleans 
Parish  and  no  cases  of  meningococcus  meningitis 
were  reported  this  week.  Cancer  was  again  at  the 
top  of  the  list,  with  47  cases  reported  the  week 
ending  October  25.  Pulmonary  tuberculosis 
closely  followed  with  44  cases  and  then  unclassified 
pneumonia  with  13;  these  being  the  only  diseases 
listed  in  numbers  greater  than  ten.  Two  cases 
of  poliomyelitis  were  reported  this  week;  one  from 
Morehouse  Parish  and  one  from  Orleans.  The 
same  order  of  frequency  of  cases  of  cancer,  pul- 
monary tuberculosis  and  unclassified  pneumonia 
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occurred  during  the  week  which  ended  Novem- 
ber 1,  these  being  as  follows : cancer  52,  pulmonary 
tuberculosis  50  and  unclassified  pneumonia  36. 
One  case  of  meningococcus  meningitis  was  reported 
from  St.  Bernard  Parish  and  two  cases  of  polio- 
myelitis, one  each  from  East  Baton  Rouge  and 
Livingston  Parishes. 

0 

MONTHLY  MORBIDITY  FOR 
VENEREAL  DISEASES 
STATE  OF  LOUISIANA 

Month  Ending  September  30,  1947 


Total 

Total 

Total 

This 

Previous 

To  Date 

Month 

Months 

1947 

CHANCROID  

. 53 

433 

486 

GONORRHEA  

GRANULOMA 

. 1101 

10040 

11141 

INGUINALE  

LYMPHOPATHIA 

. 11 

141 

152 

VENEREUM  

9 

62 

71 

SYPHILIS  

. 776 

7679 

8455 

HARRY  JOHNSTON 
1870-1947 

Dr.  Harry  Johnston,  of  Baton  Rouge,  died  on 
September  26.  He  had  been  an  active  member  of 
the  State  Society  and  the  East  Baton  Rouge  Par- 
ish Society  for  many  years  and  will  be  greatly 
missed  by  members  of  the  medical  profession.  Dr. 
Johnston  graduated  from  the  Tulane  University 
School  of  Medicine  in  1900. 


LIONEL  0.  WAGUESPACK 
1878-1947 

Dr.  Lionel  0.  Waguespack,  of  Vacherie,  an  ac- 
tive and  interested  member  of  the  Second  District 
and  State  Medical  Societies,  died  at  his  home  on 
November  3,  1947.  Dr.  Waguespack  practiced 
medicine  in  Louisiana  for  many  years,  having  grad- 
uated from  Tulane  in  1900. 


THOMAS  E.  WILLIAMS 
1873-1947 

Dr.  Thomas  E.  Williams,  a member  of  the 
Shreveport  and  State  Societies  since  1918,  died  on 
October  4.  Dr.  Williams  graduated  from  the  Jef- 
ferson Medical  College  in  Philadelphia  in  1905  and 
spent  most  of  his  years  of  medical  practice  in 
Louisiana. 


COMMUNICATION 

The  Editor, 

New  Orleans  Medical  and  Surgical  Journal, 

1430  Tulane  Avenue, 

New  Orleans  13,  La. 

Dear  Sir: 

I have  been  requested  by  the  Board  of  Adminis- 
trators of  Charity  Hospital  of  Louisiana  at  New 
Orleans  to  clarify  the  remarks  concerning  the  use 
of  endotracheal  anesthesia  for  teaching  purposes  in 
my  recent  article  on  “Thiouracil  in  Toxic  Thyroid 
Disease:  Its  Preoperative  Use  in  a Public  Hospital 
in  a Non-endemic  Area,”  read  before  the  Orleans 
Parish  Medical  Society  April  14,  1947,  and  pub- 
lished in  the  New  Orleans  Medical  and  Surgical 
Journal  for  August,  1947. 

No  statement  in  this  article  is  intended  to  imply 
that  any  method  of  anesthesia  was  used  in  any 
case  in  the  reported  series  without  the  consent  and 
approval  of  the  operating  surgeon,  on  the  ground 
that  it  was  for  the  interests  of  the  patient  that 
this  type  of  anesthesia  should  be  used.  Nor  should 
any  statement  in  the  article  be  construed  to  mean 
that  the  teaching  of  anesthesia  ever  superceded 
the  interests  of  the  patient,  although  the  adminis- 
tration of  endotracheal  anesthesia  was  taught  inci- 
dentally in  many  cases  in  the  series. 

These  considerations,  it  seems  to  me,  are  self- 
evident.  There  is  universal  agreement  that  the 
expert  medical  care  of  patients  and  the  education  of 
physicians  along  special  lines  not  only  are  not  in- 
compatible but  actually  complement  each  other. 
There  is  also  universal  agreement  that  patients 
cared  for  in  teaching  hospitals — which  Charity 
Hospital  is  accredited  as — and  used  for  teaching 
purposes  receive  medical  care  of  the  highest  qual- 
ity because  they  are  supervised  with  particular 
care. 

Although,  as  I have  said,  these  facts  are  to  me 
so  self-evident  that  they  need  no  elaboration,  ques- 
tions have  apparently  arisen  concerning  the  state- 
ment in  my  article  dealing  with  the  teaching  of 
anesthesia  in  the  New  Orleans  Charity  Hospital. 
Certainly  this  statement  was  not  intended  to  im- 
pugn the  motives  or  the  judgment  of  any  surgeon 
who  employed  it  (I  happen  to  use  it  very  frequently 
myself)  nor  was  it  intended  in  any  way  to  reflect 
upon  the  Department  of  Anesthesia  of  the  Hos- 
pital. 

I shall  appreciate  the  publication  of  this  note. 

Very  truly  yours, 

Frederick  F.  Boyce,  M.  D. 
0 

WOMAN’S  AUXILIARY,  LOUISIANA  STATE 
MEDICAL  SOCIETY 

The  Louisiana  State  Medical  Society  has  adopted 
as  a postwar  activity  “Extension  of  Medical  Serv- 
ices through  the  Louisiana  Physicians  Service, 
Inc.”  We,  as  members  of  the  Woman’s  Auxiliary 
to  the  Louisiana  State  Medical  Society,  are  vitally 
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interested  in  our  own  plan.  Results  are  what  we 
are  interested  in  primarily;  results  not  of  today, 
but  tomorrow  and  tomorrow’s  tomorrow.  To 
achieve  these  results  we  must  have  sound  planning 
and  a thorough  knowledge  of  our  aims  and  poli- 
cies. We  must  not  expect  overnight  results  in  our 
public  relations  activities,  but  we  must  have  pa- 
tience and  keep  on  working.  By  repetition  facts 
will  be  stamped  on  the  minds  of  the  public. 

First,  we  must  educate  ourselves.  Begin  this 
study  in  your  own  home  by  informing  yourself; 
learn  to  know  your  subject  matter  so  well  you  can 
discuss  it  with  confidence  and  at  ease  on  any  oc- 
casion. Discussing  current  medical  problems  at 
home  will  serve  two  purposes.  It  will  develop  your 
ability  to  talk  convincingly  to  the  public,  and  it  will 
contribute  to  your  husband’s  knowledge  of  what  is 
being  done  along  these  lines.  Your  next  step  is  to 
coordinate  your  knowledge  with  that  of  other  auxil- 
iary members  at  your  regular  meetings. 

There  are  many  proposed  bills  before  our  Na- 
tional Congress  today.  Among  them  is  the  Truman 
Health  Bill.  The  Murray-Wagner-Dingell  Bill  is 
expected  back  in  a new  frock.  We  know  the  aim 
of  the  medical  profession  is  to  put  good  medicine 
within  the  reach  of  all  people.  We  should  let 
others  know  of  this  undertaking.  Any  medical 
care  plan  must  be  organized  on  a scientific  basis 
and  operated  under  medical  supervision.  It  is  no 
longer  a question  of  a change  in  medicine;  the 
change  is  before  us.  It  is  now  a question  of  who 
will  shape  the  operation  of  the  plan.  We  must 
not  fail! 

Many  states  are  finding  prepayment  medical 
plans  very  successful.  However,  all  these  projects 
need  publicity  and  the  public  must  be  adequately 
informed.  The  medical  profession  has  demon- 
strated its  ability  to  do  a good  job  by  the  high 
quality  of  its  service  to  mankind.  The  government 
should  not  be  allowed  to  usurp  the  administration 
of  medical  care.  The  public  is  beginning  to  com- 
prehend! It  is  alert,  and  as  auxiliary  members 
we  must  keep  informed  of  what  prepayment  bene- 
fits are,  and  how  they  can  be  obtained  through 
Louisiana  Physicians  Service,  Inc.  and  Blue  Cross, 
stressing  always  that  the  private  practice  of  medi- 
cine is  superior  to  any  government  controlled 
medicine.  Create  study  groups  among  your  auxil- 


iary members  and  educate  yourself.  That  is  tre- 
mendously important!  The  American  Medical  As- 
sociation is  counting  heavily  on  the  medical  auxil- 
iary in  the  fields  of  public  education.  Our  auxil- 
iary is  a liaison  between  the  physician  and  the 
public.  Let  us  develop  a spirit  of  understanding 
and  friendship  between  the  laity  and  profession. 
We  quote  Dr.  Edward  Leroy  Bortz,  President  of 
the  American  Medical  Association,  as  saying,  “The 
members  of  the  Woman’s  Auxiliary  excel  in  pub- 
lic relations,  and  the  American  Medical  Associa- 
tion expects  much  from  you  this  year  in  that  re- 
spect. No  group  in  the  nation  is  so  well  qualified 
to  speak  for  social  aspects  and  personal  contacts 
as  are  the  women  who  know  doctors  better  than 
anyone  else  in  the  world.  The  Bureau  of  Health 
Education  is  prepared  to  supply  you  with  any  type 
of  material  you  may  need.  We  recommend  in  par- 
ticular the  brochure  on  ‘Voluntary  health  insur- 
ance versus  compulsory  health  insurance.’  We  also 
recommend  that  you  read  ‘The  Road  to  Serfdom’, 
published  by  the  University  of  Chicago  Press.” 

The  Woman’s  Auxiliary  to  the  Shreveport  Medi- 
cal Society  on  November  12,  sponsored  an  open 
meeting  for  the  public  at  the  Louisiana  State  Ex- 
hibit Building.  Participating  in  the  round-table 
discussion  of  state  voluntary  prepayment  medical 
care  plan  were  Dr.  H.  Whitney  Boggs  of  Shreve- 
port, Dr.  O.  B.  Owens  of  Alexandria  and  Mr.  Frank 
Lais,  Jr.,  of  New  Orleans. 

Mr.  Lais  spoke  on  “The  Doctor  Assumes  His  Ob- 
ligations” and  explained  the  organization  of  the 
Louisiana  Physicians  Service  and  the  prepayment 
surgical  and  obstetrical  care  plan.  An  insurance 
accountant,  Mr.  Lais  was  formerly  associated  with 
the  Department  of  Insurance  of  Louisiana.  He  be- 
came affiliated  with  the  State  Medical  Society  over 
a year  ago  and  assisted  in  the  organization  of  the 
Louisiana  Physicians  Service.  Also,  he  is  executive 
director  of  the  council  on  medical  service  and  pub- 
lic relations  of  the  Louisiana  State  Medical  Society. 

Every  doctor’s  wife  should  consider  it  her  per- 
sonal responsibility  to  assist  in  promoting  the  pre- 
payment medical  care  plan  in  her  community.  The 
success  or  failure  of  these  plans  may  determine 
whether  the  medical  profession  will  continue  to 
control  the  practice  of  medicine  or  if  it  will  be 
taken  over  by  the  government. 


0- 


BOOK  REVIEWS 


Dermatologic  Clues  to  Internal  Disease:  By  How- 
ard T.  Behrman,  M.  D.  New  York,  Grune  & 
Stratten,  1947.  Pp.  165.  Ulus.  Price,  $5.00. 
According  to  the  preface,  the  author’s  purpose 
in  presenting  this  little  book  is  to  “correlate  the 


manifestations  of  skin  disorders  with  those  arising 
in  some  visceral  dysfunction.” 

Approximately  160  diseases  are  discussed  alpha- 
betically within  165  pages.  Most  of  these  condi- 
tions are  disturbances  of  internal  function  with 
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either  minor  or  major  skin  manifestations.  Ac- 
tually, the  subject  matter  is  too  inclusive  for  such 
a small  volume.  Sample  topics  are;  the  avitamin- 
oses, blastomycosis,  coronary  occlusion,  ectopic 
pregnancy,  endocrine  disorders,  erysipelas,  gan- 
gosa,  gonorrhea,  hay  fever,  influenza,  lupus  ery- 
thematosis  and  yavirs.  With  118  black  and  white 
illustrations,  most  of  which  are  good,  taking  space, 
there  is  little  room  left  to  do  much  more  than  list 
diseases.  For  example  there  are  only  six  lines  de- 
voted to  the  subject  of  erythema  multiforme.  Much 
space  is  lost  by  listing  the  same  disease  under  dif- 
ferent names  and  stating  that  it  is  discussed  under 
another  heading. 

While  some  readers  will  be  disappointed,  whether 
they  be  dermatologists  or  internists,  the  book  does 
emphasize  the  fact  that  skin  disturbances  are  often 
the  reflection  of  internal  disorder. 

Lee  Davidson  McLean,  M.  D. 


Surgical  Pathology:  By  William  Boyd,  M.  D.,  Dipl. 

Psychiat.,  Mr.  R.  C.  P.  Edin.,  F.  C.  C.  P.  London, 

LL.  D.  Sask.,  M.  D.  Oslo,  F.  R.  S.  C.  6th  ed. 

Philadelphia,  W.  B.  Saunders  Co.,  1947.  Pp. 

858.  Ulus.  pi.  Price,  $10.00. 

The  content  and  form  of  the  sixth  edition  of 
Boyd’s  Surgical  Pathology  are  very  much  the  same 
as  the  previous  editions.  The  author  presents  the 
pathology  in  relation  to  symptomatology  and  the 
subject  matter  is  accurate,  concise  and  for  the  most 
part  complete.  The  bibliography  is  excellent  and 
the  index  adequate.  Several  additional  subjects 
are  discussed  such  as,  tumors  of  the  larynx,  avit- 
aminosis, fibrositis  of  the  back,  Bittner’s  milk  fac- 
tor, and  the  Papanicolaou  stain.  An  interesting  ad- 
dition is  the  section  on  congenital  heart  disease. 
Everyone  is  familiar  with  the  author’s  “easy-to- 
read”  fluid  style  which  is  another  factor  in  making 
this  book  outstanding.  There  is  a definite  improve- 
ment in  the  grade  of  paper  resulting  in  much  bet- 
ter illustrations  of  the  excellent  photographs  and 
photomicrographs. 

Ernest  G.  DeBakey,  M.  D. 


Hospital  Care  in  the  United  States:  Prepared  by 

the  Commission  on  Hospital  Care,  New  York, 
The  Commonwealth  Fund,  1947.  Pp.  631. 
Charts.  Price,  $4.50. 

This  book  is  the  report  of  the  findings  and 
opinions  of  the  Commission  on  Hospital  Care,  an 
independent  public  service  committee,  established 
by  the  American  Hospital  Association  and  com- 
posed of  twenty  members  representing  the  fields 
of  medicine,  dentistry,  hospital  administration, 
public  health,  nursing,  education,  industry,  agri- 
culture and  labor.  The  need  for  intelligent  plan- 


ning for  the  future  development  of  hospital  care 
programs  is  the  main  theme  of  this  study.  In  ad- 
dition, the  necessity  for  the  integration  of  hos- 
pital care  with  other  medical  care  and  social  service 
facilities  of  the  community  is  clearly  indicated. 

The  report,  which  deals  primarily  with  general 
hospitals,  presents  interesting  data  concerning  the 
development  and  growth  of  hospitals  as  an  insti- 
tution for  medical  care.  Relationships  of  hospitals 
to  community  life  and  organizations  are  also  well 
analyzed.  Information  -will  be  found  in  this  book 
which  is  especially  useful  to  (1)  state  hospital 
study  groups  which  have  been  organized  by  state 
governments  as  the  result  of  the  Hospital  and 
Survey  Construction  Act,  Public  Law  725,  (2) 
hospital  administrators,  and  (3)  others  who  are 
interested  in  the  general  medical  care  program  of 
the  community.  The  many  functions  and  services 
of  the  general  hospital  are  discussed  in  detail,  and 
pertinent  problems  of  hospital  management,  such 
as  size  and  distribution  of  hospitals,  estimation  of 
bed  needs,  training  of  professional  personnel,  and 
financing  of  hospital  care,  receive  adequate  at- 
tention. 

This  book  is  unique  in  that  it  sets  forth,  at  the 
very  beginning,  a concisely  stated  summary  of  the 
conclusions  and  recommendations  which  resulted 
from  the  two-year  study  of  the  Commission  on 
Hospital  Care.  Subsequent  chapters  give  full 
discussions  of  the  factors  which  led  to  these 
opinions  reached  by  the  Commission. 

Kirk  T.  Mosley,  M.  D. 


Stereoscopic  Atlas  of  Neuroanatomy:  By  H.  S. 

Rubinstein,  M.  D.,  Ph.  D.  and  C.  L.  Davis,  M.  D. 

New  York,  Grune  & Stratton,  Inc.,  1947.  Pp.  19. 

Ulus.  pi.  43.  Price,  $7.50. 

This  atlas  comprises  43  plates  printed  individ- 
ually on  cardboard  (6%  x 9%  inches)  for  con- 
venience of  viewing  with  the  stereoscope.  Each 
plate  carries  a pair  of  stereoscopic  photographs 
printed  in  the  bottom  section,  the  area  above  being 
occupied  by  a fully  labeled  line  drawing  of  the 
specimen.  A 19-page  booklet  accompanies  the  at- 
las. It  includes  a guide  for  making  dissections 
comparable  to  those  illustrated  and  a subject  in- 
dex to  the  structures  shown  in  the  plates. 

The  first  five  plates  in  the  series  are  devoted  to 
the  embryological  history  of  the  brain.  The  re- 
maining plates  illustrate  surface  features  of  the 
brain  and  gross  structures  exposed  by  dissection. 

It  was  an  excellent  idea  that  led  to  the  prepara- 
tion of  this  atlas,  for  such  a collection  of  photo- 
graphs could  serve  a highly  useful  purpose.  The 
execution,  however,  falls  short  of  fulfilling  the 
idea.  Too  many  of  the  photographs  are  tech- 
nically faulty,  and  in  some  instances  the  dissec- 
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tions  themselves  do  not  have  the  quality  to  be  ex- 
pected in  a work  of  this  kind. 

Harold  Cummins,  Ph.  D. 


A Manual  of  Fractures  and  Dislocations : By  Bar- 
bara Bartlett  Stimson,  A.  B.,  M.  D.,  Med.  Sc.  D., 
F.  A.  C.  S.  Philadelphia,  Lee  & Febiger,  1947. 
2d.,  Pp.  223.  Ulus.  Price,  $3.25. 

In  the  second  edition  of  “A  Manual  of  Fractures 
and  Dislocations”,  Dr.  Stimson  has  extensively  re- 
vised the  material  presented.  This  revision  is  es- 
pecially noticeable  in  the  discussions  of  fractures 
of  the  humerus  and  fractures  about  the  elbow.  The 
text  is  written  in  a precise,  almost  cryptic,  manner 
•without  exhaustive  details,  but  with  proper  em- 
phasis on  both  diagnosis  and  principles  of  treat- 
ment, which  enhances  its  value  as  a guide  for  medi- 
cal students.  As  a synopsis  of  fracture  treatment, 
it  fulfills  its  purpose  admirably.  If  any  criticism 
could  be  made,  it  would  be  directed  toward  the  dis- 
cussion of  the  time  of  immobilization  of  various 
fractures,  which  is  included  in  the  discussion  under 
each  separate  fracture.  The  reviewer  feels  that 
there  is  a distinct  probability  of  the  students’  get- 
ting the  impression  that  a certain  type  of  fracture 
is  treated  for  such  and  such  a period,  and  no  more 
or  no  less.  This  criticism  is  extremely  minor,  con- 
sidering the  overall,  thorough  discussion  of  funda- 
mentals of  the  diagnosis  of  fractures,  bone  repair 
in  fractures,  and  the  symptoms  and  signs  of  frac- 
tures, plus  the  thorough,  if  brief,  discussion  of  the 
principles  of  treating  fractures  in  general.  This 
valuable  guide  for  medical  students  should  aid 
them  in  securing  a pathway  through  the  wealth  of 
material  published  in  text  books  or  other  larger 
texts  on  fractures. 

Jack  Wickstrom,  M.  D. 


Renal  Hypertension:  By  Eduardo  Braun-Menen- 

dez,  Juan  Carlos  Fasciolo,  Luis  F.  Leloir,  Juan 
M.  Munoz  and  Alberto  C.  Taquini.  Translated 
by  Le"wis  Dexter,  M.  D.  Charles  C.  Thomas, 
1946.  Pp.  451.  Ulus.  Price  $6.75. 

The  contributions  of  the  Argentine  physiologists 
under  the  guidance  of  Houssay,  to  the  present 
knowledge  of  experimental  renal  hypertension  are 
set  forth  in  this  volume.  The  subject  is  developed 
in  chronologic  order,  beginning  with  studies  of 
the  production  of  the  hypertension  of  renal 
ischemia  and  terminating  -with  a description  of  the 


homeostatic  influence  on  blood  pressure  of  the  se- 
cretions liberated.  Complete  description  of  the 
nature  and  behavior  of  renin,  hypersensinogen 
(renin  activator)  and  hypertensin  (angiotonin)  is 
given  including  methods  of  their  preparation. 

The  book  contains  a preponderance  of  the  au- 
thors’ experiments  and  deals  other  investigators 
short  in  some  instances.  It  obviously  will  be  of 
more  interest  to  investigators  than  clinicians.  Its 
large  bibliography  is  helpful  to  those  interested  in 
the  subject. 

Stanley  Cohen,  M.  D. 


Care  of  the  Breast:  By  Else  K.  LaRoe,  M.  D. 

New  York,  Froben,  1947.  Pp.  240.  Ulus.  Price, 

$3.75. 

This  book  is  an  endeavor  by  the  author.  Else  K. 
LaRoe,  M.  D.,  to  present  the  subject  of  the  “Care 
of  the  Breast”  in  a lucid  and  comprehensive  man- 
ner. The  basic  consideration  is  emphasis  on  cer- 
tain antecedent  pathologic  manifestations  which  so 
frequently  occur  in  cancer  of  the  mammary  gland 
and  other  chronic  if  not  fatal,  diseases.  The  em- 
bryology, anatomy,  anomalies,  tumors  and  recon- 
structive surgery  of  the  female  breast  are  all  cov- 
ered in  this  book  which  contains  a total  of  76  illus- 
trations and  240  pages.  A number  of  the  illustra- 
tions are  historic  in  character  and  a great  part 
of  the  book  is  devoted  to  plastic  surgery.  Little 
space  is  given  to  radical  surgical  technic  in  can- 
cer of  the  breast. 

C.  W.  Johnson,  M.  D. 


Synopsis  of  Allergy:  By  H.  L.  Alexander,  A.  B., 

M.  D.  New  York,  C.  V.  Mosby  Co.,  1947.  Pp. 

255.  Price,  $3.50. 

The  second  edition  of  this  compact  summary 
clarifies  nicely  current  ideas  in  the  field  of  allergy. 
Much  remains  to  be  clarified  however  in  our  un- 
derstanding of  the  complicated  immunologic  and 
physiologic  processes  that  underlie  allergy. 

The  most  significant  advances  since  the  first 
edition  of  this  book  include  the  introduction  of  the 
antihistaminic  drugs,  work  in  vascular  allergy,  and 
newer  conceptions  of  the  relation  of  allergy  to  in- 
fectious diseases  and  of  sensitization  to  drugs  and 
chemicals. 

To  those  desiring  a synoptic  view  of  allergy  this 
book  can  be  unreservedly  recommended. 

V.  J.  Derbes,  M.  D. 
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THE  PATHOGENESIS  OF  THE  EDEMA 
OF  CONGESTIVE  HEART 

FAILURE* 

E.  H.  BRESLER,  M.  D. 

New  Orleans 

I 

INTRODUCTION 

In  selecting  the  topic  of  this  thesis  my 
intention  was  to  choose  a commonly  en- 
countered clinical  phenomenon,  yet  one  con- 
cerning which  there  was  some  controversy 
in  the  literature.  In  so  doing,  I hoped  to 
avoid  a simple  bibliographical  survey,  al- 
lowing myself  the  privilege  of  selecting  only 
that  portion  of  the  literature  which  ap- 
peared to  contribute  toward  a more  rational 
viewpoint.  As  a result  this  thesis  is  admit- 
tedly biased,  my  only  justification  in  this 
regard  being  a deep  personal  conviction 
concerning  the  essential  validity  of  its 
contents. 

The  problem  of  fluid  balance  and  renal 
function  has  long  attracted  my  interest.  The 
relation  of  this  problem  to  that  of  conges- 
tive failure  was  made  clear  to  me  by  an 
article  on  water  and  salt  balance  in  conges- 
tive failure  by  Burch  and  Reaser.^  My  in- 
terest was  further  stimulated  by  an  article 
on  the  fluid  dynamics  in  congestive  failure 
by  Warren  and  Stead.-  It  then  occurred  to 
me  that  the  problem  of  the  pathogenesis  of 
cardiac  edema  would  be  a desirable  topic 
which  would  afford  me  the  opportunity  of 
familiarizing  myself  with  one  of  the  fron- 


*Awarded the  Querens-Rives-Shore  Award  to 
the  Senior  student  at  Tulane  University  School  of 
Medicine  for  the  best  thesis  on  cardiology. 


tier  fields  of  medicine  about  which  our 
concepts  are  undergoing  rapid  change. 

The  foregoing  thesis  makes  no  pretense 
at  an  objective  survey  of  the  subject,  but  is 
written  rather  in  the  spirit  of  attempting 
to  find  an  answer  to  one  of  the  unsolved 
problems  in  medicine. 

EDEMA 

Edema  is  associated  with  a variety  of 
pathologic  conditions,  one  of  the  most  com- 
monly encountered  of  which  is  disease  of 
the  heart.  It  is  the  purpose  of  this  paper 
to  review  the  classical  mechanisms  relating 
failure  of  the  myocardium  with  the  dropsi- 
cal state,  and  to  discuss  in  some  detail  re- 
cent experimental  evidence  pointing  toward 
a new  and  entirely  different  concept. 

The  term  edema  is  most  simply  defined  as 
an  abnormal  collection  of  fluid  in  the  inter- 
cellular spaces.  However,  such  a simple  def- 
inition does  not  do  justice  to  the  variety  of 
types  encountered  clinically.  It  is  therefore 
important  to  differentiate  between  two  ma- 
jor types  of  edema,  generalized  and  local- 
ized. The  distinction  was  made  very  clearly 
by  Starling-^  in  the  eighth  of  a series  of  re- 
markable lectures  published  in  1912  under 
the  title,  “The  Fluids  of  the  Body”,  from 
which  this  excerpt  is  taken : “The  term 
dropsy  may  be  used  to  denote  either  an  in- 
creased amount  of  fluid  in  the  connective 
tissue  spaces,  especially  of  the  skin,  when  it 
is  sometimes  designated  as  anasarca  or 
oedema,  or  an  accumulation  of  fluid  in  the 
serous  spaces  of  the  body,  as  in  conditions 
of  hydrothorax  and  ascites.  In  some  cases 
the  production  of  oedema  may  be  brought 
about  by  local  changes,  and  therefore  in- 
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volves  merely  a different  distribution  of  the 
body  fluid.  Often  however,  the  increase  of 
fluid  in  the  connective  tissue  spaces,  in- 
cluding the  serous  spaces,  is  more  or  less 
general  and  may  be  associated  with  a simul- 
taneous increase  of  the  other  chief  fluid  of 
the  body,  namely,  the  blood.” 

This  distinction  between  the  two  types  of 
edemas,  while  seemingly  an  obvious  one, 
carries  with  it  certain  fundamental  impli- 
cations which  are  pertinent  to  the  ensuing 
discussion.  In  considering  localized  edemas 
two  common  examples  come  immediately  to 
mind,  namely  those  following  lymphatic  ob- 
struction and  those  following  tissue  injury, 
be  it  mechanical,  thermal,  or  chemical.  If 
one  were  to  obstruct  the  lymphatic  return 
in  a limb  or  subject  the  limb  to  some  type 
of  trauma,  edema  will  appear  in  this  part 
even  though  no  fluid  was  ingested  by  the 
organism  throughout  the  experiment.  Hence 
such  edemas  are  not  concerned  with  the 
balance  between  fluid  intake  and  output. 
This  is  in  sharp  contradistinction  to  gen- 
eralized edematous  states  wherein  the  total 
fluid  content  of  the  body  is  increased.  Such 
a state  must  obviously  be  dependent  upon 
a disproportion  between  the  fluid  intake 
and  output  of  the  organism. 

The  edema  of  congestive  heart  failure  is 
characterized  by  an  increase  in  the  total 
fluid  content  of  the  body,  sometimes  at- 
taining such  proportions  that  the  elastic 
limit  of  the  confining  skin  membrane  is 
exceeded  and  spontaneous  rupture  takes 
place.  The  apparent  localization  of  this  ede- 
ma is  an  artefact  produced  by  the  action  of 
the  force  of  gravity,  the  greatest  accumula- 
tions appearing  in  the  most  dependent  re- 
gions of  the  body.  Cardiac  edema  may  be 
differentiated  from  the  generalized  edema 
of  nephrosis  and  hypoproteinemia  by  vir- 
tue of  the  fact  that  together  with  the  in- 
crease in  interstitial  fluid  volume  thei’e  is 
a simultaneous  rise  in  blood  volume  as 
shown  by  Gibson  and  Evans,^  Warren  and 
Stead, 2 Seymour  et  al.,^  whereas  it  has  been 
pointed  out  by  Warren,  Merrill,  and  Stead^ 
that  blood  volumes  are  essentially  normal 
in  the  case  of  edemas  associated  with  low 
serum  proteins.  Levine'  used  this  feature 


to  differentiate  the  edema  of  nephritis  from 
that  of  heart  failure  in  a patient.  The  blood 
volume  in  this  patient  was  normal  and  sub- 
sequent studies  on  the  dynamics  of  the  cir- 
culation supported  the  fact  that  the  patient 
did  not  have  heart  failure.  Cardiac  edema 
may  be  differentiated  from  the  edema  of 
acute  nephritis  due  to  the  fact,  as  stated  by 
Fishberg,®  that  the  protein  content  of  the 
edema  fluid  is  lower  in  the  former. 

The  prevailing  concepts  with  regard  to 
the  mode  of  origin  of  edema,  which  have 
been  in  general  acceptance  for  the  past  fifty 
years  since  Starling’s  original  publication, 
have  been  based  upon  the  factors  affecting 
filtration  and  absorption  of  fluids  at  the 
capillary  interface.  Attention  has  been  so 
strongly  focused  upon  the  microscopic  cap- 
illary segment  that  the  relations  of  fluid 
balance  to  the  organism  as  a whole  have 
been  neglected.  Reasoning  from  a theoreti- 
cal consideration  of  the  interplay  of  the  va- 
rious forces  involved  in  the  exchange  of 
fluids  across  the  capillary  membrane,  it  is 
said  that  in  heart  failure,  conditions  arise 
which  tend  to  increase  the  rate  of  filtration 
and  decrease  the  rate  of  reabsorption.  This 
in  turn  is  then  said  to  cause  an  efflux  of 
fluid  from  the  blood  stream  into  the  inter- 
.stitial  spaces  resulting  in  edema.  While  it 
cannot  be  denied  that  such  a shift  of  fluid 
might  conceivably  cause  edema,  one  then 
wonders  why  the  urinary  output  is  dimin- 
ished in  patients  with  congestive  failure. 
One  might  suggest  that  as  a consequence  of 
the  fluid  efflux  the  blood  becomes  concen- 
trated, thus  hindering  urine  formation. 
However,  no  such  concentration  of  the  blood 
has  been  demonstrated.  In  fact,  Seymour 
et  ah,®  as  well  as  others,  have  shown  that  in 
congestive  failure  there  is  a dilution  of  the 
blood  as  evidenced  by  low  serum  protein 
concentrations.  This  and  many  other  ob- 
servations cast  considerable  doubt  upon  the 
classical  concepts  of  the  mode  of  formation 
of  generalized  edemas,  and  suggest  that  a 
new  approach  to  the  problem  be  sought. 
However  in  view  of  the  fact  that  Starling’s 
concepts  of  edema  formation  in  cardiac  fail- 
ure are,  even  now,  so  universally  accepted, 
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a more  critical  examination  of  their  validity 
is  warranted. 

According  to  the  proponents  of  this  the- 
ory, the  edema  of  cardiac  failure  is  due  to 
one  or  a combination  of  three  factors:^  (1) 
increased  capillary  permeability;  (2)  in- 
creased venous  pressure ; (3)  hypoproteine- 
mia.  Each  of  these  in  turn  will  now  be  dis- 
cussed in  some  detail. 

INCREASED  CAPILLARY  PERMEABILITY 

It  has  been  suggessted,  but  as  yet  not 
proved  (Landis*’)  that  the  prolonged  slight 
anoxemia  of  cardiac  decompensation  may 
increase  capillary  permeability  and  be  par- 
tially responsible  for  cardiac  edema.  That 
the  capillaries  would  be  so  damaged  in  con- 
gestive failure  is  subject  to  grave  doubt  in 
view  of  the  fact,  as  pointed  out  by  Burch 
and  Reaser,^  that  one  sees  no  clinical  evi- 
dence of  edema  in  many  severe  anoxic 
states  such  as  the  tetralogy  of  Fallot  or  at 
high  altitudes  where  the  degree  of  anoxia 
is  greater  than  that  seen  in  congestive  fail- 
ure. Furthermore  as  pointed  out  by  these 
authors,  the  protein  content  of  the  edema 
fluid  in  cardiac  failure  has  been  found  to  be 
in  the  neighborhood  of  0.5  per  cent,  a fig- 
ure too  low  to  have  any  appreciable  effect 
upon  edema  formation. 

INCREASED  VENOUS  PRESSURE 

The  factor  which  is  considered  to  be  by 
far  the  most  important  in  the  pathogenesis 
of  cardiac  edema  is  the  increased  transuda- 
tion of  fluids  taking  place  at  the  capillary 
interface  as  a consequence  of  elevated  ven- 
ous pressure.  So  much  reliance  has  been 
placed  upon  this  mechanism  that  if  it  can 
be  definitely  eliminated  as  even  a contrib- 
uting factor,  the  classical  theories  of  cardiac 
edema  formation  must  of  necessity  be 
abandoned. 

A clear  exposition  of  the  purported  role 
of  elevated  venous  pressure  in  the  genesis 
of  cardiac  edema  has  been  advanced  by 
Harrison^o  who  states  as  follows;  “ As  has 
been  discussed,  rightsided  failure  is  prac- 
tically always  associated  with  a rise  in  the 
venous  pressure.  This  results  in  a damming 
of  blood  in  the  capillaries  and  an  eventual 
increase  in  the  intracapillary  pressure. 
Since  there  is  no  compensatory  increase  in 


the  effective  osmotic  pressure  of  the  blood, 
an  increased  filtration  of  water  into  the 
tissues  will  be  the  result.  For  a time  this 
may  be  compensated  for  by  a greater  vol- 
ume of  lymph  flow  from  the  affected  part. 

However,  as  the  venous  pressure  rises 
further,  the  faster  rate  of  lymphatic  drain- 
age may  not  be  sufficient  to  compensate  for 
the  increased  rate  of  filtration  and  edema 
will  result.  Furthermore,  if  the  venous  pres- 
sure should  rise  still  further,  it  will  tend  to 
interfere  with  the  emptying  of  the  thoracic 
duct.”  Harrison  minimized  the  effects  of 
increased  capillary  permeability. 

This  theory,  because  of  its  simplicity,  is 
certainly  tempting.  However,  it  is  based 
upon  the  assumption  that  failure  of  the 
right  ventricle,  in  and  of  itself,  will  pro- 
duce an  elevated  venous  pressure.  This  as- 
sumption is  not  supported  by  direct  experi- 
ment. In  fact  investigations  designed  to  test 
the  validity  of  this  concept  of  “backward 
pressure”  exerted  by  the  failing  myocardi- 
um have  demonstrated  clearly  and  irrefut- 
ably that  the  generalized  increase  of  venous 
pressure  is  not  directly  caused  by  the  fail- 
ure of  the  heart  as  a pumping  mechanism. 
Starr  et  al.“  found  that  by  severely  dam- 
aging the  right  ventricle  of  the  heart  in  dogs 
in  both  acute  and  chronic  experiments,  more 
than  a minimal  rise  in  venous  pressure  was 
never  produced.  In  another  series  of  experi- 
ments, Starr^*^  found  that  after  death  the 
average  pressure  in  the  veins  of  cardiac 
patients  who  died  with  -venous  congestion, 
exceeded  that  of  a series  of  controls  who 
died  without  heart  disease,  by  an  amount 
approximately  equal  to  the  difference  pres- 
ent during  life.  Since  the  elevation  of  ven- 
ous pressure  continues  to  be  present  even 
after  the  heart  has  ceased  beating,  it  is 
quite  evident  that  mechanical  failure  of  the 
heart  could  have  had  no  part  in  its  produc- 
tion during  life.  The  author  ventures  the 
opinion  that  the  increase  in  venous  pressure 
may  be  in  large  part  accounted  for  by  the 
enormous  blood  volumes  which  distended 
the  vascular  trees. 

Further  evidence  disputing  the  role  of 
increased  venous  pressure  in  edema  forma- 
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tion  was  furnished  by  the  experiments  of 
Warren  and  Stead.-  These  investigators  ob- 
served that  in  cardiac  patients,  in  whom 
failure  was  precipitated  by  the  administra- 
tion of  liberal  salt  diets,  an  accumulation 
of  extracellular  fluid,  evidenced  by  an  in- 
crease in  weight,  occurs  before  any  increase 
in  venous  pressure  is  demonstrable.  Asso- 
ciated with  this  gain  in  weight  there  is  a 
proportionate  increase  in  the  blood  volume, 
and  only  as  a later  manifestation  does  the 
venous  pressure  become  elevated.  Reason- 
ing from  the  results  of  this  and  Starr’s 
work,  one  is  impelled  to  the  conclusion  that 
the  elevation  of  venous  pressure  is  deter- 
mined by  the  overfilling  and  distention  of 
the  intravascular  system  with  an  excessive- 
ly large  blood  volume. 

There  are  many  other  facts  which  mili- 
tate strongly  against  any  possible  role  of 
venous  hypertension  in  the  causation  of 
edema.  Burch  and  Reaser’  suggested  the 
following  objections:  Ligation  of  a large 
vein,  the  inferior  vena  cava,  just  below 
the  renal  veins,  will  result  in  venous  pres- 
sure values  of  six  hundred  or  more  milli- 
meters of  water  pressure  in  the  tributaries 
without  the  development  of  clinical  edema 
in  the  areas  drained.  One  might  object  that 
such  a procedure  will  not  affect  renal  func- 
tion or  impose  an  obstruction  to  the  empty- 
ing of  the  large  lymphatic  trunks.  These 
objections  are  overruled  by  the  fact  that 
in  concretio  cordis  or  mediastinal  caval 
obstruction  there  is  often  marked  venous 
hypertension  for  prolonged  periods  without 
clinical  edema.  Smirk’’’  pointed  out  that  the 
increased  pressure  produced  by  gravity  far 
exceeds  that  seen  in  cardiac  failure,  so  that 
in  the  upright  position  a short  person  with 
severe  cardiac  failure  may  have  a lower 
venous  pressure  in  the  ankles  than  a tall 
person  without  cardiac  failure. 

These  observations  lead  one  to  the  con- 
clusion that  lymphatic  reserve  must  be  am- 
ple to  suffice  for  even  the  largest  transuda- 
tions  resulting  from  venous  obstruction. 
There  are  however  areas  in  the  body  where 
lymphatic  drainage  is  not  so  efficient  and 
where  even  its  role  in  reabsorption  is  open 
to  question  (Peters”).  These  are  the  peri- 


toneal and  pleural  cavities.  Whenever  ex- 
cessive transudation  as  a result  of  venous  i 
hypertension  takes  place  in  these  cavities,  : 
fluid  readily  accumulates.  This  fluid  after  , 
a time  becomes  high  in  protein  content  as- 
suming the  characteristics  of  the  edema  of 
lymphatic  obstruction.  This  would  suggest 
that  reabsorption  is  taking  place  through 
the  blood  capillaries  rather  than  lymphatics. 
Therefore  these  transudates  are  to  be  con- 
sidered as  special  types  of  localized  accumu- 
lations of  fluid  incidental  to  the  venous  hy- 
pertension, which  occurs  only  after  a con- 
siderable degree  of  subcutaneous  edema  has 
already  accumulated.  The  behavior  of  these 
isolated  accumulations  of  fluid  must  then  be 
interpreted  separately  from  generalized 
edema. 

IIYI’OI'IiOTEIXEMIA 

It  has  been  stated  by  Landis"  that  the  gen- 
eral malnutrition  due  to  the  decreased  ap- 
petite and  impaired  physiology  consequent 
to  congestion  leads  to  a state  of  hypopro- 
teinemia,  thereby  contributing  to  the  forma- 
tion of  edema  in  the  patient  with  chronic 
congestive  failure.  Seymour  et  al."  found 
that  in  a series  of  261  cases  of  congestive 
failure  culled  from  various  sources,  the 
mean  plasma  protein  concentration  was  5.67 
grams  per  100  cubic  centimeters.  They  sug- 
gested that  such  a decrease  in  serum  pro- 
teins might  be  the  result  of  any  one  or  a 
combination  of  three  factors:  (1)  inade- 
quate protein  intake;  (2)  excessive  protein 
loss;  (3)  failure  of  protein  synthesis.  The 
problem  was  further  complicated  by  the 
fact  that  no  one  had  shown  whether  the 
decrease  in  serum  proteins  was  absolute  or 
relative.  That  is  to  say,  since  the  plasma 
volume  is  greatly  expanded  in  congestive 
failure,  the  low  plasma  concentration  of 
proteins  might  simply  be  due  to  the  fail- 
ure of  protein  synthesis  to  keep  pace  with 
the  expanding  fluid  volume.  That  this  is 
exactly  the  case  was  indicated  in  this  ex- 
periment by  virtue  of  the  fact  that  the 
total  serum  proteins  was  always  higher  in 
chronic  congestive  heart  failure  during  epi- 
sodes of  decompensation  than  it  was  during 
periods  of  normalcy  in  any  given  patient. 
In  view  of  these  revelations,  the  decreased 


Bresler — Congestive  Heart  Failure 


301 


serum  protein  concentration  is  not  seen  to 
occur  as  a result  of  the  increase  in  total 
body  fluids.  However,  it  must  be  noted  that 
once  the  formation  of  edema  has  already 
proceeded  to  the  point  wherein  the  blood 
volume  is  so  inflated  that  the  protein  de- 
pots can  no  longer  supply  it  with  sufficient 
serum  proteins,  then  conditions  arise  which 
will  aggravate  the  degree  of  edema  already 
present.  The  reason  for  this  has  been  dem- 
onstrated by  Warren,  Merrill,  and  Stead'' 
who  found  that  in  the  presence  of  low  serum 
protein  values  there  is  a disproportionate 
increase  in  the  volume  of  the  intersti- 
tial fluid  compartment  as  compared  to  the 
intravascular  fluid  compartment.  It  must 
be  emphasized,  therefore  that  hypoproteine- 
mia  is  a result  and  not  a cause  of  cardiac 
edema,  but  that  when  the  latter  condition 
has  led  to  its  formation,  it  may  then'aggra- 
vate  this  condition. 

In  way  of  summary  we  are  now  enabled 
to  say  that  the  classical  concepts  regarding 
the  formation  of  cardiac  edema  must  be 
abandoned  because:  (1)  it  has  been  shown 
that  increased  capillary  permeability  prob- 
ably does  not  exist  in  the  congestive  failure 
syndrome,  and  that  if  it  does  it  cannot  con- 
ceivably contribute  appreciably  to  the  for- 
mation of  edema;  (2)  increased  venous 
pressure  is  the  result  and  not  the  cause  of 
the  plethora  and  edema  which  characterize 
the  state  of  congestive  failure;  (3)  de- 
creased serum  protein  concentration  is  the 
result  and  not  the  cause  of  the  accumulation 
of  abnormal  amounts  of  fluid  in  congestive 
failure. 

It  is  now  apparent  that  we  must  abandon 
the  “microscopic  capillary  segment”  view- 
point and  consider  the  organism  as  a whole, 
with  particular  reference  to  fluid  balance, 
if  we  are  to  make  any  progress  in  the  un- 
derstanding of  the  true  mechanisms  leading 
to  cardiac  edema.  Let  us  then  begin  with 
certain  well  known  facts  concerning  water 
balance:  (1)  all  water  which  is  ingested  is 
absorbed  from  the  .alimentary  tract;  (2)  a 
certain  variable,  yet  relatively  constant  por- 
tion of  this  is  excreted  via  respiration,  per- 
spiration, and  defecation;  (3)  a variable 
quantity  of  this  water,  depending  upon  the 


needs  of  the  organism,  is  excreted  by  the 
kidney. 

The  kidney  then  is  the  organ  which  is 
primarily  concerned  with  the  maintenance 
of  a normal  volume  of  fluid  within  the  body. 
Should  this  organ  fail  for  some  reason  and 
the  water  continue  to  be  ingested  at  its 
former  rate,  then  obviously  a state  of  ede- 
ma will  result.  This  is  very  nicely  illustrated 
in  the  case  of  patients  who  suffer  acute 
renal  shutdown  following  hemolysis  and 
blockage  of  renal  tubules.  Such  patients 
characteristically  develop  massive  edema. 

Let  us  now  examine  the  state  of  water 
balance  in  congestive  failure:  (1)  the  gen- 
eralized edema  must  result  from  either  an 
excessive  intake  or  an  inadequate  output  of 
fluids.  Since  oliguria  and  not  polydipsia 
characterizes  the  state  of  congestive  fail- 
ure, then  failure  of  kidney  function  must 
be  at  fault;  (2)  the  kidney  of  congestive 
failure  exhibits  no  anatomical  lesion  which 
could  account  for  this  functional  failure. 
Therefore  the  answer  must  be  sought  in 
some  functional  aberration  or  altered  phy- 
siology of  this  organ. 

The  problem  now  arises  as  to  how  we 
may  relate  failure  of  the  heart  with  failure 
of  the  kidney.  In  attempting  to  determine 
the  precise  pathogenesis  of  this  condition, 
the  dictates  of  logic  command  that  we  begin 
with  the  primary  seat  of  the  disease,  name- 
ly the  heart.  Uncompensated  myocardial  in- 
sufficiency may  be  defined  as  the  failure 
of  the  heart,  as  a pumping  mechanism,  to 
maintain  a minute  output  of  sufficient  vol- 
ume to  supply  the  demands  of  the  tissues  at 
a given  time.  Such  a state  of  affairs  is  in- 
tolerable and  cannot  long  be  endured.  Rea- 
soning along  teleological  lines  one  may  as- 
sume that  the  organism  will  react  in  some 
manner  either  to  minimize  or  offset  this 
disturbance.  One  way  by  which  such  com- 
pensation could  be  effected  would  be  an  in- 
crease of  the  diastolic  filling  of  the  heart 
which,  in  accordance  with  Starling’s  law  of 
the  heart,  would  enable  this  organ  to  con- 
tract with  greater  vigor.  This  increased 
diastolic  filling  could  in  turn  be  achieved 
if  the  volume  of  fluid  contained  in  the  vas- 
cular tree  were  to  be  increased. 
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This  precise  sequence  of  events  has  been 
beautifully  demonstrated  in  isolated  heart- 
lung  preparations  by  Katz  et  ald^  These  in- 
vestigators, working  with  dogs’  hearts 
found  that  after  a variable  period  of  nor- 
mal function,  the  hearts  would  begin  to 
manifest  signs  of  failure  as  determined  by 
the  decrease  in  cardiac  output  and  heart’s 
work.  In  attempting  to  simulate  the  condi- 
tions of  congestive  failure,  the  peripheral 
resistance  was  increased  in  order  to  main- 
tain a constant  arterial  pressure  (patients 
with  congestive  failure  characteristically 
maintain  their  blood  pressure  levels).  In 
spite  of  these  efforts,  the  hearts  continued 
to  fail,  the  venous  pressure  showing  at  no 
time  a tendency  to  rise.  If,  however,  they 
increased  the  circulating  fluid  volume  by 
injecting  fluid  into  the  closed  conduits  of 
their  apparatus,  then  there  was  an  imme- 
diate marked  rise  in  venous  pressure  lead- 
ing to  an  increased  diastolic  filling  of  the 
heart  which  would  then  begin  to  contract 
with  greater  vigor  as  manifested  by  a rise 
in  cardiac  output  and  heart’s  work.  This 
state  of  affairs  would  persist  for  a time  un- 
til the  heart’s  output  would  again  begin  to 
fall.  A further  increase  of  circulating  fluid 
volume  would  then  again  restore  output  to 
its  former  level.  They  were  thus  enabled  to 
maintain  a constant  cardiac  output  by  suc- 
cessive increments  in  the  volume  of  fluid 
until  a point  was  reached  where  further 
stretch  of  the  cardiac  fibers  did  not  invoke 
a beat  of  increased  vigor,  whereupon  the 
beats  became  progressively  weaker  and 
rapidly  ceased. 

Although  one  is  not  justified  in  identify- 
ing such  experiments,  in  which  all  of  the 
physiologic  variants  in  the  intact  organism 
cannot  be  simulated,  with  the  sequence  of 
events  in  congestive  failure,  one  can  not 
deny  that  these  observations  are  strongly 
Suggestive. 

Now  let  us  return  to  the  picture  as  it  pre- 
sents itself  in  man.  The  only  way  by  which 
blood  volume  and  with  it  interstitial  fluid 
volume  can  be  increased  is,  as  indicated 
earlier  in  this  paper,  by  means  of  decreased 
renal  output  in  face  of  a normal  fluid  con- 
sumption. This  we  know  is  precisely  what 


takes  place  in  the  edema-accumulatory 
phase  of  congestive  failure.  In  order  that 
an  anatomically  intact  kidney  form  less 
urine,  one  or  both  of  two  things  must  hap- 
pen : (1)  less  blood  must  be  delivered  to  the 
kidney;  (2)  more  tubular  reabsorption  of 
water  must  take  place. 

MerrilB**  conducted  an  experiment  de- 
signed to  determine  what  abnormality  of 
kidney  function  led  to  the  oliguria  of  con- 
gestive heart  failure.  Following  the  methods 
devised  by  Smith  and  co-workers,  he  deter- 
mined renal  blood  flow  and  filtration  rate 
using  the  p-amino  hippuric  acid  and  inulin 
clearance  technics  on  a series  of  normo- 
tensive  cardiac  patients  without  obvious 
renal  disease.  Patients  were  selected  who 
would  tend  to  become  edematous  at  bed 
rest  when  mercurial  diuretics  were  with- 
held so  that  measurements  could  be  made  at 
a time  of  increasing  decompensation.  At  the 
same  time  as  the  renal  function  studies  were 
carried  out,  the  cardiac  output  was  deter- 
mined by  the  direct  Pick  principle,  using 
radio-opaque  ureteral  catheters  passed  from 
the  cubital  vein  to  the  right  atrium  under 
fluoroscopic  control,  this  being  the  most 
accurate  known  method  of  determining 
cardiac  output.  He  found  that  in  patients 
with  congestive  failure  renal  blood  flow  was 
reduced  to  one-third  to  one-fifth  of  nor- 
mal. The  filtration  rates  were  from  one- 
half  to  one-third  normal,  giving  filtration 
fractions  from  30  to  50  per  cent  as  con- 
trasted with  normal  values  of  20  per  cent. 
It  was  further  found  that  renal  blood  flow 
was  reduced  to  about  one-fifth  normal  when 
cardiac  output  was  approximately  one-half 
normal,  indicating  a specific  diversion  of 
blood  away  from  the  kidney.  In  the  whole 
series  there  was  a high  degree  of  correla- 
tion between  the  cardiac  index  (cardiac  out- 
put per  square  meter  of  body  surface  area) 
and  renal  blood  flow.  This  experiment  dem- 
onstrates in  a most  straightforward  and  un- 
equivocal manner  that  the  decreased  urin- 
ary output  in  congestive  failure  is  corre- 
lated with  and  dependent  upon  a reduced 
cardiac  output.  Proponent^  of  the  “back- 
ward theory”  of  failure  might  raise  the  ob- 
jection at  this  point  that  the  reduced  renal 
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blood  flow  might  have  resulted  from  the 
high  venous  pressure  causing  congestion  in 
swollen  kidneys  contained  in  a tight  cap- 
sule. This  objection  was  very  clearly  over- 
ruled by  the  investigator  with  several  pa- 
tients in  whom  venous  pressure  was  reduced 
to  normal  with  mercurial  diuretics  and  kept 
at  a normal  value  for  several  days.  The 
renal  blood  flow  still  persisted  at  its  low 
values,  demonstrating  that  venous  conges- 
tion did  not  cause  this  reduction.  One  of  the 
most  interesting  facts  demonstrated  in  this 
experiment  is  that  whereas  in  this  series  of 
patients  the  cardiac  output  was  rarely  re- 
duced below  one-half  the  normal  resting 
value,  the  renal  blood  flow  was  frequently 
reduced  to  approximately  one-fifth  normal, 
indicating  a specific  diversion  of  blood 
away  from  the  kidneys,  organs  which  nor- 
mally receive  about  20  per  cent  of  the 
cardiac  output. 

Although  Merrill  did  not  discuss  the  prob- 
lem further,  it  is  of  some  consequence  to  re- 
late this  specific  diversion  of  the  blood  from 
the  kidney  with  known  facts  concerning 
renal  hemodynamics.  The  vascular  archi- 
tecture of  the  kidney  differs  markedly  from 
that  of  any  other  organ  in  the  body  because 
of  the  fact  that  blood  in  its  course  through 
this  organ  must  pass  through  two  sets  of 
arterioles  and  two  sets  of  capillary  net- 
works. 

The  degree  of  resistance  to  blood  flow 
through  an  organ  is  determined  largely  by 
the  degree  of  constriction  of  its  arterioles. 
If  the  kidney  arterioles  were  to  be  constrict- 
ed to  a greater  degree  than  those  of  other 
organs  in  the  body,  then  it  is  manifestly 
clear  that  blood  will  be  proportionately 
shunted  away  from  the  kidney.  The  question 
now  arises  as  to  why  there  should  be  a 
greater  constriction  of  kidney  arterioles, 
and  if  so,  which  set  is  constricted.  Smith^' 
answered  these  questions  by  demonstrating 
that  the  degree  of  constriction,  of  the  ef- 
ferent arteriole  is  delicately  attuned  to  va- 
riations in  renal  blood  flow.  When  renal 
blood  flow  falls,  thiis  arteriole  constricts  so 
that  intraglomerular  pressure,  which  is  re- 
lated to  the  relative  state  of  constriction  of 
the  afferent  and  efferent  arterioles,  is 


elevated.  This  independent  efferent  arteri- 
olar constriction  operates  so  that  within 
wide  limits  of  renal  blood  flow,  a remark- 
ably constant  rate  of  filtration  is  main- 
tained. Now  the  higher  the  intraglomerular 
pressure,  the  greater  will  be  the  amount  of 
fluid  filtered  from  a unit  volume  of  blood. 
The  percentage  of  fluid  filtered  from  a unit 
volume  of  blood  is  designated  as  the  filtra- 
tion fraction  and  is  defined  by  the  ratio: 
glomerular  filtration  in  c.c.  per  minute 
divided  by  the  renal  blood  flow  in  c.c.  per 
minute.  When  this  is  elevated,  it  signifies 
predominant  efferent  arteriolar  constric- 
tion. The  filtration  fractions  of  the  cardiac 
patients  in  Merrill’s  experiment  were  con- 
sistently from  one  and  one-half  to  two  and 
one-half  times  the  normal  values.  This  then 
affords  the  obvious  answer  for  the  question 
why  renal  blood  flow  to  the  kidney  was  so 
markedly  reduced. 

It  is  of  interest  to  note  that  Phillips  et 
al.^®  found  that  a similar  diversion  of  blood 
flow  away  from  the  kidney  occurred  during 
experimentally  produced  hemorrhagic  and 
traumatic  shock  in  dogs.  The  basic  cir- 
culatory derangement  in  both  cardiac  fail- 
ure and  shock  is  inadequate  output  of  the 
heart.  In  shock  it  is  inadequate  venous  re- 
turn which  affects  cardiac  output  adverse- 
ly ; in  congestive  failure  it  is  intrinsic  weak- 
ness of  the  myocarium. 

On  the  basis  of  firm  experimental  evi- 
dence, we  are  now  enabled  to  trace  a re- 
markable sequence  of  events  whereby  urin- 
ary flow  is  diminished  in  answer  to  the  de- 
mands of  a weakened  myocardium  for  a 
greater  blood  volume  with  which  its  dias- 
tolic filling  will  be  increased. 

The  symptomatology  of  the  congestive 
failure  follows  logically  from  such  a se- 
quence of  events.  It  has  already  been  men- 
tioned that  the  increased  venous  pressure 
is  due  to  the  overfilling  and  distention  of 
the  vascular  system.  Gibson  and  Evans'* 
lend  further  support  to  this  with  their  ob- 
servation that  the  average  degree  of  rise 
in  blood  volume  parallels  the  average  degree 
of  rise  in  venous  pressure  in  patients  with 
chronic  progessive  congestive  failure. 

The  reason  for  the  common  association 


304 


Bresler — Congestive  Heart  Failure 


WcakfMifd 

in.vufiUfUum 

i 

ciircHac  output 


Y 

K (Mil I (•('(]  renal 
lilood  flow 


Y 

Prertoinltiant 
eflVrent  arteriolar 
constriction 


l■’nrtller  decrease 
of  renal  hlood  flow 

I 

i 

ItiMlnced  urinary 
output 


Y 

Iteteution  of 
ingested  fiuids 


Further  increase 
of  interstitial 
fluid  volume 

t 

i 


Failure  of 
pridein  synthesis 
to  keep  pace  with 
the  increase  of 
Idood  voiume 


Kestoratiou  of 
caj'diac  output 

t 

Inci'eased  diastolic 
filling  nf  the 
heart 


\ 


increased  Idood 
> and  interstitial 
fluid  volume 


of  an  abrupt  rise  in  venous  pressure  and  the 
first  signs  of  clinically  apparent  edema 
probably  lies  in  the  fact  that  the  elastic 
limit  of  the  confining  skin  membrane  is 
being  approached.  This  will  be  accompanied 
by  an  abrupt  rise  in  tissue  pressure  which 
will  in  turn  be  simultaneously  reflected  by 
an  upward  deflection  in  the  venous  pres- 
sure. 

Although  the  relationship  between  a fail- 
ing myocardium  and  a weakened  vigor  of 
the  heart’s  beat  and  consequently  a drop  in 
cardiac  output  would  seem  to  be  such  an 
obvious  sequence  of  events  that  the  ques- 
tion of  its  presence  would  require  no  de- 
fense; such,  unfortunately,  is  not  the  case. 
Cardiac  output  has  been  investigated  exten- 
sively by  many  workers  using  a variety  of 
technics.  The  results  on  the  whole  have 
been  very  contradictory.  An  exhaustive  re- 
view'  of  the  various  procedures  with  an  at- 
tempt to  evaluate  their  validity  is  beyond 
the  scope  of  this  paper.  However  it  is  felt 


that  a discussion  of  some  of  the  broader  as- 
pects of  the  problem  may  prove  helpful. 

Harrison, in  an  extensive  survey  of  the 
literature,  found  that  the  great  majority  of 
investigators  agree  that  the  output  per  min- 
ute of  the  heart  is  subnormal  in  patients 
with  cardiac  diseaese.  On  the  other  hand 
‘‘repeated  observations  on  the  same  individ- 
ual in  dicate  that  clinical  improvement  with 
the  disappearance  of  congestive  manifesta- 
tions may  be  associated  with  an  increase,  a 
decrease,  or  with  no  change  in  the  cardiac 
output  per  unit  of  time.”  This  has  been  con- 
sidered to  be  strong  evidence  against  any 
theory  of  congestive  failure  based  upon  a 
reduction  of  cardiac  output. 

Those  who  raise  these  objections  must 
fail  to  realize  that  as  indicated  in  the 
scheme  presented  above,  as  soon  as  there  is 
a momentary  fall  of  cardiac  output,  com- 
pensatory mechanisms  go  into  play  to  re- 
store volume  flow.  Hence  in  a patient  with 
a failing  myocardium  who  is  ingesting  av- 
erage quantities  of  salt  and  water,  blood 
volume  will  increase  by  a given  increment 
with  each  episode  of  failure,  so  that  a pa- 
tient may  gradually  lapse  into  a severe  con- 
gestive state  without  showing  at  any  given 
time  a significant  diminution  of  cardiac 
output.  With  regard  to  the  objection  that 
a given  individual  in  severe  failure  may 
have  a higher  output  than  at  a time  when 
his  condition  is  improved,  it  must  be  pointed 
out  that  the  output  of  the  dyspneic,  acutely 
ill  patient  in  severe  congestive  failure  can 
by  no  stretch  of  the  imagination  be  con- 
sidered a basal  output.  No  valid  conclusions 
can  be  drawn  from  a comparison  of  outputs 
which  are  not  strictly  basal  because  exer- 
cise alone  may  drive  cardiac  outputs  to 
heights  tenfold  above  normal.  With  these 
considerations  in  mind,  one  must  feel  that 
no  one  can  seriously  challenge  the  concept 
that  the  cardiac  output  tends  to  drop  in 
myocardial  insufficiency. 

Much  attention  has  been  centered  in  re- 
cent years  upon  the  role  of  the  sodium  ion 
in  the  pathogenesis  of  cardiac  edema.  The 
work  of  Burch  and  Reaser,*  Warren  and 
Stead,-  Schemm”'  and  others  has  established 
beyond  question  the  extremely  important 
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part  played  by  the  sodium  ion  in  the  forma- 
tion of  cardiac  edema.  No  theory  regarding 
the  pathogenesis  of  this  condition  can  be 
considered  either  complete  or  acceptable  un- 
less it  can  account  for  the  edema  promoting 
effect  of  this  ion.  One  can  most  logically 
approach  this  question  by  considering  what 
possible  effects  the  sodium  ion  may  have 
upon  the  modus  operandi  of  the  two  organs 
most  vitally  concerned  in  the  congestive 
failure  syndrome,  namely,  the  heart  and 
kidneys. 

Let  us  begin  with  a consideration  of  the 
heart.  It  is  known  from  perfusion  experi- 
ments that  the  sodium  ion  is  an  essential 
constituent  of  the  perfusate.  Hence  a de- 
ficiency of  this  ion  might  conceivably  exert 
a depressant  effect  upon  the  myocardium. 
However,  this  is  of  no  help  because  it  is 
the  ingestion  of  salts,  not  their  absence 
which  tends  to  produce  edema.  Furthermore 
no  serious  chemical  imbalance  of  the  com- 
position of  body  fluids  with  respect  to  sodi- 
um seems  to  exist  in  congestive  failure  pa- 
tients. And  finally  the  sodium  ion  exerts 
an  aggravating  effect  upon  other  types  of 
edema  which  are  not  associated  with  cardi- 
ac derangement.  Hence  we  may  assume  with 
reasonable  assurance  that  the  effect  of  sodi- 
um is  not  mediated  through  the  heart. 

Let  us  now  consider  the  effect  upon  the 
sodium  ion  of  function  of  the  kidney.  Earli- 
er in  this  paper  it  has  been  shown  how  this 
organ  is  concerned  with  the  maintenance  of 
the  volume  of  body  fluids,  and  it  has  been 
indicated  that  this  is  controlled  by  hemo- 
dynamic mechanisms  regulating  the  volume 
of  renal  blood  flow.  For  the  sake  of  brevity 
and  simplicity,  the  tacit  assumption  was 
made  throughout  this  discussion  that  the 
sodium  content  of  ingested  fluids  was  iso- 
tonic with  the  body  fluids.  However,  in 
reality  this  is  rarely  if  ever  the  case,  and 
whenever  an  imbalance  exists  the  kidney 
reacts  in  such  a manner  that  the  ionic  con- 
centration of  the  body  fluids  is  maintained 
at  a remarkably  constant  level.  This  ability 
of  the  kidney  to  maintain  the  constancy  of 
the  electrolytic  pattern  of  body  fluids  is 
primarily  the  function  of  the  tubules.  The 
precise  nature  of  these  processes  has  been 
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the  subject  of  intensive  investigation,  a dis- 
cussion of  which  would  lead  us  far  afield 
into  the  realm  of  renal  physiology.  How- 
ever certain  relationships  have  been  clearly 
demonstrated  and  are  pertinent  to  this 
discussion. 

When  water  is  taken  into  the  body  with- 
out sodium,  the  body  fluids  are  diluted.  This 
presumably  prompts  the  liberation  of  a hor- 
mone which  depresses  the  tubular  reabsorp- 
tion of  water.  Hence  a more  dilute  urine  is 
excreted  until  a normal  body  fluid  concen- 
tration is  attained.  On  the  other  hand,  when 
sodium  without  water  is  taken  into  the 
body,  the  fluids  become  concentrated  with 
respect  to  sodium.  This  presumably  de- 
presses the  formation  of  the  diuretic  hor- 
mone, more  water  being  reabsorbed  through 
the  tubule,  so  that  a more  concentrated 
urine  is  excreted  until  the  normal  electroly- 
tic pattern  is  again  attained. 

It  is  then  obvious  that  circumstances  will 
arise  in  which  the  kidney,  in  the  defense 
of  the  composition  of  body  fluids,  will  have 
to  sacrifice  its  defense  of  the  volume  of 
body  fluids;  or  conversely,  it  may  have  to 
sacrifice  composition  for  volume. 

For  example,  let  us  consider  the  case  of 
a patient  in  progressive  congestive  failure. 
If  we  were  to  supply  this  patient  water  and 
at  the  same  time  withhold  sodium,  the  fol- 
lowing sequence  of  events  can  be  envisioned 
as  taking  place:  (1)  because  of  decreased 
renal  blood  flow  due  to  low  cardiac  output, 
this  water  will  tend  to  be  retained  leading 
to  a decreased  urinary  excretion;  (2)  as  a 
result  of  this  retention,  the  body  fluids  will 
be  diluted;  (3)  as  a result  of  this  dilution, 
the  tubular  reabsorption  of  water  will  be 
repressed  leading  to  increased  urinary  ex- 
cretion. The  net  effect  upon  the  volume  of 
urine  excreted  will  then  be  the  resultant  of 
these  two  opposing  mechanisms,  the  de- 
creased filtration  tending  to  decrease  urine 
volume  and  the  decreased  reabsorption 
tending  to  increase  urine  volume.  As  has 
been  pointed  out  by  Peters,-'’  the  preserva- 
tion of  normal  electrolytic  pattern  seems  to 
be  the  most  fundamental  concern  of  the 
kidney.  Therefore,  in  the  example  cited 
above,  decreased  tubular  reabsorption  will 
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exert  a predominant  effect  so  that  any  in- 
gested sodium-free  water  will  be  promptly 
excreted.  This  is  in  accord  with  the  clinical 
observations  of  Schemmi^  who  found  that 
on  low  salts  diets  patients  with  chronic  con- 
gestive failure  did  not  retain  water  even 
though  they  consumed  large  quantities. 

One  is  then  led  to  suspect  that  the  cardiac 
patient  who  is  on  a normal  diet  must  be  con- 
suming a quantity  of  water  which  when 
added  to  his  salt  intake  will  yield  a hypo- 
tonic solution.  He  will  then  excrete  that  por- 
tion of  his  water  intake  which  is  above  the 
amount  required  to  combine  isotonically 
with  his  ingested  salt.  If  we  now  increase 
his  salt  intake,  he  will  retain  a much  greater 
part  of  his  water  intake  thereby  greatly 
facilitating  the  rate  of  edema  formation. 
That  the  average  diet  is  in  reality  hypotonic 
can  easily  be  seen  from  the  fact  that  the 
average  sodium  ingestion  of  ten  grams 
when  mixed  with  the  average  total  water 
intake  of  two  liters  yields  a 0.5  per  cent 
solution.  Because  of  the  fact  that  a certain 
proportion  of  the  sodium  is  obligatorily  ex- 
creted in  combination  with  acid  metabolites, 
the  amount  of  sodium  available  for  storage 
in  the  body  fluids  is  even  less  than  indicated 
above. 

The  foregoing  explanation  for  the  edema- 
promoting  effect  of  the  sodium  ion  and  the 
salutary  effects  which  are  seen  on  low  salt 
diets  is  in  complete  conformity  with  the 
mechanism  for  cardiac  edema  proposed  in 
this  paper. 

T n E K Al-E  U'J'  I C I M I T.  I CAT]  ( ) X S 

Such  a radical  departure  from  the  con- 
ventional concepts  regarding  the  nature  of 
congestive  failure  as  has  been  set  forth  in 
this  paper  demands  a re-evaluation  of  the 
therapeutic  measures  in  vogue.  Since  the 
accumulation  of  excess  fluid  volume  is  com- 
pensatory to  the  failing  heart,  the  question 
will  be  raised  as  to  why  such  beneficial 
effects  are  observed  following  measures 
designed  to  reduce  this  volume.  The  answer 
to  this  probably  is  as  follows : All  patients 
with  chronic  congestive  failure  except  in 
the  most  extreme  terminal  stages  retain 
some  degree  of  cardiac  reserve.  When  these 
patients,  in  the  course  of  whatever  activity 


they  may  participate  in  become  decompen- 1 
sated,  they  are  put  to  bed.  While  thus  con-  \ 
fined,  their  resting  cardiac  output  can  be  ' 
maintained  at  a lower  blood  volume  than  ! 
could  the  larger  output  demanded  by  even  - 
moderate  activity.  Therefore  with  bed  rest 
alone  these  patients  should  begin  to  lose 
large  quantities  of  fluid.  If  one  gives  digi- 
talis, the  heart’s  action  is  further  improved 
and  an  even  greater  diuresis  will  result.  The 
action  of  diuretics  is  probably  simply  to 
catalyze  the  mobilization  of  fluids  which 
would  take  place  in  time  without  drugs.  It 
must  also  be  realized  that  the  symptoms  of 
which  the  cardiac  complains  most  bitterly 
are  those  consequent  to  the  plethora  and 
edema  which  greatly  embarrass  his  respira- 
tory and  other  physiologic  functions.  He 
may  feel  better  in  a state  of  mild  shock  due 
to  inadequate  output  than  he  does  with  ade- 
quate output  and  severe  dyspnea  and  yet  be 
closer  to  death.  However,  dyspnea  itself  will 
increase  the  disproportion  between  cardiac 
output  and  body  demands,  and  should  be 
alleviated  as  promptly  as  possible. 

One  cannot  however  escape  the  conclu- 
sion that  too  rigorous  salt  restriction  might 
deprive  an  occasional  patient  of  the  blood 
volume  he  requires,  even  at  resting  levels, 
to  prevent  him  from  making  a premature 
exit  in  shock.  One  also  wonders  if  the  sud- 
den collapse  and  death  of  a patient  follow- 
ing massive  mercurial  diuresis  might  not 
be  explainable  upon  this  same  basis. 

SUM.MARY 

/ 

1.  The  classical  concepts  regarding  the 
causation  of  cardiac  edema  have  been  re- 
viewed and  found  untenable  in  the  light  of 
recent  experimental  observations. 

2.  Experimental  evidence  pointing  to- 
ward a new  concept  of  the  mechanisms  in- 
volved in  the  condition  have  been  cited. 

3.  On  the  basis  of  this  experimental  evi- 
dence combined  with  a teleological  approach 
a hypothesis  has  been  constructed  which 
would  appear  to  explain  some  of  the  puz- 
zling aspects  of  the  problem  of  cardiac 
edema. 

4.  Some  therapeutic  implications  of  this 
hypothesis  have  been  discussed. 
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stomach.  The  condition  has  its  onset  be- 
tween the  second  and  tenth  week  and  is 
characterized  by  five  major  symptoms : (1) 
vomiting,  which  is  projectile  in  type  and 
frequently  repeated;  (2)  strong  peristaltic 
waves,  plainly  visible  on  the  epigastrium, 
and  always  moving  from  left  to  right;  (3) 
loss  of  weight,  which  is  often  alarming; 
(4)  infrequent  and  scanty  stools,  contain- 
ing mostly  mucus  and  very  little  fecal  mat- 
ter as  seen  in  “starvation  stools”,  and  (5) 
by  a hard,  oval  tumor,  representing  the 
hypertrophic  pylorus.  The  tumor  cannot  al- 
ways be  palpated  and  is  frequently  missed. 
pathogenesis 

The  pathogenesis  of  this  condition  con- 
tinues to  be  a subject  of  dispute.  Some 
physicians  feel  that  the  condition  is  due  to 
spasm  of  the  circular  fibers  of  the  pylorus 
which  leads  to  hypertrophy  due  to  the 
increased  muscular  activity,  while  others 
hold  to  the  theory  of  a primary  or  congen- 
ital hypertrophy  with  a superimposed 
spasm.  The  latter  theory  has  the  greatest 
number  of  adherents.  The  pathology  con- 
sists of  hyperplasia  and  hypertrophy  of  the 
circular  muscle  of  the  pylorus.  The  pylorus 
is  “olive-shaped”,  and  twice  the  size  of  a 
normal  pylorus  and  is  sharply  demarcated 
from  the  rest  of  the  stomach  and  duodenum 
and  is  nearly  as  firm  as  cartilage.  The  stom- 
ach is  usually,  but  not  always  dilated,  and 
the  muscular  wall  is  thickened,  especially  at 
the  pyloric  end. 

clinical  picture 

The  clinical  picture  is  dominated  by  the 
five  major  symptoms  as  mentioned  pre- 
viously. Vomiting  is  the  initial  symptom. 
It  usually  starts  gradually  between  the  sec- 
ond and  tenth  week  and  becomes  progres- 
sively more  severe  and  constant.  Very  soon 
every  feeding  is  vomited  and  quite  fre- 
quently a feeding  is  vomited  before  it  is 
finished.  Vomiting  interferes  with  the  in- 
fant’s nutrition  and  is  followed  by  a severe 
loss  in  weight,  amounting  to  several  ounces 
a day.  The  character  of  the  stools  changes 
as  the  amount  of  food  reaching  the  intes- 
tines becomes  smaller;  finally,  the  starva- 
tion stools  contain  mostly  mucus  and  very 
little  fecal  matter.  Peristaltic  waves  travel- 
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ing  left  to  right  on  the  epigastrium  can  be 
seen  in  all  cases  and  are  most  pronounced 
while  or  just  after  the  baby  has  taken  a 
bottle.  With  the  baby  placed  between  the 
examiner  and  the  light,  there  appears  a 
mound-like  prominence  medial  to  the  left 
costal  arch  which  travels  toward  the  right. 
Then  follows  a succession  of  such  prom- 
inences separated  by  depressions  or 
troughs,  moving  slowly  toward  the  right 
and  disappearing  under  the  right  costal 
arch.  There  are  remissions  in  the  peristal- 
tic waves — then  suddenly  they  will  reap- 
pear, and  when  they  are  most  active,  the 
infant  will  be  in  evident  distress  and  will 
squirm  and  cry  and  frequently  vomit 
projectilly. 

The  pyloric  tumor  can  at  times  be  pal- 
pated, but  is  more  often  not  palpable. 

Simple  pylorospasm  may  be  confused 
with  hypertrophic  pyloric  stenosis,  but  in 
these  cases  it  is  less  severe.  The  vomiting 
is  milder — there  is  no  loss  in  weight,  but 
usually  a slow,  steady  gain  and  the  stools 
are  not  starvation  in  type,  in  that  they  con- 
tain very  little  mucus. 

Due  to  the  persistent  vomiting  with  the 
loss  of  acid,  there  is  at  times  an  alkalosis 
present  and  in  patients  who  do  not  go  to 
operation  relatively  soon,  there  exist  shal- 
low respirations  with  a diminishing  rate  to 
as  low  as  six  to  eight  per  minute  with  well 
marked  periods  of  apnea. 

The  roentgen  findings  in  congenital  py- 
loric stenosis  are  of  great  value  and  are 
usually  decisive. 

TIOCIIXIC 

A small  catheter  is  passed  into  the  stom- 
ach through  the  nares  if  not  too  narrow, 
but  if  they  are  too  narrow,  the  baby  will 
swallow  the  catheter  easily  because  it  is 
always  hungry.  The  catheter  is  followed 
with  the  fluoroscope  to  be  sure  it  does  not 
enter  the  lungs.  If  there  is  a great  deal 
of  air  in  the  stomach,  some  of  it  may  be 
withdrawn.  This  accomplished,  place  two 
ounces  or  60  c.c.  of  barium  mixture  into 
the  stomach  with  a large  syringe  or  by 
gravity.  Films  are  made  in  the  supine  and 
prone  positions  every  two  hours  for  six  to 
eight  hours.  If  the  stomach  is  not  empty. 


another  film  is  made  in  20  to  24  hours  the  j 
next  morning,  and  barium  will  usually  be’j 
present  in  the  stomach  if  there  is  stenosis.  i 
The  important  roentgen  signs  of  pyloric  | 
stenosis  are  elongation  of  the  pyloric  canal,  > 
delay  in  or  failure  of  opening  of  the  pylo- 
rus, prolonged  gastric  emptying  time,  and 
gastric  dilatation  with  or  without  excessive 
peristaltic  activity.  The  base  of  the  duo-  i 
denal  bulb  is  usually  indented.  The  most  in-ii 
formative  film  to  show  hypertrophy  of  gas- 1 
trie  musculature  is  obtained  with  the  pa-  i 
tient  in  the  supine  position  with  the  left  i 
side  slightly  raised.  If  there  is  gas  in  the  I 
transverse  colon,  the  thickness  of  the  gas-  I 
trie  wall  can  be  fairly  accurately  measured  ^ 
from  the  thin  line  of  the  transverse  colony 
to  the  barium  line  in  the  stomach.  If  the  ' 
soft  tissue  shadow  measures  4 mm.,  then  | 
hypertrophy  should  be  considered  likely,  i 
and  if  over  5 mm.,  it  is  certain.  In  this  i 
position  the  mass  may  also  be  felt  by  the  j 
roentgenologist.  A large  gas  filled  stomach  . 
with  very  little  gas  beyond  the  stomach  is 
also  helpful  in  making  the  diagnosis.  Py- 
lorospasm and  hypertrophic  pyloric  steno- 
sis are  differentiated  chiefly  by  the  pres- 
ence of  a mass  and  by  the  more  constant 
and  more  marked  clinical  manifestations, 
and  roentgen  signs  of  obstruction  in  the' 
latter. 

The  care  of  an  infant  with  hypertrophic 
pyloric  stenosis  presents  a problem  that  re- 
quires careful  and  adequate  therapy  direct- 
ed both  by  the  pediatrician  and  attending  , 
surgeon.  Immediate  hospitalization  is  man- 
datory for  this  regime  in  order  that  care- 
ful appraisals  of  the  results  of  the  treat- 
ment may  be  made.  In  those  infants  who  j 
present  a picture  of  still  a fair  to  good  state 
of  nutrition  and  hydration  and  who  havei 
shown  evidences  of  the  disease  for  only  a 
short  time  non-operative  therapy  is  the  pro- 
cedure of  choice  as  long  as  the  patient  im- 
proves and  shows  no  signs  of  increasing 
symptomatology.  This  type  of  treatment 
consists  of  antispasmodics,  thick  feedings, 
and  sedatives  with  fluids  supplemented  as 
required.  We  believe  and  are  convinced 
from  the  care  of  these  patients  on  our  serv- 
ice that  any  infant  who  shows  extreme  de- 
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hydration,  a progression  of  the  symptoms, 
a continued  weight  loss  or  who  in  any  re- 
spect fails  to  respond  within  24  to  48  hours 
of  non-operative  treatment  should  be  op- 
erated upon.  In  addition,  we  believe  that 
any  infant  with  this  condition  who  shows 
signs  and  symptoms  that  are  severe  on  ad- 
mission or  any  patient  whom  the  history 
shows  to  have  had  the  disease  over  a period 
of  say  one  week  or  more  should  be  operated 
upon. 

We  consider  each  of  these  cases  an 
emergency  and  once  the  diagnosis  is  estab- 
lished all  the  patients  are  considered  poten- 
tial candidates  for  operation  and  they  are 
immediately  treated  with  that  idea  in  view. 
As  we  see  more  of  these  patients  and  the 
excellent  results  from  operation,  we  believe 
less  and  less  in  the  non-operative  treatment 
and  are  now  proceeding  almost  entirely 
with  surgical  therapy.  As  soon  as  the  diag- 
nosis is  confirmed,  these  patients  are  oper- 
ated upon,  the  only  preoperative  require- 
ment being  that  the  infant  be  in  a state  of 
normal  hydration,  the  red  cell  and  hemoglo- 
bin be  in  normal  range  and  the  general  con- 
dition of  the  patient  be  such  that  an  opera- 
tion can  be  done  with  a good  chance  of  sur- 
vival. It  cannot  be  too  strongly  emphasized 
that  the  preoperative  care  of  these  infants 
is  the  determining  factor  in  their  postoper- 
ative recovery. 

COMPLICATIONS 

The  surgical  procedure  is  the  now  recog- 
nized and  established  Fredet-Rammstedt 
operation  which  is  a standardized  proce- 
dure and  differs  only  very  little  in  its  rou- 
tine applications.  We  use  routinely  local 
anesthesia  supplemented  by  some  type  of 
mild  preoperative  sedation,  believing  that 
general  anesthesia  increases  the  mortality 
and  postoperative  complications.  Both  the 
transverse  and  right  rectus  incisions  have 
been  employed  and  we  prefer  the  right  rec- 
tus. The  transverse  incision  does,  however, 
have  the  advantage  of  better  exposure  in 
those  cases  in  which  the  pylorus  is  hard  to 
deliver  because  of  its  short  attachments 
and  reduced  mobility.  The  only  complica- 
tions of  importance  during  the  operation 
are  perforation  of  the  mucosa  and  hemor- 


rhage. Perforation  occurred  twice  in  our 
series,  once  on  the  duodenal  and  once  on  the 
gastric  side.  The  rent  can  be  closed  by 
suture  followed  by  omental  grafts  or  sutur- 
ing of  the  omentum  over  the  perforation  or 
a second  parallel  incision  may  be  made 
through  the  muscle  and  the  tissue  shifted 
over  to  cover  the  rent,  it  being  held  in  place 
with  sutures.  Hemorrhage  is  at  times  an- 
noying and  originates  from  the  small  ves- 
sels in  the  pyloric  area.  It  can  be  controlled 
by  ligatures  or  sutures  or  at  times  by  sim- 
ple pressure.  More  recently  we  have  em- 
ployed the  use  of  thrombin  topically  in  these 
cases  and  have  found  it  to  be  a rapid  and 
simple  means  of  controlling  this  annoying 
difficulty.  These  patients  are  given  fluids 
by  mouth  beginning  about  four  to  six  hours 
post-operatively  and  gradually  returned  to 
their  normal  feedings.  Supplementary 
fluids  are  usually  given  subcutaneously  as 
required. 

CONCLUSION 

Under  this  plan  of  treatment,  we  (H.  H. 
Hardy)  have  operated  upon  18  of  these  pa- 
tients and  all  have  recovered  normally. 
There  have  been  no  postoperative  compli- 
cations in  the  series  and  no  deaths.. 

DISCUSSION 

Dr.  H.  A.  White  (Alexandria)  : I have  enjoyed 
Dr.  Barker’s  paper  very  much;  it’s  a very  excel- 
lent paper,  and,  as  he  told  you,  I had  something 
to  do  with  writing  it. 

I would  like  to  stress  one  point:  The  collabora- 
tion between  the  surgeon  and  the  pediatrician,  or 
the  physician,  in  these  cases.  I think  our  success 
in  Alexandria  has  been  due  to  the  fact  we  have 
not  let  these  patients  go  too  far  with  pyloric  sten- 
osis before  they  were  operated  upon. 

If  they  become  moribund  or  are  almost  mori- 
bund, then  your  risk  of  saving  a patient’s  life  is 
very  much  greater. 

I would  like  to  stress  as  cardinal  signs  those 
that  Dr.  Barker  mentioned,  because  they  are  very 
important,  and  in  that  lies  your  diagnosis.  The 
projectile  vomiting  is  the  most  frequent.  The  peri- 
staltic waves,  which  always  pass  from  left  to  right ; 
you  can  see  three  mounds,  and  two  depressions  be- 
tween those  mounds  are  moving  from  left  to  right. 
The  palpable  pyloric  tumor  is  present.  I must  ad- 
mit, maybe  my  fingers  are  not  acute  enough,  but 
I have  never  felt  one.  When  it  is  attached  very 
deep,  the  pyloric  incision  is  quite  difficult  to  pal- 
pate, although  it  looks  like  it  can  be  palpated. 

Some  babies  rock  along  three  or  four  days;  if 
they  do  not  gain  and  all  these  symptoms  begin. 
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then  that  more  or  less  is  in  keeping  with  the 
diagnosis. 

Constipation,  as  he  mentioned,  is  always  present, 
going  into,  after  a few  days,  what  we  call  a con- 
stipated stool.  There  is  another  symptom  he  did 
not  mention,  which  is  abdomen  pain.  I think  these 
infants  have  pain,  particularly  after  taking  the 
bottle.  They  are  very  irritable  and  cry  a lot.  I 
believe  there  is  very  definite  pain. 

There  is  a question  of  the  pathogenesis  of  this 
situation.  I think  it  is  a congenital  anomaly:  a 
hypertrophy  of  the  pylorus  and  followed  by  the 
spasms  of  the  muscles  which  occur,  as  he  told  you, 
around  two  to  six  weeks. 

We  had  one  case  some  years  ago  in  a newborn. 
It  was  very  definite  from  the  start.  The  child 
vomited  immediately,  as  soon  as  they  began  to  feed 
it.  There  was  constipation;  there  was  subjective 
vomiting,  abdominal  pain.  We  operated  on  this 
child  on  the  sixth  day,  with  a typical  pyloric 
stenosis,  and  the  child  had  an  uneventful 
recovery. 

We  had  another  case  some  years  ago  that  was 
vei’y  interesting,  in  that  it  had  two  situations  ex- 
isting: a stenosis  of  the  esophagus  of  the  cardiac 
portion  and  also  the  pylorus.  It  happened  not  to  be 
a hypertrophic  affair.  I would  like  to  read  you  the 
x-ray  report  we  had  on  that,  at  this  time: 

“The  lower  end  of  the  esophagus  shows  a stenosis 
with  dilatation  above  and  retention  of  barium  in 
the  dilatation.  The  barium,  however,  passes  into 
the  stomach,  which  is  filled  with  gas  and  after 
rotating  the  patient  to  the  right,  the  barium 
passes  into  the  duodenum  which  also  shows  a re- 
striction, or  stenosis.  In  three  hours  considerable 
barium  had  emptied  out  of  the  stomach.  A 24  hour 
film  shows  a faint  outline  of  the  dilated  esophagus 
with  constricted  cardiac  portion  and  also  con- 
striction in  the  pyloris  ring.  There  is  a slight  24 
hour  retention  in  the  stomach  but  much  less  gas 
as  a stomach  tube  had  been  used.  The  barium 
had  passed  to  the  sigmoid.  An  examination  later 
in  the  afternoon  of  the  same  day  showed  the 
stomach  empty  and  the  barium  in  the  rectum.  An 
enema  resulted  in  the  evacuation  of  some  of  the 
barium. 

“The  impression  was  congenital  stenosis  of  the 
esophagus  and  the  pylorus. 

“A  recheck  of  this  infant  six  days  later— 
recheck  of  the  stomach  shows  a constriction  at  the 
lower  end  of  the  esophagus  with  accumulation  of 
barium  in  the  esophagus.  However,  the  barium 
passes  more  rapidly  than  on  the  previous  film. 
The  barium  also  passes  somewhat  more  rapidly 
through  the  pylorus.” 

This  infant  had  probably  more  of  a spasm  than 
it  had  a stenosis;  even  probably  more  than  a sten- 
otic condition  of  the  pylorus.  We  were  successful 
in  passing  a small  tube  into  the  stomach  and,  as 
1 remember,  we  increased  the  size.  Without  it. 


it  was  a question  of  passing  it  through  an  opening 
somewhat  restricted.  The  child  made  an  unevent- 
ful recovery  in  20  days.  There'  was  vomiting,  but 
not  the  projectile  type:  his  stomach  would  fill  up 
and  he  would  spit  it  right  back,  immediately.  And 
he  kept  on  like  that. 

So,  this  is  a case  where  we  had  two  anomalies 
which,  incidentally,  turned  out  very  well.  This 
child  now,  by  the  way,  is  15  years  old  and  doing 
very  nicely. 

0 

THE  TREATMENT  OF  CHRONIC 
ANEMIA* 

NORTON  W.  VOORHIES,  M.  D. 

New  Orleans 

An  anemia  is  an  abnormal  clinical  state, 
which  can  be  treated  successfully  only  by  a 
thorough  understanding  of  its  cause.  The 
causes  of  this  condition  are  numerous,  and 
oftentimes  can  be  determined  only  by  con- 
siderable clinical  and  laboratory  study. 

The  presence  of  an  anemia  requires,  as 
do  all  other  medical  conditions,  a careful 
history  and  physical  examination.  The  his- 
tory of  jaundice  in  the  family,  or  of  bleed- 
ing from  the  gastrointestinal  tract  in  a pa- 
tient, naturally  helps  to  orientate  the  ex- 
aminer’s thinking  and  leads  to  a correct 
diagnosis.  The  physical  signs  of  an  en- 
larged liver  or  spleen,  or  the  presence  of 
pallor,  or  superficial  glandular  enlarge- 
ment, likewise  aid  materially  in  arriving 
at  a correct  conclusion  even  before  blood 
studies  have  been  completed. 

While  a simple  blood  count  is  often  suf- 
ficient, it  is  advisable  to  have  other  deter- 
minations, such  as  a hematocrit,  mean  cor- 
puscular volume,  and  mean  corpuscular  he- 
moglobin concentration.  Through  the  use  of 
the  latter  procedures,  the  recognition  of 
various  types  of  anemia,  based  on  cell  size 
and  their  hemoglobin  content,  is  made 
easier.  Oftentimes,  there  is  a need  for  gas- 
tric analysis,  and  gastrointestinal  x-rays. 
Bone  marrow  studies  are  in  many  instances 
invaluable,  though  they  do  require  the 
services  of  someone  trained  in  their  in- 
terpretation. The  icterus  index  and  the  fra- 

*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
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gility  test  may  be  a necessity,  and  can  be 
done  easily  in  any  laboratory.  Special  pro- 
cedures, such  as  tests  for  sickling  and  cold 
hemolysins,  require  no  unusual  skill  and 
only  ordinary  equipment. 

Reznikoff,^  in  an  article  on  chronic 
anemia,  submitted  the  following  useful 
classification  based  on  etiology,  which  is 
listed  below  with  minor  changes : 

I.  Deficient  bone  marrow  function. 

A.  Faulty  bone  marrow  nutrition. 

1.  Iron  deficiency. 

a.  Chronic  blood  loss. 

b.  Defective  iron  ingestion  or 
absorption. 

c.  Pregnancy. 

2.  Extrinsic  or  intrinsic  factor  de- 
ficiency. 

3.  Protein  deficiency. 

4.  Thyroid  deficiency. 

•5.  Copper  and  other  heavy  metal 
deficiencies. 

B.  Depression  of  bone  marrow, 

1.  Toxic  nephritis. 

2.  Chemical  (benzol,  gold,  sulfona- 
mides, arsenic) . 

3.  Physical  (x-ray,  radium). 

4.  Chronic  infection. 

5.  Mechanical,  such  as  leukemia, 
carcinoma,  Hodgkin’s  disease. 

6.  Refractory,  such  as  aplastic 
anemia. 

II.  Hemolytic. 

A,  Intrinsic. 

1.  Hemolytic  spherocytosis. 

2.  Sickle  cell  anemia. 

3.  Mediterranean  anemia. 

4.  Paroxysmal  nocturnal  hemoglo- 
binuria. 

5.  March  hemoglobinuria. 

B.  Extrinsic. 

1.  Malaria. 

2.  Hemolytic  — Streptococcus  and 
staphylococcus  infections, 

3.  Sulfonamides, 

4.  Lead. 

5.  Favism. 

THE  MICROCYTIC  ANEMIAS 

The  iron  deficient  anemias  are  charac- 
terized by  red  blood  cells  which  are  small 
and  poorly  filled  with  hemoglobin,  and  thus 


produce  a microcytic  hypochromic  anemia. 
The  existence  of  this  type  of  anemia  is 
quantitatively  shown  by  a low  mean  cor- 
puscular volume,  mean  corpuscular  hemo- 
globin, and  mean  corpuscular  hemoglobin 
concentration,  the  latter  usually  below  30 
per  cent.  The  bone  marrow  is  normoblastic. 

An  iron  deficiency  anemia  is  produced  by 
chronic  blood  loss  and  defective  iron  inges- 
tion or  absorption,  and  by  pregnancy. 
Chronic  blood  loss  is  the  most  common 
cause  of  anemia  and  may  be  due  to  a host 
of  things,  including  bleeding  hemorrhoids, 
esophageal  varices,  polyps  in  the  bladder 
or  colon,  a duodenal  ulcer,  or  hookworm  in- 
festation. An  iron  deficient  diet  will  pro- 
duce an  anemia  in  infants  and  children. 
Iron  absorption  is  interfered  with  in  gas- 
trointestinal disorders,  such  as  chronic  di- 
arrhea, gastric  resection  and  anastomoses, 
and  diaphragmatic  hernia.  Murphy  and 
Hay^  report  an  incidence  of  26.6  per  cent 
of  iron  deficiency  anemia  in  the  latter  con- 
dition. A microcytic  anemia  occurs  in  preg- 
nant women  on  an  iron-deficient  diet  be- 
cause of  the  demands  of  the  growing  fetus. 
In  some  microcytic  anemias  there  is  a com- 
bination of  factors,  for  example,  blood  loss 
through  menstruation  and  a deficient  diet, 
as  in  chlorosis ; chronic  blood  loss,  iron  de- 
ficient diet,  and  familial  predisposition,  as 
in  idiopathic  hypochromic  anemia  of  mid- 
dle aged  women. 

The  symptoms  of  anemia  are  many.  The 
symptoms  common  to  all  types  are  weak- 
ness, palpitation,  and  rapid  pulse.  When 
anemia  is  severe,  ankle  edema  may  occur. 
There  are  symptoms  and  signs  character- 
istic of  certain  types  of  microcytic  anemias, 
for  example,  sore  tongue,  achlorhydria,  di- 
arrhea, dysphagia,  and  koilonychia,  as  seen 
in  idiopathic  hypochromic  anemia.  Of  spe- 
cial interest  is  the  fact  that  39  per  cent  of 
patients  with  chronic  hypochromic  anemia 
have  some  papillary  atrophy  of  the  tongue, 
but  this  is  usually  not  so  severe  as  that 
seen  in  pernicious  anemia.®  According  to 
Darby chronic  iron  deficiency  alone  can 
produce  glossitis  and  angular  fissures.  He 
reports  six  cases  in  which  improvement 
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occurred  only  after  the  addition  of  iron  to 
the  diet. 

The  routine  use  of  preparations  contain- 
ing small  amounts  of  iron,  liver  extract,  and 
vitamins  is  to  be  condemned,  as  usually  no 
one  substance  is  present  in  a sufficient 
quantity  to  relieve  the  condition  should  a 
deficiency  in  any  one  of  these  substances 
exist.  This  practice  often  results  in  a thera- 
peutic failure,  a loss  of  time,  and  an  un- 
necessary expense  to  the  patient. 

The  treatment  of  the  iron  deficient  ane- 
mias is  most  satisfactory,  and,  at  times, 
dramatic.  An  increase  in  the  percentage  of 
reticulocytes  follows  the  administration  of 
iron,  and  unlike  pernicious  anemia,  the 
magnitude  of  response  is  related  to  the 
amount  of  hemoglobin.  The  maximum  re- 
sponse usually  occurs  in  five  to  ten  days 
after  the  beginning  of  therapy.  According 
to  the  studies  of  Balfour  et  al.,'’  the  mucosa 
of  the  intestinal  tract  will  absorb  iron  only 
when  there  is  a depletion  of  iron  stores  in 
the  body.  Iron  balance  is  controlled  by  ab- 
sorption rather  than  excretion,  which  is 
negligible.  Iron  given  to  an  anemia  not 
caused  by  iron  deficiency  is  without  effect. 

It  is  of  primary  importance  that  bleeding 
be  stopped  whenever  possible.  This  is  usual- 
ly not  difficult  in  patients  with  hemor- 
rhoids and  menstrual  disturbances.  How- 
ever, it  may  be  a serious  problem  in  a duo- 
denal ulcer  or  esophagel  varices. 

It  has  been  shown  that  ferrous  iron  is 
more  completely  absorbed  than  ferric  iron. 
Consequently,  the  former  can  be  used  in 
smaller  dosage  with  as  good  a result  and 
with  less  gastrointestinal  irritation.  There 
seems  to  be  no  justification  for  the  use  of 
the  ferric  salts.  The  ferrous  salts  used  to- 
day are;  Ferrous  sulfate,  15  grains  per  day; 
ferrous  gluconate,  the  same  dosage;  and 
ferrous  carbonate,  12  grains  daily.  Molyb- 
denized  ferrous  sulphate  has  been  used  in 
the  treatment  of  iron  deficiency  anemias. 
Neary**  reports  a more  rapid  response  in 
the  microcytic  hypochromic  anemias  of 
pregnancy  with  this  drug  than  with  plain 
ferrous  sulfate.  According  to  his  report, 
gastrointestinal  disturbances  are  less  fre- 
quent. An  effective  iron  preparation  will 


increase  the  hemoglobin  1 to  2 per  cem 
per  day  and  will  produce  a reticulocyte 
response.  It  is  best  to  give  iron  prepara- 
tions after  a meal,  as  the  drug  is  better 
tolerated  at  this  time.  It  is  also  advisable 
to  start  with  a small  dose,  for  example, 
one  5 grain  tablet  daily  for  several  days, 
then  two  tablets  for  several  days,  then 
finally  one  after  each  meal.  This  method 
of  treatment  helps  to  prevent  annoying 
gastrointestinal  symptoms,  such  as  nau- 
sea, vague  abdominal  discomfort,  and  oc- 
casional diarrhea.  Iron  is  so  effective  by 
mouth  that  there  is  no  justification  to  give 
it  parenterally.  Intravenous  iron  in  thera- 
peutic dosage  is  expensive  and  painful, 
and,  at  times,  dangerous.  Goetsch,  Moore, 
and  Minnich"  gave  large  doses  intraven- 
ously, and  though  a good  therapeutic  re- 
sult was  noted,  there  was  a high  incidence 
of  toxic  reactions,  such  as  nausea,  vomit- 
ing, abdominal  pain,  and  diarrhea.  Since 
copper  is  present  as  a contaminant  in  most 
iron  preparations,  and  as  it  is  present  in 
the  normal  diet,  the  addition  of  copper  is 
not  necessary  in  the  treatment  of  the  iron 
deficiency  anemias  of  adults.  There  are 
those  who  believe  that  the  microcytic  ane- 
mia of  infants  requires  copper.  However, 
this  is  a controversial  point.  In  addition 
to  iron,  an  adequate  diet  is  important. 
The  diet  should  include  liver,  red  meat, 
and  eggs.  Supplementary  vitamins  are  not 
necessary  unless  a definite  deficiency 
exists. 

THE  MACROCYTIC  ANEMIAS 

The  macrocytic  anemias  are  those  ane- 
mias which  are  characterized  by  an  abun- 
dance of  large  cells,  macrocytes,  which 
are  adequately  filled  with  hemoglobin.  In 
such  cases,  the  mean  corpuscular  volume 
and  the  mean  corpuscular  hemoglobin  are 
increased.  The  mean  corpuscular  hemo- 
globin concentration  is  usually  not  al- 
tered. The  bone  marrow  is  megaloblastic 
in  type.  A macrocytic  hyperchromic  ane- 
mia is  found  in  pernicious  anemia,  and 
may  occur  in  sprue,  tropical  and  non-trop- 
ical,  the  nutritional  anemias,  the  anemia 
of  pregnancy,  and  of  liver  cirrhosis, 
myxedema,  Diphyllobothrium  latum  infes- 
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tations,  and  following  gastrectomy  and  in- 
testinal anastomoses.  While  a macrocytic 
hyperchromic  anemia  usually  occurs  in 
sprue,  there  are  some  cases  in  which  the 
blood  picture  is  microcytic  or  normocytic 
in  type.  The  same  applies  to  idiopathic 
steatorrhea,  or  non-tropical  sprue,  the  ane- 
mia of  pregnancy  and  of  liver  cirrhosis. 
More  often  than  not,  a microcytic  hypo- 
chromic anemia  follows  gastrectomy  and  in- 
testinal anastomoses.  The  pernicious  ane- 
mia of  fish  tapeworm  infestation  is  rare. 
It  has  been  estimated  to  occur  in  only  0.1 
to  0.2  per  cent  of  persons  harboring  the 
parasite.  There  are  those  who  believe  that 
pernicious  anemia  in  this  condition  is  co- 
incidental. A mild  macrocytic  anemia  oc- 
curs in  myxedema  and  seems  to  respond 
only  to  thyroid  and  not  to  liver  extract. 

The  macrocytic  anemias  are  treated  with 
some  form  of  liver  extract,  with  the  possi- 
ble exception  of  that  found  in  myxedema. 
In  pernicious  anemia  there  is  an  absence 
of  the  erythrocyte  maturation  factor.  Ac- 
cording to  the  hypothesis  of  Castle,  the  in- 
trinsic factor  is  not  present  in  the  stomach 
juices  to  combine  with  the  extrinsic  factor 
in  food.  Consequently,  maturation  of  the 
red  blood  cells  is  arrested  at  the  megalo- 
blastic stage.  Liver  and  liver  extract  can 
be  given  by  mouth,  and  though  effective, 
are  not  practicable,  as  seldom  can  sufficient 
quantities  be  taken  orally  to  restore  the 
blood  picture  to  normal.  Liver  extract  in- 
tramuscularly is  the  route  of  choice.  The 
average  case  should  be  given  15  units  daily 
for  one  week,  and  then  15  units  twice  a 
week  until  the  red  blood  cell  count  and  the 
mean  corpuscular  volume  have  reached 
normal  levels.  When  there  are  no  neurologic 
complications,  injections  at  two  or  three 
week  intervals  are  sufficient,  estimating 
the  dose  so  that  the  patient  will  get  one 
unit  per  day.  If  neurological  complications 
are  present,  it  is  advisable  to  continue 
weekly  injections  of  liver  extract  indefinite- 
ly, and  to  use  larger  doses  than  are  ordi- 
narily used,  that  is,  2 c.c.  of  a concentrate, 
or  a total  of  30  units  per  week.  This  should 
be  supplemented  with  oral  liver,  about  a 
pound  per  week,  as  the  factor  present  in 


liver,  responsible  for  the  improvement  of 
nervous  system  lesions,  is  not  known,  and 
this  factor  could  have  been  destroyed  in  the 
preparation  of  a refined  product.  Adequate 
liver  therapy  arrests  the  progress  of  nerv- 
ous system  complications,  and  in  50  to  60 
per  cent  of  cases  improvement  will  occur, 
provided  these  complications  have  not  been 
present  too  long.  Lesions  of  the  lateral 
columns  are  most  resistant  to  treatment, 
while  posterior  columns,  peripheral  nerve 
and  sphincter  control  respond  more  read- 
ily.® An  improvement  in  general  strength 
and  motor  performance  can  be  expected. 
The  presence  of  an  infection  or  of  extensive 
arteriosclerosis  renders  liver  therapy  less 
effective,  and  should  be  looked  for  when- 
ever the  response  is  poor.  The  error  in 
liver  therapy  is  usually  giving  too  little 
rather  than  too  much.  Large  amounts  of 
liver  are  stored  and  are  not  harmful.  The 
patient  with  pernicious  anemia  will  re- 
quire treatment  for  the  remainder  of  his 
life. 

Recent  studies  with  folic  acid  indicate 
that  a remission  can  be  produced  by  its  use 
in  pernicious  anemia,  as  well  as  in  other 
macrocytic  anemias.®  While  the  drug  has 
not  yet  had  sufficient  clinical  trial,  it 
seems  to  be  capable  of  relieving  many  of 
the  symptoms  of  pernicious  anemia,  and  of 
restoring  the  blood  picture  to  normal  or 
near  normal  levels.  However,  its  ability  to 
maintain  a remission  is  still  an  uncertainty. 
So  far  as  is  known  at  the  present  time,  it 
has  not  been  effective  in  preventing  or  re- 
lieving the  neurologic  relapse  in  some  cases 
of  pernicious  anemia. Meyer,^^  in  a recent 
report  of  eleven  cases  of  pernicious  anemia 
and  one  of  sprue,  concluded  that  folic  acid, 
15-50  milligrams,  given  orally,  or  20  milli- 
grams given  intramuscularly,  usually  pro- 
duced only  a submaximal  reticulocytosis, 
and  failed  to  prevent  the  progression  of 
neurologic  lesions.  However,  he  found  that 
when  folic  acid  was  combined  with  a small 
dose  of  liver  extract,  one-half  unit  per  day, 
a reticulocyte  response  occurred  which  was 
greater  than  when  adequate  amounts  of 
liver  were  used  alone.  There  was  also  im- 
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provement  in  the  symptoms  and  signs  of 
combined  sclerosis  in  three  patients. 

In  conclusion,  it  can  be  said  that  the 
treatment  of  pernicious  anemia  with  folic 
acid  is  still  in  the  experimental  stage  and 
that  it  would  be  unwise  to  treat  a patient 
with  this  drug  alone  over  any  prolonged 
period  of  time. 

The  patients  with  pernicious  anemia 
should  have  an  adequate  diet,  including 
liver,  red  meat,  and  eggs.  Sufficient  rest 
and  exercise  are  also  important.  Dilute  hy- 
drochloric acid  is  only  needed  when  the  pa- 
tient is  having  gastrointestinal  symptoms 
due  to  achlorhydria.  In  such  instances,  4 
c.c.  of  dilute  hydrochloric  acid  (USP)  in 
water  or  fruit  juices  may  be  given  before 
meals.  Iron  is  seldom  needed  in  pernicious 
anemia,  unless  there  has  been  a recent  blood 
loss.  Rarely  is  the  blood  picture  of  perni- 
cious anemia  influenced  by  an  iron  de- 
ficiency. In  such  cases,  the  administration 
of  iron  is  followed  by  a more  characteris- 
tic cell  appearance. 

The  anemia  of  sprue  and  idiopathic 
steatorrhea  (non-tropical  sprue)  is  thought 
to  be  due  to  absence  of  extrinsic  factor 
in  the  diet.  While  this  anemia  is  usually 
macrocytic,  it  may  be  normocytic  or  micro- 
cytic in  type.  These  cases  are  greatly  ben- 
efitted  by  liver  extract,  even  those  with  a 
normocytic  or  microcytic  blood  picture,  al- 
though doses  of  iron  may  be  needed  as  well. 
It  is  generally  conceded  that  larger  doses 
of  liver  extract  are  needed  than  are  used 
in  pernicious  anemia,  and  the  results  are 
not  nearly  as  satisfactory. 

In  sprue  and  idiopathic  steatorrhea  care- 
ful attention  must  be  given  to  diet,  though 
the  advent  of  liver  therapy  has  made  diet 
restrictions  less  rigid.  It  has  been  found 
that  these  patients  do  best  on  a high  pro- 
tein and  low  carbohydrate  and  low  fat  diet. 
Calcium  may  be  needed  as  the  deficiency  is 
not  uncommon,  particularly  in  non-tropical 
sprue.  Additional  vitamins  may  likewise  be 
indicated.  Celiac  disease,  an  equivalent  of 
non-tropical  sprue,  occurring  in  children, 
is  usually  normocytic  or  microcytic  in  type, 
but  this  likewise  is  benefitted  by  liver 
extract. 


Folic  acid,  parenterally,  or  given  by 
mouth,  has  been  found  to  be  effective  in 
sprue,  both  tropical  and  non-tropical.®- 
The  symptoms  of  diarrhea  and  glossitis  are 
promptly  relieved  and  blood  regeneration 
takes  place.  The  macrocytic  hyperchromic 
anemia  of  pregnancy,  liver  cirrhosis,  gas- 
trectomy, and  intestinal  anastomoses  re- 
sponds to  injections  of  liver  extract.  Folic 
acid  has  been  used  in  the  pernicious  anemia 
of  pregnancy,  liver  cirrhosis,- and  nutrition- 
al macrocytic  anemias  with  good  results.® 
The  macrocytic  anemia  of  fish  tapeworm 
infestation  responds  to  injections  of  liver 
extract. 

As  a result  of  the  observations  of  Lucy 
Wills  in  India,  macrocytic  anemias  occur- 
ring in  natives  of  the  tropics  have  been 
recognized.  Most  of  the  cases  have  occurred 
in  pregnant  women.  However,  cases  have 
occurred  in  non-pregnant  women,  and  in 
men  as  well.  Many  of  these  patients  failed 
to  respond  to  refined  liver  extract,  but  re- 
sponded to  crude  forms  of  the  extract.  Wat- 
son and  Castle^®  reported  three  cases  of 
macrocytic  anemia  occurring  in  pregnancy, 
which  responded  only  to  oral  liver  extract. 
1 unit  per  day,  or  15  c.c.,  t.i.d.,  of  liquid 
extract  of  liver  (USP  Valentine).  A fourth 
case  responded  only  to  intravenous  liver  in 
large  amounts.  Apparently,  there  are  ma- 
crocytic anemias  which  are  relieved  by  some 
unknown  substance  in  liver  which  is  dif- 
ferent from  the  erythrocytic  maturation 
factor  effective  in  pernicious  anemia. 

Anemia  due  to  an  inadequate  diet  of  pro- 
tein does  occur.  Whipple’s^®  work  on  dogs 
has  shown  that  animals  depleted  of  blood 
plasma  will  not  regain  previous  hemoglo- 
bin levels  until  protein  is  restored,  despite 
large  amounts  of  iron.  While  such  an  ane- 
mia is  common,  adequate  protein  intake 
may  be  a factor  in  patients  chronically  ill, 
particularly  those  with  disturbances  of  di- 
gestion due  to  short-circuiting  operations 
on  the  gastrointestinal  tract. 

Those  anemias  which  are  due  to  a de- 
pression of  bone  marrow  are  relieved  only 
by  removal  of  the  depressing  agent,  which 
in  many  instances  is  impossible.  The  bone 
marrow,  when  depressed  by  chemicals  such 
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as  the  sulfonamides  and  gold,  or  by  physical 
agents  such  as  x-ray  and  radium,  will  re- 
cover when  the  depressing  agents  are  with- 
drawn. Studies  by  Greenberg  et  ah"^  on  pa- 
tients with  infections  have  shown  that  iron 
intravenously  fails  to  produce  an  increase 
in  hemoglobin.  The  excess  iron  is  stored  in 
the  liver  and  the  hypoferemia  persists.  The 
anemia  is  thought  to  be  due  to  retardation 
of  hemoglobin  synthesis  whereby  red  blood 
cells  break  down  after  their  normal  life 
span  and  replacements  are  slow  in  forming. 
Mechanical  interferences  with  red  blood  cell 
formation,  such  as  are  found  in  carcinoma, 
Hodgins,  leukemia,  etc.,  (myelophthisic  ane- 
mia) can  be  temporarily  relieved  with  ir- 
radiation. The  depression  of  all  cellular 
elements,  such  as  is  found  in  aplastic  ane- 
mia, is  usually  a hopeless  situation,  which 
can  only  derive  temporary  benefit  from 
blood  transfusions. 

The  hemolytic  anemias,  as  shown  by  the 
preceding  classification,  can  be  grouped  in- 
to the  intrinsic  and  extrinsic  varieties.  Con- 
genital hemolytic  jaundice  is  an  hereditary 
disease  of  blood  characterized  by  red  blood 
cells  which  have  greater  thickness  than  nor- 
mal cells.  I'hese  cells  are  called  spherocytes, 
and  according  to  Haden,^®  are  less  resistant 
to  hypotonic  salt  solutions  as  less  swelling 
can  occur  before  they  burst.  The  illness  is 
characterized  by  hemolytic  crises  which  re- 
sult in  a tremendous  drop  in  the  red  blood 
cell  count.  Transfusions  must  be  resorted 
to  though  reactions  are  frequent  as  the 
donor  cells  may  be  hemolyzed.  Splenectomy 
is  the  procedure  of  choice  and  is  followed 
by  a relief  of  the  anemia,  though  sphero- 
cytosis continues. 

Sickle  cell  anemia  is  a blood  disorder 
common  to  the  negro  race,  characterized  by 
sickle  cells,  or  cells  which  assume  a cres- 
centic shape  when  exposed  to  an  atmos- 
phere of  low  oxygen  tension.  The  illness  is 
progressive  and  fatal,  and  only  temporarily 
benefitted  by  blood  transfusions.  Haden^® 
believes  that  early  cases  can  be  improved  by 
splenectomy. 

Mediterranean  anemia  is  an  hereditary 
disease  of  the  blood  found  in  people  who 
inhabit  the  shores  of  the  Mediterranean 


Sea,  and  in  the  descendents  of  these  people. 
The  disease  varies  from  'an  individual  who 
is  quite  normal  except  for  minor  blood 
abnormalities,  including  an  increased  re- 
sistance of  the  red  blood  cells  to  hypotonic 
saline  solution,  to  one  who  has  mongoloid 
facies,  a severe  anemia,  splenomegaly,  and 
bone  changes.  Target  cells  may  be  numer- 
ous in  this  blood  disorder.  There  is  no  spe- 
cific treatment.  Many  cases  are  mild  and 
need  no  treatment,  while  others,  the  type 
commonly  seen  in  children,  will  require  the 
usual  palliative  measures  of  blood  transfu- 
sions, rest,  and  adequate  diet. 

Paroxysmal  nocturnal  hemoglobinuria  is 
a rare  type  of  hemolytic  disease  in  which 
the  hemolysis  occurs  chiefly  at  night  and 
seems  to  be  related  to  a dro  pin  the  pH  of 
the  blood.  The  family  history  is  negative. 
The  night  urine  is  dark,  while  that  voided 
in  the  day  is  normal.  The  fragility  test  is 
within  normal  limits.  The  outlook  is  hope- 
less. Transfusions  may  be  used  with  tempo- 
rary benefit,  though  they  are  usually  at- 
tended by  severe  reactions. 

Paroxysmal  (cold)  hemoglobinuria  is  a 
disorder  occurring  in  syphilitics  in  which 
exposure  to  cold  causes  hemolysis  and 
hemoglobinuria.  The  anemia  is  seldom  a 
problem.  Treatment  for  syphilis  is  often  fol- 
lowed by  disappearance  of  the  hemolytic 
reactions. 

March  hemoglobinuria  is  not  accom- 
panied by  anemia.  Hemoglobin  is  found  in 
the  urine  after  a long  march  or  a long  dis- 
tance run.  The  condition  subsides  spon- 
taneously with  rest.  ■ 

Those  hemolytic  anemias  which  have  ex- 
ternal causes  require  the  removal  of  the 
hemolytic  agent  for  relief.  In  the  case  of 
malaria,  atabrine  and  quinine  are  used.  In 
streptococcal  and  staphylococcal  infections, 
penicillin  and  the  sulfonamides  are  the 
drugs  of  choice.  Hemolytic  anemias  which 
occur  in  patients  during  the  administration 
of  sulfonamides  will  usually  respond  favor- 
ably on  withdrawal  of  the  drug,  though 
transfusions  may  be  life-saving  in  the  early 
stages  of  the  illness.  Lead  anemia  is  mainly 
a matter  of  recognition.  The  anemia  is  not 
severe  and  is  relieved  by  removal  of  the 
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cause.  Poisoning  with  the  fava  bean  may 
produce  a severe  hemolytic  anemia  in  sensi- 
tive individuals  which  may  result  in  death. 
Transfusions  as  an  emergency  measure  is 
indicated.  An  appreciation  of  the  cause  and 
the  removal  of  this  agent  from  the  diet  is 
of  course  a necessity. 

C'UXCU'SK  >X'S 

Chronic  anemias  are  often  a problem  in 
diagnosis  and  may  require  all  available 
clinical  and  laboratory  skill  to  determine 
the  cause. 

In  some  anemias,  such  as  pernicious  ane- 
mia, sprue,  and  the  iron  deficiency  anemias, 
the  results  of  treatment  are  most  gratify- 
ing. In  others,  such  as  paroxysmal  noc- 
turnal hemoglobinuria  and  sickle  cell  ane- 
mia, there  is  little  to  offer  the  patient  ex- 
cept supportive  measures.  In  the  anemia  of 
carcinoma,  and  Hodgkins  nothing  can  be 
done,  as  it  represents  a concomitant  of  a 
progressive  and  fatal  illness. 
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DISCUSSION 

Dr.  Johan  T.  Peters  (New  Orleans)  : In  some  of 
the  recent  editions  of  textbooks  the  blood  findings 
in  pernicious  anemia  are  called  “macrocytic  normo- 
chromic”, instead  of  the  older  term  “macrocytic 
hyperchromic”  which  is  used  by  the  great  ma- 
jority of  the  hematologists  over  the  whole  world. 
The  new  term,  recommended  by  Wintrobe,  because 
the  mean  corpuscular  hemoglobin  concentration  is 
normal  in  pernicious  anemia,  seems  to  be  not  only 
confusing  for  the  students  but  also  wrong.  The 
prefix  “hyper  means  only  a larger  amount  and 
does  not  mean  a higher  concentration  of  hemoglo- 
bin. The  old  term  “hyperchromic”  was  chosen  be- 
cause in  pernicious  anemia  there  is  a larger  amount 
of  hemoglobin  in  the  red  cells,  as  expressed  in  the 
increased  mean  corpuscular  hemoglobin. 

Dr.  Voorhies  (in  closing)  : According  to  Wintrobe 
the  macrocytic  anemias  are  characterized  by  the 
presence  of  many  large  cells  adequately  filled  but 
not  overloaded  with  hemoglobin.  Because  of  the 
presence  of  many  large  cells  the  amount  of  cir- 
culating hemoglobin  is  higher  than  we  would  ordi- 
narily expect  from  the  degree  of  anemia  present. 

As  is  often  demonstrated  by  pernicious  anemia 
in  relapse  the  high  percentage  of  macrocytes  makes 
life  possible  in  the  presence  of  a severe  anemia. 

O 

RADIATION  TREATMENT  IN 
CANCER* 

STAKELY  HATCHETTE,  M.  D. 

Lake  Charles 

The  use  of  x-rays  in  the  field  of  diagnosis 
is  familiar  to  everyone,  but  the  uses  of 
x-rays  and  the  gamma  rays  of  radium  in 
the  treatment  of  malignant  disease  and  al- 
lied conditions  are  not  so  well  understood 
by  the  average  physician  and  it  is  the  pur- 
pose of  this  paper  to  try  to  explain  the  rea- 
sons for  using  radiation  therapy  and  the 
results  which  are  obtained. 

A brief  review  of  the  physical  properties 
of  x-rays  and  gamma  rays  might  be  helpful 
in  understanding  what  they  are  and  how 
they  obtain  their  effects.  Both  of  these 
agents  are  very  similar  to  ordinary  visible 
light  in  most  of  their  properties  and  occupy 
their  positions  as  wave  bands  in  the  electro- 

*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 
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magnetic  spectrum  just  as  ordinary  visible 
light  rays  do.  The  differences  between 
these  rays  and  light  rays  with  which  we, 
as  physicians,  are  concerned  is  that  they 
are  invisible,  are  not  capable  of  being  per- 
ceived by  our  other  senses,  are  destructive, 
and  cannot  be  deflected. 

The  electro-magnetic  spectrum  is  com- 
posed of  a number  of  different  bands  of 
wave  lengths.  The  longest  waves  are  the 
wave  lengths  used  for  regular  radio  broad- 
casting. The  next  longest  group  is  the  band 
of  waves  used  in  short-wave  radio  broad- 
casting. This  is  followed  by  the  band  of 
infra-red  rays  which  has  medical  uses  and 
with  which  you  are  all  familiar.  Shorter 
than  these,  and  forming  a very  narrow  band 
of  waves,  comes  the  group  of  waves  form- 
ing the  visible  light  spectrum.  Then  comes 
the  relatively  broad  group  of  ultra-violet 
rays  which  is  the  first  form  of  light  (or 
wave  groups)  capable  of  causing  injury  to 
living  tissues  by  virtue  of  their  powers  of 
penetrating  the  uppermost  layers  of  tissue 
and  causing  injury  to  the  deeper  layers. 
Their  penetrating  powers  are  not  great,  be- 
ing only  sufficient  to  go  one  or  two  milli- 
meters beneath  the  surface,  but  each  of  you 
who  has  had  a severe  sunburn  is  familiar 
with  the  fact  that  ultra-violet  rays  can 
cause  darnaging  effects  to  the  skin.  The 
next  shortest  group  of  rays  is  the  band 
known  as  Grenz  rays.  These  are  more  pen- 
etrating than  ultra-violet  rays  and  have 
been  used  most  in  the  treatment  of  certain 
skin  diseases.  These  wave-lengths  are  fre- 
quently thought  of  as  the  very  longest  group 
of  x-ray  wave  lengths  and  they  are  usually 
generated  at  around  35,000  volts  from  a 
tube  with  a special  window  to  permit  the 
wave-lengths  to  pass  through.  Then  comes 
the  band  of  relatively  long  waves  which  are 
used  in  fluoroscopy  and  in  making  of  x-ray 
films.  These  are  followed  by  the  group  of 
even  shorter  rays  used  in  x-ray  therapy  and 
these,  in  turn,  by  the  gamma  rays  of  radium 
which  are  the  shortest  rays  used  in  medi- 
cine. The  very  shortest  group  of  all  is  the 
group  known  as  cosmic  rays.  Very  little 
is  known  of  them  and  of  their  effects  so 


that  they  are  of  no  known  importance  to 
medicine  at  this  time. 

Beginning  with  the  ultra-violet  wave 
band,  as  the  various  types  of  rays  become 
shorter,  they  become  more  penetrating.  As 
they  become  more  penetrating,  they  become 
more  destructive  to  living  tissues.  This  be- 
ing true,  it  may  be  said  that  x-rays  and 
gamma  rays  are  forms  of  light  and  that 
they  are  similar  to  light  in  most  of  their 
properties,  but  that  they  differ  from  or- 
dinary visible  light  in  that  they  cannot  be 
perceived  by  any  of  the  senses  and  they  are 
destructive  to  living  tissues.  These  destruc- 
tive effects  cannot  be  too  strongly  empha- 
sized and  this  must  be  kept  constantly  in 
mind  in  working  with  these  rays,  no  matter 
whether  they  be  used  in  diagnostic  proce- 
dures or  in  the  administration  of  treatment. 
No  matter  how  small  the  amount  of  either 
x-rays  or  gamma  rays  be  given,  and  no 
matter  whether  they  be  used  for  fluoro- 
scopy, the  making  of  films,  or  the  adminis- 
tration of  treatment,  it  must  be  kept  in 
mind  that  a certain  amount  of  injury  is 
given  to  the  living  tissues,  even  though  it 
might  be  infinitesimal,  every  time  they  are 
exposed  to  the  rays.  Soon  after  the  dis- 
covery of  x-rays  and  radium  it  was  found 
that  both  of  these  agents  had  a way  of  caus- 
ing cumulative  effects  in  the  tissues  and 
that  repeated  short  exposures  to  the  rays 
could  cause  destruction  of  living  tissues  just 
as  effectively  as  too  long  a single  exposure. 
This  came  about,  as  might  be  suspected, 
from  the  overenthusiastic  use  of  these  rays 
by  the  pioneer  workers  in  making  their 
fluoroscopic  observations,  x-ray  films,  and 
their  administrations  of  the  rays  for  the 
purposes  of  treatment. 

From  these  observations  the  principle 
of  administering  multiple  fractional  doses 
of  the  rays  for  the  purpose  of  treatment 
arose. 

In  studying  the  effects  of  radiation  upon 
living  tissues  it  has  been  found  that  normal, 
mature  living  cells  have  a greater  resistance 
to  the  destructive  effects  of  x-rays  and 
gamma  rays  than  do  cells  which  are  in  the 
process  of  division  and  reproduction,  and 
that  the  more  embryonic  the  cell  types  ex- 
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posed  to  the  effects  of  the  rays  the  greater 
are  the  destructive  effects  of  the  iri’adia- 
tion.  For  this  reason,  it  is  helpful  to  know 
the  degree  of  embryonicity  of  the  cells  in  a 
growth  to  be  treated,  and  it  is  because  of 
the  fact  that  these  rays  are  more  lethal  to 
cells  of  an  embryonic  type  than  they  are  to 
mature  cells  that  the  principle  of  adminis- 
tering them  to  cancerous  growths  arose. 
This  fact  makes  it  possible  to  give  a lethal 
dose  of  rays  to  a cancerous  growth  which 
is  surrounded  by  normal  tissues,  yet  give  a 
dosage  which  is  short  of  the  amount  re- 
quired to  cause  destruction  of  the  normal 
tissues  surrounding  the  growth,  and,  while 
it  is  frequently  necessary  to  give  enough 
radiation  to  damage  the  normal  surround- 
ing tissues  rather  severely,  it  is  the  object 
of  the  radiologist  to  destroy  the  abnormal 
growth  but  give  an  amount  of  radiation  in- 
sufficient to  damage  the  normal  tissues  be- 
yond their  abilities  to  recover  from  the 
effects  of  the  rays  and  to  heal  over  the  area 
in  which  the  abnormal  growth  was  present. 
The  normal  tissues  are  practically  always 
irradiated  along  with  the  cancerous  lesion 
present  within  them,  or  around  it,  for  can- 
cer has  a way  of  invading  the  lymphatics 
and  blood  vessels  in  its  outward  extension 
and  these  invasions  of  tissues  which  seem 
normal  to  the  unaided  eye  must  be  de- 
stroyed if  it  is  to  be  hoped  that  the  patient 
can  be  freed  of  the  disease.  Not  only  is  it 
necessary  to  irradiate  the  tissues  in  the  im- 
mediate vicinity  of  the  new  growth,  but  it 
is  frequently  necessary  to  irradiate  tissues 
some  distance  away  in  order  to  destroy  pos- 
sible extension  along  the  lymphatic  drain- 
age tracts  and  in  the  regional  lymph  nodes. 
This  is  the  reason  for  giving  irradiation 
over  the  entire  lower  abdomen  in  the  treat- 
ment of  carcinoma  of  the  cervix  or  body  of 
the  uterus;  the  entire  anterior  chest  wall 
of  the  hemithorax  and  the  axillary  and  su- 
praclavicular areas  of  the  involved  side  in 
cancer  of  the  breast,  or  the  submandibular 
and  cervical  areas  in  treatment  of  cancer  of 
the  lower  lip. 

Because  different  normal  tissues  have 
different  degrees  of  sensitivity  to  the  ef- 
fects of  x-rays  and  gamma  rays,  and  be- 


cause it  is  sometimes  found  that  it  takes  a 
greater  amount  of  irradiation  to  destroy  a 
new  growth  than  it  does  some  neighboring 
normal  tissue  of  another  type  which  has  to 
be  included  in  the  field  of  irradiation,  it 
follows  that  new  growths  in  some  areas  are 
best  treated  by  some  other  type  of  therapy. 
For  instance,  the  reproductive  portions  of 
the  ovaries  and  testes  are  very  sensitive  to 
the  effects  of  irradiation  and  are  quite  easi- 
ly destroyed,  so  that  irradiation  in  individ- 
uals still  in  their  active  sexual  lives  should 
be  given  with  extreme  care  to  avoid  over- 
irradiation of  these  organs,  or  some  other 
type  of  treatment  may  be  advised.  Lym- 
phatic tissues  are  next  most  easily  destroyed 
so  that  it  may  be  advisable  under  certain 
conditions  to  avoid  irradiating  the  spleen. 
What  is  true  of  these  two  types  of  tissue 
holds  for  all  of  the  other  tissues  of  the  body, 
but  not  to  such  great  degree,  so  that  there 
is  not  so  much  objection  to  directing  a beam 
of  x-rays  or  gamma  rays  through  other 
types  of  tissues.  These  different  degrees 
of  sensitivity  of  the  tissues  should  be  kept 
in  mind,  however,  in  planning  a course  of 
x-ray  or  radium  therapy  to  be  given  to  a 
patient. 

One  other  thing  to  be  considered  is  that 
for  reasons  not  yet  completely  understood, 
cancer  of  the  gastrointestinal  tract — other 
than  the  mouth  and  anus — seems  to  have 
quite  a high  resistance  to  the  lethal  effects 
of  the  rays  and  it  takes  about  as  much  radi- 
ation to  destroy  them  as  it  does  to  destroy 
the  normal  intestinal  mucosa.  Because  of 
this,  cancerous  growths  of  the  gastrointes- 
tinal tract  are  not  treated  by  irradiation, 
but  must  be  treated  by  surgery  instead. 

Most  malignant  growths,  however,  are 
capable  of  being  treated  by  x-ray,  by  radi- 
um, or  by  a combination  of  the  two.  Opera- 
tion is  frequently  necessary  and,  in  the 
opinion  of  many  radiologists,  is  best  done 
after  a certain  amount  of  irradiation  is 
given.  The  reason  for  this  feeling  is  simple 
and  logical.  Because  malignant  growths 
show  a tendency  to  early  extensions  into 
the  lymphatics  and  blood  vessels  of  the  in- 
volved area  the  radiologist  feels  that  simple 
surgical  excision  of  cancerous  growths  is 
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not  enough  and  that,  in  many  cases,  both 
irradiation  and  operation  are  best  used  to- 
gether if  the  patient  is  to  be  given  the 
greatest  chance  for  recovery.  For  instance, 
in  the  treatment  of  carcinoma  of  the  breast 
many  radiologists  believe  that  if  approxi- 
mately 1000  r of  deep  x-ray  therapy  be 
given  to  the  involved  breast  and  to  the  re- 
gional lymph  nodes  and  the  lymphatic  and 
vascular  drainage  tracts  before  operation, 
enough  irradiation  will  have  been  given  to 
inhibit  the  rapidly  growing  cells  about  the 
edge  of  the  cancer  and  to  render  them  less 
likely  to  survive  in  the  event  some  became 
dislodged  at  operation  and  be  taken  into 
the  lymphatic  or  vascular  circulations  to 
metastasize  elsewhere,  or  in  case  a few  cells 
be  left  in  the  operative  field  to  recur  at 
some  future  time.  The  dosage  suggested 
above  has  seemed  sufficient  to  reduce  via- 
bility of  cancer  cells  yet  it  is  not  enough  to 
cause  the  blood  vessels  to  become  congested 
and  thereby  cause  the  surgeon  to  have  a 
more  difficult,  more  bloody  operation  than 
he  would  have  if  nothing  had  been  done  in 
the  nature  of  preoperative  therapy.  This 
should  be  followed  by  a sufficient  amount 
of  postoperative  irradiation  to  complete  the 
destruction  of  any  cancer  cells  that  might 
remain  in  the  operative  field  and  which  may 
have  invaded  lymphatic  and  vascular  tracts 
and  lymphatic  nodes  draining  the  area.  Pre- 
operative irradiation  in  some  degree  would 
seem  only  a reasonable  precaution  for  no 
matter  how  gently  an  operation  be  per- 
formed, there  is  some  degree  of  trauma  in 
the  handling  of  tissues  which  is  connected 
with  it  and  which  is  likely  to  dislodge  can- 
cer cells.  Then,  too,  the  sharpest  edge  of 
the  scalpel  is  no  smoother  than  the  edge  of 
a saw  when  viewed  under  the  microscope, 
and  the  numerous  tiny  cracks  in  the  edge  of 
the  blade  are  more  than  capable  of  picking 
up  small  groups  of  cancer  cells  which  may 
be  transported  elsewhere  or  which  may  be 
washed  out  of  a crack  into  a blood  or  lym- 
phatic vessel  when  one  of  these  is  cut  into 
by  the  knife  edge.  Preoperative  irradiation, 
if  given  in  the  suggested  amount,  will  ma- 
terially lessen  the  chance  of  any  of  these 


small  groups  of  cells  being  able  to  survive 
if  they  be  taken  to  other  locations. 

Other  radiologists  believe  that  a full  dos- 
age of  irradiation  should  be  given  to  a 
patient  with  cancer  of  the  breast  and  that 
it  is  a wise  precaution  to  have  the  breast 
removed  after  the  radiation  reaction  has 
completely  subsided.  This  is  based  on  the 
fact  that  there  are  few,  if  any,  radiologists 
who  have  not  given  a cancerous  breast  all  of 
the  irradiation  the  skin  would  stand,  had  a 
surgeon  remove  the  breast  after  the  reac- 
tion had  completely  subsided,  and  then  had 
the  pathologist  to  report  that,  while  the 
original  biopsy  showed  a cancerous  lesion 
to  be  present,  the  breast  contained  nothing 
suggestive  of  cancerous  tissue  following  its 
removal.  There  are  enough  breasts,  how- 
ever, which  will  show  a few  cancer  cells 
trapped  in  scar  tissue  to  make  most  radi- 
ologists feel  that  removal  of  the  breast  is 
necessary  in  all  cases  except  those  in  which 
operation  would  endanger  the  patient’s  life. 
In  cases  where  only  radiation  can  be  given, 
many  will  remain  clinically  free  of  disease 
until  death  comes  from  some  other  cause. 

In  treatment  of  carcinoma  of  the  cervix 
of  the  uterus  a course  of  deep  x-ray  therapy 
should  be  given  first  and  should  be  admin- 
istered through  multiple  ports  over  the 
lower  abdomen.  The  reason  for  beginning 
the  treatment  with  the  deep  x-ray  therapy 
is  the  same  as  the  reason  for  giving  deep 
x-ray  therapy  preoperatively  to  a woman 
with  carcinoma  of  the  breast ; that  is,  to  de- 
stroy the  rapidly  growing  edges  of  the 
malignancy  and  to  kill  any  groups  of  cells 
which  may  have  extended  into  the  lym- 
phatics draining  the  area.  It  will  be  found 
that  the  use  of  the  x-ray  treatment  first  will 
reduce  the  size  of  the  growth  materially 
and  will  greatly  lessen  the  possibility  of 
metastases,  and  will  make  it  far  safer  to 
dilate  the  cervix  sufficiently  to  permit  the 
insertion  of  the  radium  applicator.  In  this 
connection,  the  practice  of  using  a Goodell 
or  Wylie  type  of  cervical  dilator  cannot  be 
too  strongly  condemned  in  dealing  with  a 
carcinomatous  cervix.  While  they  may  be 
entirely  satisfactory  in  dilating  a cervix 
with  non-malignant  disease,  they  cause 
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tearing  of  the  blood  vessels  and  lymphatic 
channels  and  the  breaking  off  of  numerous 
small  emboli  of  live  cancer  cells  which  may 
be  washed  into  these  two  general  circula- 
tions and  which  may  easily  result  in  meta- 
stases  elsewhere.  The  use  of  a graduated 
set  of  dilators  such  as  the  Hank  type  is  a 
far  safer  procedure,  for  dilation  with  this 
type  of  instrument  is  accompanied  by  far 
less  maceration  of  tissues,  far  less  tearing 
of  the  blood  and  lymphatic  vessels,  and  is 
far  less  likely  to  result  in  metastases.  After 
the  course  of  deep  x-ray  therapy  is  given, 
it  will  sometimes  be  found  that  there  is  no 
visible  or  palpable  evidence  of  the  cancer 
remaining  in  the  cervix.  In  any  case,  the 
size  of  the  growth  will  be  found  to  be  ar- 
rested or  reduced.  This  is  the  time  for  in- 
troduction of  the  radium  to  obtain  the 
intense  local  effects  of  the  rays  and  to  de- 
stroy any  cells  of  the  original  lesion  which 
may  still  remain  in  the  area.  The  use  of 
these  two  agents  is  usually  all  that  is  neces- 
sary to  eradicate  the  disease  if  it  can  be 
diagnosed  in  the  earlier  stages  when  it  may 
still  be  classed  as  curable.  If  not  diagnosed 
until  it  has  spread  beyond  the  cervix,  the 
patient  may  still  be  able  to  obtain  consid- 
erable relief  and  prolongation  of  life  if  giv- 
en deep  x-ray  therapy  and,  in  a few  cases, 
clinical  cures  of  the  disease  may  be  obtained 
for  periods  of  five  years  or  more.  An  oper- 
ation as  a means  of  treatment  for  carci- 
noma in  this  location  has  been  generally  dis- 
couraging and  has  been  more  or  less  discon- 
tinued except  for  a few  localities. 

As  mentioned  above,  x-ray  should  be  used 
first  in  the  treatment  of  most  malignant 
disease  in  which  irradiation  is  to  be  used. 
The  reason  for  this  is  simple.  The  x-ray 
tube  is  usually  placed  at  a considerably 
greater  distance  from  the  lesion  to  be 
treated  than  would  be  the  case  if  radium 
were  used.  As  a result  of  this,  the  softer 
radiation  which  emerges  from  the  tube  or 
which  may  be  set  up  in  the  filters  used  is 
absorbed  by  the  air  through  which  it  passes 
and  does  not  reach  the  patient  in  any  great 
amount.  This  being  so,  only  the  more  pene- 
trating, hard  rays  are  administered  and 
these  pass  into  the  skin  and  through  the 


skin  to  the  depth  desired  to  bring  about  the 
changes  in  the  lesion  being  treated.  Thus, 
in  the  treatment  of  carcinoma  of  the  uterine 
cervix,  x-radiation  is  administered  through 
ports  over  the  abdomen  and  back  and  passes 
through  the  skin  to  liberate  its  effects  deep 
in  the  abdomen  at  the  location  of  the  cervix. 
Radium  could  be  used  similarly  if  there 
were  enough  radium  in  the  hands  of  the 
average  radiologist  to  make  up  a radium 
bomb  of  sufficient  strength  to  approximate* 
the  amount  of  time  required  to  administer 
x-rays,  for  radium  liberates  some  rays  so 
hard  and  penetrating  that  it  requires  ap- 
proximately nine  inches  of  lead  to  stop 
them.  There  are  relatively  few  such  rays 
in  a beam  of  gamma  rays,  however,  as  com- 
pared to  the  number  of  longer,  less  pene- 
trating rays  which  are  present,  and  very 
few  radiologists  have  more  than  a few  hun- 
dred milligrams  of  radium  to  work  with  so 
that  the  average  radiologist  has  to  use  the 
radium  available  to  him  in  the  way  it  will 
be  most  effective ; that  is,  he  uses  the  rela- 
tively small  amount  he  has  at  distances 
varying  from  contact  up  to  only  a few  centi- 
meters and  must  necessarily  use  the  longer 
rays  low  penetrability  as  well  as  the  very 
short  rays  of  high  penetrability  in  giving 
his  treatment.  This  being  so,  the  effects  ob""- 
tained  are  largely  localized  to  the  immediate 
area  treated,  are  greatest  on  the  surface 
treated,  and  show  a rapid  decline  in  their 
effects  as  the  distance  from  the  surface 
increases.  For  instance;  if  radium  be  ad- 
ministered to  the  skin  surface  from  a dis- 
tance of  1 centimeter  and  the  effect  upon 
the  skin  be  classed  as  100  per  cent  effec- 
tive, the  decline  in  its  intensity  is  so  rapid 
that  it  would  be  only  25  per  cent  effective 
at  a distance  one  centimeter  beneath  the 
skin,  in  the  cervix,  and  at  other  locations 
where  intense  local  effects  are  desired  and 
where  it  is  capable  of  being  applied ; but 
if  a lesion  has  reached  any  appreciable  size 
it  must  be  treated  by  x-rays  first  so  that 
its  size  may  be  reduced  to  the  point  where 
radium  will  be  effective  and,  at  the  same 
time,  the  use  of  x-rays  first  does  sufficient 
damage  to  the  growth  to  render  the  possi- 
bility of  metastases  less  likely  in  the  event 
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that  the  tissues  will  have  to  be  traumatized 
by  dilatation  or  by  surgical  excision  of  a 
growth. 

It  is  not  the  intent  of  this  paper  to  list 
the  various  locations  upon  and  within  the 
body  where  radiation  therapy  is  used  effec- 
tively, but  it  is  presented  in  the  attempt 
to  explain  what  radiation  does  and  how  it 
may  be  useful  in  the  treatment  of  malignant 
disease.  The  conditions  mentioned  above 
were  selected  mainly  because  of  the  fact 
that  malignant  disease  in  these  locations  is 
.so  common  as  to  be  familiar  to  all,  but  what 
has  been  said  of  them  applies  more  or  less 
to  the  treatment  of  cancer  in  whatever  loca- 
tion it  may  be  found. 

coNci.rsioN 

It  is  hoped  that  the  explanations  given 
have  helped  to  clarify  some  of  the  confusion 
about  the  treatment  of  cancer  by  means  of 
radiation,  that  they  will  explain  why  x-ray 
reactions  must  be  expected  if  adequate 
treatment  be  administered,  that  they  will 
help  the  physician  in  deciding  what  type  of 
treatment  should  offer  best  results  to  his 
patient  in  order  that  there  will  be  less  de- 
lay between  the  diagnosis  and  the  beginning 
of  treatment,  and  that  it  is  often  necessary 
to  use  more  than  one  form  of  treatment  if 
the  patient  is  to  be  given  the  greatest 
chance  of  a cure  of  the  disease. 

Dr.  Garcia:  (New  Orleans)  : I think  Dr.  Hatch- 
ette is  to  be  highly  commended  for  his  clarity  and 
his  lucidness  in  giving  us  an  insight  into  the  man- 
ner by  which  radiation  becomes  effective  in  the 
treatment  of  cancer.  I am  also  impressed  by  the 
range  of  subjects  that  he  covered  in  such  a short 
time.  For  instance,  he  has  given  us  some  informa- 
tion about  the  physics  of  radiation,  about  the  re- 
actions of  living  cells  to  radiation,  about  the  vari- 
ous explanations  for  such  biological  effects  and 
about  problems  involved  in  the  treatment  of  car- 
cinoma of  the  cervix  and  of  the  breast. 

It  must  be  acknowledged  that  the  full  benefits 
of  radiation  therapy  have  not  been  realized,  mainly 
due  to  the  scepticism  engendered  by  lack  of  knowl- 
edge regarding  its  true  scope.  The  action  of  radia- 
tion is  complex  and  any  effort  intended  to  clarify 
it  is  praiseworthy.  With  greater  understanding  will 
come  greater  clinical  application.  More  lives  will 
be  saved  by  taking  full  advantage  of  all  therapeu- 
tic measures  useful  in  controlling  cancer.  For  forty 
years  there  has  been  an  intensive  campaign  of  pub- 
lic education  emphasizing  the  need  for  early  diag- 
nosis. This  should  be  continued,  and  if  successful. 


perhaps  another  generation  of  physicians  will  see 
a preponderance  of  favorable  lesions  with  high 
rates  of  cure.  But  the  bulk  of  the  cancer  material 
we  see  today  is  advanced,  much  of  it  completely 
hopeless ; consequently,  we  should  place  great 
stress  on  the  efficient  employment  of  both  sur- 
gery and  radiation.  It  seems  justifiable  to  say 
that  considerable  improvement  over  the  results 
currently  obtained  can  be  achieved  by  increased 
efficiency  in  the  use  of  recognized  methods.  I 
think  Dr.  Hatchette  has  been  helpful  in  our  prog- 
ress towards  this  goal,  by  showing  us  how  radiation 
acts. 

There  is,  of  course,  a great  deal  of  mystery  as 
to  why  some  tumors  react  well  to  radiation  and 
others  do  not.  Intensive  research  is  being  conducted 
of  the  intracellular  chemistry  of  cells  exposed  to 
radiation  and  valuable  information  has  accumu- 
lated. For  instance,  an  enzymatic  disturbance  oc- 
curs, which  can  be  detected  by  suitable  analysis 
after  test  doses  of  radiation,  and  which  may  prove 
dependable  in  predicting  the  response  of  individual 
tumors.  From  the  practical  standpoint,  however, 
w need  not  wait  for  such  refinements,  since  we 
know  well  that  radiation  can  contribute  substan- 
tially to  the  salvage  in  certain  forms  of  cancer. 
Furthermore,  a better  understanding  of  technic 
has  brought  standardization  comparable  to  the 
standardization  of  surgical  procedures  for  the  ma- 
jor forms  of  cancer.  As  a consequence,  favorable 
results  can  be  obtained  with  consistency. 

The  question  of  combining  surgery  and  radiation 
is  constantly  debated.  Dr.  Hatchette  mentioned  the 
administration  of  x-ray  in  cancer  of  the  breast, 
prior  to  and  after  surgery.  Arguments  on  .this 
point  have  appeared  in  the  literature  for  the  past 
Iwenty-five  years  and  entirely  contradictory 
opinions  have  been  expressed,  principally  because 
theories  rather  than  facts  have  been  used  as  the 
basis  for  a decision.  We  feel  that  there  is  conclu- 
sive objective  proof  that  the  combined  treatment 
yields  superior  results  in  cancer  of  the  breast.  This 
can  be  demonstrated  by  comparison  of  five  year 
survival  rates  in  large  groups  of  cases.  Dr.  Hatch- 
ette included  carcinoma  of  the  cervix  among  the 
conditions  that  he  mentioned.  I believe  that  in  all 
stages  of  this  disease  the  treatment  of  choice  is 
radiation  therapy,  and  we  might  add  that  the  same 
holds  true  in  other  locations,  as  in  intraoral  car- 
cinoma and  carcinoma  of  the  skin.  Radiation  effi- 
ciently administered  will  give  up  the  best  results 
in  the  frequent  tumors  of  these  sites.  I wish  to 
congratulate  Dr.  Hatchette  again  on  his  paper. 

Dr.  Peters  (New  Orleans)  : What  has  been  your 
experience  with  it,  whether  due  to  radiation  be- 
fore the  operation  or  not? 

Dr.  Hatchette  (in  closing)  : I do  not  think  that 
radiation  is  of  help  at  all.  It  has  been  disappoint- 
ing in  my  hands  to  attempt  to  do  much  for  cancer 
of  the  gastro-intestinal  tract.  I have  had  no  luck 
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in  tientnient  of  csncer  of  the  lung'  in  preoperative 
radiation.  I feel  that  the  patient’s  chance  of  sur- 
vival depends  entirely  upon  a very  early  diagno- 
sis in  these  two  locations,  and  getting  that  patient 
to  the  surgeon  as  fast  as  is  possible  for  a complete 
removal  of  those  involved  areas;  but  in  cancer  in 
almost  any  other  location,  I would  say,  “Yes,” 
that  preoperative  radiation  is  definitely  helpful. 
If  nothing  else,  it  will  tend,  I believe,  to  prevent 
spread  of  the  disease  and  usually  it  will  make  the 
lesion  somewhat  smaller,  so  that  the  surgeoir  is 
going  to  have  an  easier  job.  I know  many  of  them 
feel  that  if  we  give  preoperative  irradiation,  we  are 
going  to  make  the  operation  a much  more  diffi- 
cult thing  for  them.  I believe  we  can  give  a helpful 
amount  of  preoperative  irradiation  without,  neces- 
sarily, giving  a sufficient  amount  to  cause  con- 
gestion of  the  blood  vessels  locally,  and  thereby 
cause  a much  more  difficult  operation  when  the 
surgeon  does  get  to  it. 

Does  that  answer  your  question? 

Dr.  Peters:  Yes. 

0 

FUNCTIONAL  CONDITIONS  OF 
THE  NOSE* 

JOSEPH  STAMM,  M.  D. 

New  Orleans 

One  of  the  admitted  weaknesses  of  the 
average  American  is  a propensity  for  dis- 
cussing his  symptoms  and  illnesses  and, 
with  little  or  no  urging,  to  supply  his  own 
diagnosis.  It  is  amazing  how  many  people 
complain  of  “sinus  trouble”,  “sinus  head- 
aches and  post  nasal  drip”.  What  is  more 
astonishing  is  that  many  patients  with  such 
complaints  are  found  to  be  free  of  organic 
disease  when  examined.  Unfortunately,  the 
layman  is  not  alone  guilty  of  presumptive 
diagnoses  of  organic  nasal  or  paranasal 
sinus  disease.  During  the  War,  in  Europe, 
all  hospital  trains  or  convoys  could  be 
counted  on  to  contain  many  cases  of  sup- 
posed organic  nasal  or  sinus  disease  which 
could  not  be  substantiated,  yet  all  of  these 
cases  were  evacuated  to  the  zone  of  com- 
munication by  physicians. 

In  a recent  article.  Dr.  Arthur  Proetz 
classically  describes  his  reaction  to  the 
symptom  of  postnasal  discharge ; 

To  the  most  recent  of  those  repulsive 
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minor  medical  bugbears  with  which  the 
American  public  delights  in  saddling  itself, 
it  has  given  an  equally  repulsive  name : 
“postnasal  drip”.  The  term  leaves  nothing 
to  the  imagination.  The  symptom,  on  the 
contrary,  leaves  everything,  which  consti- 
tutes its  chief  menace.  It  brings  up  the  rear 
of  quite  a procession  of  fearsome  public 
enemies:  Halitosis;  Barber’s  itch;  B.  0.; 

strep  throat ; “athlete’s”  foot ; and  some 
others.  Where  the  term  arose  I am  unable 
to  discover.  Overnight  the  laity  taught  it 
to  the  doctors  in  hushed  and  often  despond- 
ent tones.  One  hears  it  a dozen  times  a day, 
stigmatized  usually  with  one  of  those 
cliches  reserved  for  incurable  diseases.” 
Obviously  there  is  not  such  widespread 
organic  disease  of  the  nose  and  sinuses  as 
the  frequency  of  symptoms  might  indicate. 
The  answer  apparently  lies  in  the  fact  that 
many  of  these  self-diagnosed  diseases  are, 
in  reality,  an  exaggeration  or  disturbance 
of  normal  functional  processes. 

Briefly,  there  are  three  primary  func- 
tions of  the  nose:  (1)  it  accommodates  the 
olfactory  organ;  (2)  it  conditions  the  in- 
spired air  to  the  requirements  of  the  pul- 
monary surfaces  by  warming,  moistening 
and  filtering  it;  and  (3)  it  cleanses  itself 
of  the  foreign  material  which  it  has  ex- 
tracted from  the  air.  This  last  named  func- 
tion is  at  least  as  important  as  the  rest  in 
health,  and  is  much  more  so  in  the  control 
and  eradication  of  infectious  disease.  In 
other  words,  it  is  the  function  of  the  mucus 
to  carry  off  pathogenic  organisms  and  for- 
eign matter.  The  excessive  mucus  or  “drip” 
frequently  complained  of  is  evidence  in  it- 
self of  protective  activity  on  the  part  of 
the  body. 

Some  of  the  factors  which  contribute  to 
abnormalities  of  nasal  function  are: 

(1)  Allergens — inhaled  or  ingested 

(2)  Physical  conditions 

(a)  Central  heating 

(b)  Thermal  changes 

(c)  Changes  in  atmospheric  pres- 
sure— flying,  etc. 

(3)  Excessive  and  prolonged  medication 

(4)  Emotional  and  metabolic  disturb- 
ances 
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(5)  Endocrine  disturbances 

(6)  Irritants 

(a)  Tobacco  smoke 

(b)  Fumes 

(c)  Dusts 

(7)  Alcohol 

This  is  not  a complete  list.  It  can  be  seen 
at  a glance  that  several  factors,  contrib- 
uting to  disturbances  of  function  may  be 
present  in  the  same  individual.  For  ex- 
ample, a patient  with  nasal  allergy  is  fre- 
quently guilty  of  excessive  medication  in 
the  form  of  nose  drops,  sprays  or  inhalers ; 
and,  naturally,  his  physical  surroundings 
are  dynamic. 

The  diagnosis  of  functional  disturbances 
of  the  nose  and  sinuses  is  not  attended  with 
marked  difficulty.  Organic  disease  is  first 
ruled  out  by  means  of  a careful  history  and 
physical  examination.  Cytologic  studies  of 
the  nasal  secretions  are  of  inestimable  val- 
ue, especially  in  allergic  conditions.  Such 
examinations  may  be  made  in  ordinary  of- 
fice practice  with  the  expenditure  of  little 
additional  time  and  energy. 

Because  of  the  prevalence  of  allergic 
rhinitis  and  sinusitis,  it  is  deemed  wise  to 
discuss  the  subject  briefly,  particularly 
since  some  advances  have  been  recently 
made  in  therapeusis  of  these  conditions. 
Hansel  describes  two  major  categories  in 
relation  to  otolaryngology. 

Hay  Fever:  The  history,  clincal  findings 
and  cytologic  picture  make  the  diagnosis 
fairly  easy.  Hyposensitization  to  offending 
allergens  has  been  a time  honored  form  of 
therapy.  With  proper  deference  to  our  col- 
leagues, the  allergists,  the  results  have  not 
been  uniformly  successful.  The  newer  anti- 
histaminic  drugs  have  proven,  in  many 
cases  to  be  a valuable  adjunct  in  the  control 
of  acute  symptoms. 

Perennial  Nasal  Allergy : Synonyms  for 
this  condition  are  vasomotor  rhinitis,  hy- 
peresthetic rhinitis,  etc.  Many  persons  with 
this  condition  manifest  no  seasonal  hay 
fever  symptoms,  although  they  may  occur 
in  the'  same  individual.  These  patients  oc- 
casionally respond  .well  to  allergenic  hypo- 
sensitization, especially  to  dust  extract.  Mc- 
Elin  and  Horton  have  published  encourag- 


ing results  with  the  use  of  the  anti- 
histaminics  in  this  condition. 

Any  discussion  on  functional  disturb- 
ances of  the  nose  would  be  incomplete  with- 
out some  mention  of  the  excessive  use 
of  nose  drops.  The  regrettable  practice  of 
continuing  the  doctor’s,  or  druggist’s  pre- 
scription— intended  for  a passing  ailment — 
prolongs  many  nasal  symptoms.  Drops 
which  act  as  constrictors  cause  overventi- 
lation and  drying.  Most  constrictors,  de- 
spite much  literature  to  the  contrary,  have 
a secondary  reaction  of  vasodilation  which 
causes  congestion  and  altered  secretion. 
Numerous  reports  are  appearing  in  the  lit- 
erature of  dependency  upon  the  more  pow- 
erful of  the  constrictor  type  of  drops.  The 
oily  nose  drops  containing  menthol,  euca- 
lyptol  and  similar  drugs  are  sources  of  con- 
stant irritation  and  inflammation  when 
their  use  is  prolonged. 

CONCLUSIONS 

1.  A great  number  of  people  who  believe 
themselves  afflicted  with  serious  organic 
disease  of  the  nose  or  paranasal  sinuses, 
have  only  mild  or  disagreeable  functional 
disturbances. 

2.  Proper  recognition  of  these  conditions 
with  an  attempt  to  eradicate  the  underlying 
cause  is  the  desirable  method  of  approach. 

3.  Cytologic  examination  of  the  nasal 
secretions  is  of  value  in  diagnosis. 

4.  The  newer  anti-histaminic  drugs  ap- 
pear to  offer  some  help  in  the  treatment  of 
nasal  allergies. 

5.  The  prolonged  or  excessive  use  of  nose 
drops  or  sprays  is  to  be  discouraged. 
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DISCUSSION 

Dr.  W.  A.  Wagner  (New  Orleans)  : I do  not 
want  to  discuss  this  paper  from  the  standpoint  of 
physiology,  primarily  because  I am  not  a physi- 
ologist and  secondly  I could  not  because  it  has  been 
such  a splendid  and  thoroughly  well  presented 
subject  that  it  leaves  little  for  any  physiologist  to 
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discuss.  I would  like  to  say  a few  words  from  the 
standpoint  of  the  clinician.  As  a rhinologist  I 
think  it  is  awfully  hard  to  discuss  nasal  function 
without  discussing  the  nasal  adnexa.  The  nose, 
there  is  no  question  of  a doubt,  is  the  receptive 
for  the  drainage  of  the  sinuses.  I remember 
Servell  came  out  some  years  ago  and  described 
the  exacerbation  of  a chronic  sinusitis  as  a false 
cold  and  there  was  quite  a lot  of  discussion  be- 
cause of  misunderstanding  but  I think  he  was  right 
when  he  said  “false  cold”,  and  that  occurred  be- 
cause the  nose  was  the  reservoir  of  drainage  of  its 
adnexa,  the  sinuses.  These  is  no  question  of  a 
doubt  in  my  mind  that  the  physiology  of  the  nose 
is  altered  by  the  pathologic  condition  of  the  sinus. 
That  is  confusing  to  the  general  practitioner  and 
that  is  the  reason  I rise  to  mention  this.  When 
the  nose  becomes  acutely  inflamed  as  in  acute 
rhinitis  and  acute  sinusitis  recuperation  occurs 
because  of  its  physiology.  The  nose  having  large 
drainage  space  between  the  turbinates  and  anteri- 
orly and  posteriorly,  is  able  to  recuperate  but 
the  sinus  fails  in  many  instances  because  of  such 
altered  physiology  to  which  is  added  a deviated 
septum  or  enlarged  turbinate  which  obstructs  the 
small  ostium.  This  altered  physiologic  function 
exists  within  the  nose  and  is  aggravated  during 
infection  by  pathologic  condition  in  the  sinus.  It 
is  true  that  often  one  can  not  demonstrate  to  his 
own  satisfaction  physically  that  such  a sinus  in- 
fection exists  and  it  is  there  where  further  study  is 
imperative  and  unless  such  a sinus  is  properly 
studied  by  cytologic  studies  no  one  can  determine 
the  existence  of  such  a sinusitis. 

From  the  standpoint  of  diet  there  is  no  question 
of  a doubt  that  diet  has  much  to  do  with  the  ap- 
pearance and  physiology  of  the  nose.  Jarvis,  for 
example,  brought  to  our  attention,  the  fact  that  a 
very  highly  acid  diet  had  altered  the  physiology 
of  the  nose  due  to  altered  pathology  of  the  mucosa. 
That  acid  diet  produced  a dry,  red  looking  nose  and 
there  was  no  question  of  a doubt  about  that. 

Now  the  question  of  postnasal  drip  w'hich  we 
heard  the  author  mention  and  quoted  an  authority 
on  it.  Every  postnasal  drip  is  not  a dietary  nose. 
Every  postnasal  drip  is  not  a sinusitis.  Every  post- 
nasal drip  is  not  an  altered  physiologic  nose.  That 
nose  may  be  pathologic  and  the  drip  may  be  a 
result  thereof,  but  whenever  a patient  complains 
of  a postnasal  drip  do  not  stop  looking  for  the 
cause  until  you  find  it.  I must  admit  I can  not 
always  find  the  cause  but  there  is  a cause  and  we 
should  make  every  effort  to  find  it.  When  the 
general  practitioner  gets  a patient  whose  com- 
plaint is  postnasal  drip  he  should  send  that  pa- 
tient to  a rhinologist  for  further  investigation,  par- 
ticularly if  unable  to  find  some  generalized  altered 
physiologic  or  pathologic  state.  I think  we  can  be 
of  much  service  to  those  who  send  patients  to  us. 

Dr.  Stamm  (in  closing)  : I wish  to  thank  Dr. 


Wagner  for  his  discussion.  We  are  occasionally 
accused,  in  jest,  of  “specializing”  in  either  the 
right  or  left  nostril.  It  is  obviously  just  as  im- 
possible to  disassociate  the  nose  and  sinuses.  Their 
anatomic  and  functional  relationships  are  intimate. 

I have  nothing  else  to  add. 

0 
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The  following  is  a clinico-pathologic  con- 
ference which  was  presented  before  the  an- 
nual State  Medical  Society  meeting. 

I'KOTOCOL 

M.  D.,  a colored  female,  aged  24,  divorced,  was 
admitted  to  Charity  Hospital  in  New  Orleans  on 
August  20,  1946  and  died  on  September  20,  1946. 

History:  The  patient  entered  the  hospital  be- 
cause of  throbbing  pain  in  the  rectum  of  five  days’ 
duration  and  chills  and  fever  for  four  days.  She 
had  had  no  rectal  bleeding,  abdominal  pain,  or 
previous  gastrointestinal  symptoms.  There  was  no 
history  of  cough,  dyspnea,  sweats,  palpitation  or 
chest  pain,  nor  of  pyuria,  dysuria,  burning  on 
urination,  or  menstrual  irregularity.  The  patient 
denied  venereal  disease  or  previous  illness.  She  had 
experienced  occasional  headaches.  No  family  his- 
tory of  tuberculosis,  cancer  or  diabetes  was  re- 
ported. The  patient  was  employed  as  a maid  in  a 
hospital. 

Physical  Examivution : Temperature  103.4°; 

pulse  90;  respiration  20;  blood  pressure  140/70. 
The  patient  was  a well  developed,  well  nourished 
colored  female  appearing  acutely  ill.  Eyes,  ears, 
nose  and  throat  were  negative;  head  was  nega- 
tive. The  thorax  was  well  developed.  No  nodules 
were  felt  in  the  breast  and  there  was  no  discharge 
from  the  nipples.  The  lungs  were  clear  to  per- 
cussion and  auscultation,  the  rhythm  and  sounds 
of  the  heart  normal.  The  abdomen  was  relaxed 
and  non-tender.  No  masses  or  enlarged  viscera 
were  felt.  Extreme  tenderness  was  elicited  on  pal- 
pation of  the  perineum,  just  anterior  to  the  rec- 
tum; digital  examination  of  the  rectum  was  very 
painful.  On  vaginal  examination  an  exquisitely 
tender  mass  was  felt  in  the  recto-vaginal  septum. 
This  mass  was  opened  through  the  rectum  while 
the  patient  was  in  the  accident  room  and  proved 
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to  be  an  abscess  containing  some  10  c.c.  of  thin 
yellow  pus.  She  was  then  sent  to  the  ward. 

Laboratory  Findings:  Blood:  red  blood  cells  3.68 
million  and  hemoglobin  9.5  gm.  per  cent  on  Sep- 
tember 10,  1946.  Red  blood  cells  3.9  million  and 
hemoglobin  11.0  gm.  per  cent  on  September  12, 
1946.  White  blood  cells  taken  each  day  from 
September  10  to  September  19  were  as  follows: 
13,900;  6,900;  7,100;  9,9800;  6,000;  13,600;  30,300, 
and  48,500  on  the  day  before  death.  Apparently 
no  blood  counts  were  made,  before  September  10, 
11  days  after  admission.  Differential  counts  done 
by  a student  showed  young  cells  believed  to  be 
of  the  granulocytic  series  making  up  from  14  to 
95  per  cent  of  the  total  white  count;  proportion 
of  young  cells  rose  terminally.  The  hematocrit  was 
recorded  on  three  occasions  as  22.0,  33  and  30. 
Kline  negative.  Urine:  Yellow,  acid,  specific  grav- 
ity 1.012,  albumin  negative,  sugar  negative.  Sedi- 
ment, occasional  epithelial  cells  and  crystals.  Only 
two  urinalyses  are  recorded  (August  30  and  Sep- 
tember 3,  1946).  No  determinations  of  blood  urea 
or  N.P.N.  were  made. -Blood  culture  on  September 
13  showed  Staphylococcus  albus  sap)ophyticns — 
20  colonies  per  c.c. 

Hospital  Course:  The  patient  was  given  sul- 
fadiazine gm.  IV  stat.  and  gm.  1 every  four  hours 
for  24  hours.  This  had  no  apparent  effect.  Peni- 
cillin was  begun  on  September  3,  1946,  30,000 
units  every  three  hours  and  continued  through 
September  15,  1946.  Sulfathiazole  was  given  from 
September  4 to  September  10.  The  patient’s  tem- 
perature ranged  in  irregular  fashion  between 
101.0°  and  104.0°  throughout  her  hospital  stay. 
Fluid  intake  including  numerous  infusions  of  glu- 
cose and  saline  ranged  from  1000  to  3800  c.c.  daily, 
and  output  from  2800  c.c.  to  300  c.c.  Output  dur- 
ing the  last  three  days  of  life  was  1000  c.c.,  540 
c.c.  and  600  c.c.  on  a daily  intake  of  approximately 
3000  c.c.  During  the  first  few  hospital  days  sh§ 
vomited  a great  amount  but  had  no  other  com- 
plaints; there  was,  however,  no  improvement  in 
her  general  condition. 

On  September  4,  crepitation  was  felt  in  the  recto- 
vaginal septum  and  gas  bacillus  infection  was 
suspected.  A transfusion  of  500  c.c.  of  whole  blood 
and  40,000  units  of  polyvalent  gas  bacillus  anti- 
toxin were  given.  The  region  of  the  abscess  was 
again  opened  through  the  perineum,  evacuating  5 
c.c.  of  foul  smelling  green  pus.  A biopsy  of  the 
abscess  wall  showed  acute  and  chronic  inflamma- 
tion and  smears  showed  a “mixed  infection  includ- 
ing spore  forms.’’  Culture  was  reported  as  show- 
ing staph,  aureus  saprophyticus,  aerobacter,  fecal 
type  strep,  and  aerobic  Gram  positive  and  nega- 
tive rods  believed  to  be  saprophytic. 

On  the  next  day,  September  5,  while  an  infusion 
was  being  given,  she  liad  an  episode  characterized 
by  dyspnea  and  a rapid  thready  pulse.  On  Sep- 
tember 6 she  was  very  short  of  breath,  there  were 


rales  at  both  lung  bases,  and  gallop  rhythm  was 
noted.  On  September  7,  a tic-toc  rhythm  was  pres- 
ent with  a heart  rate  of  140;  venous  pressure  on 
this  day  was  115  mm.  of  water.  An  electrocardio- 
gram recorded  on  September  7 showed  sinus  tachy- 
cardia, small  QRS  complexes  and  low  T waves  in 
the  standard  leads,  and  isoelectric  T waves  in 
leads  CF  4,  5,  and  6.  She  was  digitalized  with  digi- 
toxin,  and  on  the  next  day  was  less  short  of 
breath,  the  heart  rate  slower.  Shortly  after  mid- 
night on  September  9 she  began  to  complain  of 
severe  pain  in  the  left  axillary  region,  accentuated 
by  breathing.  A friction  rub  was  heard  in  this 
region,  and  rales  and  dulness  were  detected  over 
the  left  lower  lobe.  The  pain  was  relieved  by  mor- 
phine and  did  not  recur.  An  x-ray  of  the  chest 
the  following  morning  showed  “shadows  at  both 
bases  suggestive  of  scattered  infiltrations.”  The 
right  femoral  vein  was  found  to  be  indurated. 

On  September  11,  the  inferior  vena  cava  and 
both  ovarian  veins  were  ligated,  and  the  right 
lumbar  sympathetic  chain  sectioned.  At  operation 
a “firm,  cord-like  knotty  vein  was  felt  in  the  re- 
gion of  the  left  uterine  artery”.  During  the  week 
following  the  operation  she  vomited  a great  deal; 
Wangensteen  suction  was  employed.  Several  trans- 
fusions were  given  during  this  period.  On  Septem- 
ber 13,  after  receiving  500  c.c.  of  blood  followed 
by  1000  c.c.  of  glucose  in  saline,  marked  dyspnea 
again  appeared,  which  was  relieved  in  10  minutes 
after  the  administration  of  morphine  and  oxygen 
and  the  application  of  tourniquets  to  the  extrem- 
ities. A portable  chest  x-ray  on  September  17 
showed  “suggestive  infiltration  in  the  right  upper 
lobe,  compatible  with  pneumonia.” 

On  September  19,  the  patient  had  a sudden 
hemorrhage  of  about  1000  c.c.  from  the  perineal 
wound  and  went  into  shock;  blood  pressure  was 
not  determinable.  The  wound  was  packed  and  her 
blood  pressure  was  restored  in  three  hours  to 
108/50  by  the  transfusion  of  1500  c.c.  of  whole 
blood.  Within  a few  hours  she  lapsed  into  coma; 
temperature  rose  sharply  to  104.0°,  gasping  res- 
piration developed,  and  she  died  twelve  hours 
after  the  onset  of'  the  hemorrhage. 

DISCUSSION 

First  slide : This  is  the  temperature  curve 
during’  the  first  ■week  of  hospitalization.  Al- 
though there  are  fairly  wide  swings,  the 
temperature  is  continuous,  never  going  be- 
low 101.0°.  The  swings  are  probably  due 
to  aspirin  which  she  received  at  frequent 
intervals. 

Second  slide : This  x-ray  was  taken  on 

September  9,  the  day  on  which  she  com- 
plained of  severe  pain  in  the  chest.  There 
is  no  definite  evidence  of  consolidation. 
Rather  profuse  opacity  is  noted. 
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Third  slide : This  is  an  electrocardiogram 
made  on  September  7 or  8,  after  the  patient 
had  complained  of  shortness  of  breath  and 
had  gallop  rhythm.  The  T-waves  are  low. 
Leads  CF4,  CF5,  and  CFG  have  practically 
isoelectric  T-waves. 

Fourt  slide:  This  is  the  final  chest  plate 
and  was  made  on  September  17,  three  days 
before  death.  It  shows  a very  definite 
opacity  of  upper  right  lung  field. 

Discussion  by  Dr.  Hull : I would  like  first 
to  enumerate  a few  unfortunate  omissions 
in  the  clinical  study  of  this  patient  which 
might  lead  to  greater  accuracy  in  the  clini- 
cal diagnosis  and  which  might  have  served 
as  guides  to  more  effective  therapy. 

The  most  important  was  the  failure  to 
examine  the  pus  from  the  initial  drainage  of 
the  abscess.  By  this  omission  the  best 
chance  of  determining  the  etiologic  agent 
was  missed. 

Second,  no  blood  count  was  made  early 
in  the  patient’s  illness  before  complications 
developed.  Therefore,  the  chance  of  the 
white  blood  count  aiding  in  diagnosis  was 
greatly  reduced. 

Third,  the  unusual  findings  of  the  stu- 
dent’s counts  were  not  checked  by  an  ex- 
perienced hematologist;  hence  it  is  not 
known  whether  reliance  can  be  placed  upon 
them. 

Fourth,  in  spite  of  very  low  urinary  out- 
put, and  in  spite  of  vomiting  which  ap- 
peared early  in  the  patient’s  hospital  stay, 
only  two  urinalyses  were  made,  both  during 
the  first  few  days  after  admission.  Micro- 
scopic examination  was  done  on  only  one 
of  these.  Also,  in  view  of  these  findings, 
blood  urea  and  blood  creatinine  determina- 
tions should  have  been  made. 

Fifth,  the  final  important  omission  was 
that  only  one  blood  culture  was  made. 
Therefore,  the  chance  of  discovering  the 
etiologic  agent  was  decreased. 

Regarding  the  etiology,  about  as  far  as 
we  can  go  is  to  say  that  this  patient’s  illness 
was  of  an  infectious  nature  and  it  was  due 
to  an  organism  which  is  not  inhibited  by 
penicillin  or  sulfonamides.  The  patient  re- 
ceived fairly  large  doses  of  each  of  these 
without  any  apparent  effect.  We  can  say. 


therefore,  that  this  infection  was  not  due 
to  hemolytic  streptococic  or  staphylococcic 
or  common  pyogenic  bacteria. 

Regarding  the  anatomic  diagnosis,  we 
can  say  quite  definitely  that  this  patient  had 
a perirectal  abscess,  and  because  there  was 
no  evidence  of  disease  found  in  the  pelvis 
we  can  say  that  the  organism  entered 
through  the  rectal  mucosa  or  blood  stream 
and  not  from  the  generative  organs.  Since 
the  patient’s  fever  continued  uninhibited 
after  the  drainage  of  the  abscess,  it  was 
either  a septicemia  from  the  beginning  or 
there  was  a second  abscess  which  was  not 
drained.  The  second  thing  is  that  the  pa- 
tient had  thrombosis  of  the  right  femoral 
and  common  iliac  and  left  internal  iliac 
veins.  From  the  data  at  hand  we  cannot 
say  whether  thrombosis  occurred  primarily 
in  the  pelvic  veins,  due  to  septic  thrombo- 
phlebitis, or  primarily  in  the  veins  of  the 
legs  and  was  due  to  stasis  rather  than  in- 
fection. We  can  be  quite  sure  that  this 
patient  developed  pulmonary  complications, 
either  embolism  or  pneumonia,  or  both. 
About  the  status  of  this  patient’s  heart,  I 
do  not  believe  we  can  be  certain.  We  can 
be  sure  that  the  function  of  her  heart  was 
embarrassed,  at  least  on  the  occasion  that 
she  developed  dyspnea  after  the  infusion 
and  transfusion,  but  it  is  impossible  to  say 
whether  this  cardiac  embarrassment  was 
due  alone  to  too  much  salt  given  as  saline 
^and  other  sodium  salts  such  as  bicarbonate 
given  with  the  sulfonamides,  or  whether  the 
infection  was  actually  complicated  by  acute 
myocarditis.  The  electrocardiogram  is  not 
especially  helpful  in  saying  whether  or  not 
this  patient  had  an  acute  myocarditis. 

From  the  functional  standpoint,  we  can 
say  that  this  patient  suffered  the  deleteri- 
ous effects  of  a severe  infection,  that  she 
suffered  impairment  of  respiratory  and 
cardiac  function,  and  retention  of  urinary 
constituents  due  to  inadequate  urinary  out- 
put. Certainly  the  immediate  cause  of  death 
was  circulatory  collapse  due  to  blood  loss. 

Going  into  the  field  of  speculation,  we 
may  consider  the  etiology  in  more  detail. 
What  organisms  are  there  which  are  not 
inhibited  by  penicillin  or  sulfonamides  and 
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which  commonly  cause  perirectal  abscess? 
One  is  the  Salmonella  group,  which  some- 
times cause  septicemia  as  well.  In  some 
Salmonella  infections  there  is  septicemia 
without  localized  symptoms  and  in  some 
cases  there  is  abscess  formation  without 
septicemia.  I can  say  then  that  organisms 
of  the  Salmonella  group  could  produce  a 
clinical  picture  compatible  with  the  one  this 
patient  presented.  Some  of  the  colon  bacilli 
also  produce  perirectal  abscess,  but  less 
commonly  septicemia  except  as  a terminal 
agent.  Another  organism  is  the  strep 
fecalis.  It  is  quite  resistant  to  sulfonamides 
and  penicillin.  Finally,  I think  we  should 
mention  the  tubercle  bacillus.  Perirectal 
abscess  is  occasionally  the  first  manifes- 
tation of  tuberculosis  and  it  occurs  not 
uncommonly  in  individuals  in  whom  pul- 
monary tuberculosis  has  previously  been 
diagnosed.  It  is  not  definitely  known 
whether  it  is  due  ta  swallowed  organisms 
entering  through  the  rectal  mucosa  or 
whether  the  organisms  reach  perirectal 
lymph  nodes  by  way  of  the  blood  stream,  in 
which  case  it  would  be  analogous  to  tuber- 
culosis of  the  lymph  nodes  elsewhere.  Could 
this  be  tuberculosis  of  a disseminated  type 
with  a localizing  perirectal  lesion?  It  should 
be  mentioned  as  a fairly  definite  possibility. 

Another  point : was  the  thrombophlebitis 
due  to  bacterial  invasion  of  veins  or  merely 
a phlebothrombosis  ? We  cannot  say,  but 
finding  the  indurated  femoral  veins  would 
suggest  the  latter.  The  third  speculation 
is  whether  there  is  a relationship  between 
the  ligation  of  the  vena  cava  and  the  mas- 
sive terminal  hemorrhage.  Certainly  liga- 
tion causes  increase  of  pressure  in  the  veins 
which  drain  into  the  vena  cava.  It  might 
be  considered  possible  that  increased  pres- 
sure in  the  veins  of  the  perineum  might 
have  been  a contributing  factor  in  the  mas- 
sive hemorrhage  from  the  perineal  wound. 

Next,  the  peculiar  blood  picture:  Was 

it  due  to  a very  severe  infection,  or  was  it 
a leukemoid  reaction  to  sulfonamides,  or 
were  the  counts  erroneous?  I don’t  know. 
Another  thing  on'  which  we  might  specu- 
late: was  this  a gas  bacillus  infection?  I 
think  not.  B.  welchii  were  never  isolated 


from  the  pus,  and  crepitation  was  not  dis- 
covered prior  to  the  initial  drainage. 
Probably  gas  forming  bacilli  entered  after 
incision, — members  of  the  colon  group, 
strep,  fecalis,  and  so  on. 

I think  I should  be  called  upon  to  make 
a final  diagnosis  and  I will  say  that  this 
patient  had  an  infection  due  to  an  unknown 
organism,  most  likely  one  of  the  Salmonella 
group  or  the  tubercle  bacillus.  From  an 
anatomic  standpoint,  she  had  an  abscess  in 
the  recto-vaginal  septum,  phlebothrombo- 
sis, pulmonary  infarction  and  pneumonia. 
Whether  or  not  she  had  acute  toxic  myo- 
carditis, I do  not  know.  As  regards  the 
cause  of  death,  I should  say  that  the  imme- 
diate cause  was  hemorrhage  and  that  con- 
tributing causes  were  a septic  state  and 
impairment  of  respiratory  and  cardiac 
function. 

My  closing  remarks  will  be  brief.  Re- 
garding the  rapi(iity  with  which  the  tuber- 
culous process  in  this  patient’s  lungs  spread, 
there  was  an  x-ray  made  two  or  three  days 
after  admission.  I did  not  have  it  repro- 
duced because  it  was  overexposed,  but  one 
could  be  reasonably  sure  that  at  that  time 
there  was  no  extensive  process  in  this  pa- 
tient’s lung.  The  second  one  taken  prior 
to  patient’s  death  showed  definite  opacity 
of  the  right  upper  lung  field. 

The  second  point  that  I want  to  reiterate 
is  that  an  error  of  omission  that  prevented 
us  as  clinicians  from  making  an  etiologic 
diagnosis  was  also  responsible  for  the  in- 
ability of  the  pathologist  at  postmortem 
examination  to  determine  the  organism  re- 
sponsible for  the  abscess.  The  greatest 
omission  was  neglect  to  culture  the  pus 
obtained  from  the  abscess  on  admission. 
The  nature  of  the  organism  might  have  dic- 
tated the  type  of  therapy. 

The  final  point : in  the  therapy  of  mixed 
infections  which  enter  the  tissues  from  the 
gastrointestinal  tract,  it  has  been  shown 
that  combined  therapy  with  penicillin  and 
streptomycin  gives  results  that  are  superior 
to  those  obtained  with  the  use  of  the  strep- 
tomycin or  penicillin  alone.  If  this  patient 
had  been  given  streptomycin  as  well  as  peni- 
cillin, the  perineal  infection  might  have 
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been  brought  under  control,  and  almost  cer- 
tainly the  flare-up  of  the  tuberculosis  would 
not  have  occurred. 

Dr.  Dunlap : When  the  body  of  this  young 
colored  woman  came  to  autopsy  it  was  not 
emaciated  or  dehydrated.  One  of  the  diffi- 
cult tasks  in  the  management  of  a long 
febrile  illness  is  the  maintenance  of  ade- 
quate hydration  and  general  nutrition  and 
the  physicians  and  nurses  who  were  re- 
sponsible for  this  patient  deserve  credit  for 
excellent  general  care. 

Externally  the  body  showed  few  signs  of 
serious  disease.  The  abdominal  incision 
that  was  made  for  the  ligation  of  the  as- 
cending vena  cava  was  well  healed  and 
showed  no  evidence  of  infection.  There  was 
a ragged  defect  in  the  perineal  skin  at  the 
site  of  drainage  of  the  pelvic  abscess.  The 
defect  opened  into  a region  of  necrotic  fri- 
able tissue  which  extended  into  the  perineal 
fat  and  communicated  through  a small  fis- 
tula with  the  rectum.  Further  investigation 
of  this  region  showed  extensive  necrosis  of 
the  perineal  soft  tissues  and  several  small 
abscesses  which  had  not  been  drained.  On 
opening  the  peritoneal  cavity  no  free  fluid 
was  encountered  and  there  was  no  evidence 
of  active  or  healed  peritonitis.  Healed  sur- 
gical incisions  were  present  in  the  peritone- 
um on  both  sides  of  the  pelvic  brim  where 
the  ovarian  veins  had  been  ligated  and  a 
larger  incision  in  the  peritoneum  of  the 
right  gutter  where  the  cecum  and  colon  had 
been  freed  and  reflected  medially  in  the 
ligation  of  the  vena  cava.  The  abdominal 
viscera  were  not  remarkable. 

The  left  pleural  cavity  contained  300  c.c. 
and  the  right  200  c.c.  of  clear  yellow  fluid. 
Pleural  effusion  totaling  500  c.c.  should  not 
cause  serious  respiratory  embarrassment 
but  it  is  woi’th  mentioning  that  we  frequent- 
ly find  pleural  effusions  at  autopsy,  large 
enough  to  serve  as  a contributory  cause  of 
death  and  all  too  often  there  is  no  clinical 
record  that  the  effusion  was  detected  dur- 
ing life.  This  patient  had  no  pleural  ad- 
hesions and  no  exudate  was  present  on  the 
pleural  surfaces.  The  right  lung  weighed 
500  grams  w'hich  is  considerably  more  than 
normal  and  the  left  lung  320  grams  which 


is  only  a little  above  normal.  There  was 
boggy  hyperemia  and  edema  of  the  bases 
of  both  lungs  and  a nodular  consolidation 
3 cm.  in  diameter  in  the  right  upper  lobe 
which  on  external  examination  was  thought 
to  represent  an  infarct.  However  when  the 
region  of  consolidation  was  opened  its  cen- 
tral portion  showed  extensive  caseation 
necrosis  typical  of  tuberculosis  with  a broad 
surrounding  zone  of  tuberculous  pneu- 
monia. I am  surprised  that  Dr.  Hull  sus- 
pected the  presence  of  tuberculosis  on  the 
basis  of  such  meager  clinical  evidence  but 
he  was  certainly  correct. 

The  heart  weighed  260  grams  which  is 
within  normal  limits  for  a woman  of  this 
weight  (130  pounds).  No  abnormalities 
were  found  grossly  or  microscopically  in 
the  myocardium,  valves  or  coronary  vessels. 
In  view  of  the  clinical  findings  we  made  a 
particular  search  for  myocarditis  but  none 
was  found. 

The  liver  was  dark  purple,  bloody  and 
considerably  enlarged,  weighing  2060 
grams.  The  gall  bladder  was  not  remarka- 
ble. Throughout  the  gastrointestinal  tract 
from  the  stomach  to  the  rectum  there  were 
scattered  petechiae  of  the  mucosa  but  the 
only  important  changes  were  in  the  rectum 
and  perirectal  tissues.  The  rectum  was 
filled  with  dark  red,  clotted  blood  and  the 
posterior  rectal  wall  was  friable  and  nec- 
rotic and  showed  yellow-green  and  black 
discoloration.  Three  centimeters  above  the 
anal  sphincter  a fistula  extended  posterior- 
ly through  the  rectal  wall  into  the  region  of 
perineal  infection  and  necrosis.  There  was 
no  gross  evidence  of  tuberculosis  in  this 
region. 

The  right  kidney  weighed  only  80  grams 
while  the  left  kidney  was  moderately  en- 
larged and  weighed  340  grams.  The  right 
kidney  was  a mere  shell  of  fibrous  tissue 
surrounding  a distended,  pus-filled  pelvic 
cavity.  The  kidney  parenchyma  had  been 
almost  completely  destroyed.  These  changes 
are  practically  diagnostic  of, an  old,  chronic, 
progressive  pyelonephritis.  A double  ureter 
was  present  on  the  right  kidney  and  this 
congenital  anomaly  helps  to  account  for  the 
unilateral  pyelonephritis.  The  left  kidney 
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showed  slight  edema  of  the  cortex  and  mini- 
mal pyelitis.  Its  increased  size  and  weight 
are  best  explained  as  a compensatory  hyper- 
trophy which  developed  over  the  course  of 
years  as  the  function  of  the  opposite  kidney 
was  gradually  destroyed. 

The  spleen  weighed  530  grams  which  is 
several  times  the  normal  weight.  It  was 
soft  and  hemorrhagic  and  contained  several 
yellow*  infarcts  which  I am  not  able  to  ex- 
plain satisfactorily.  The  aorta  was  normal. 
The  ascending  vena  cava  was  ligated  just 
above  its  bifurcation  but  a residual  lumen 
2 mm.  in  diameter  persisted  at  the  site  of 
ligature.  Below  this  level  the  lumen  was  of 
normal  caliber  and  was  filled  with  a homo- 
geneous dark  red  blood  clot  such  as  one 
would  expect  to  form  as  a result  of  ligature 
of  the  vessel.  Pale,  grey  laminated  clots 
were  present  at  the  level  of  the  iliac  bifurca- 
tion and  extended  for  a short  distance  into 
the  iliac  vessels.  These  thrombi  must  have 
been  present  before  the  ligation  since  they 
are  of  the  type  that  can  form  only  in  a mov- 
ing stream  of  blood.  No  thrombosis  was 
present  in  the  vena  cava  above  the  level  of 
ligation.  It  was  particularly  interesting  to 
find  that  the  large  veins  of  the  thigh  were 
free  of  thrombi  indicating  that  blood  in 
these  veins  had  succeeded  in  finding  anasto- 
motic channels  sufficient  to  maintain  good 
return  flow  even  after  the  vena  cava  had 
been  occluded.  Both  ovarian  veins  were 
ligated  and  thrombosed  and  occasional 
thrombi  were  present  in  the  retroperitoneal 
pelvic  veins.  The  intensive  chemotherapy 
may  account  for  the  fact  that  no  suppura- 
tive thrombi  were  found. 

Microscopic  examination  of  tissue  from 
the  rectovaginal  abscess  showed  extensive 
suppuration  and  tissue  necrosis.  Smears 
and  culture  of  this  tissue  showed  a variety 
of  bacteria  as  might  be  expected  from  the 
fact  that  there  was  free  communication 
with  the  lumen  of  the  rectum  and  the 
perineal  skin.  Careful  study  revealed  no 
evidence  of  tuberculosis  in  the  rectovaginal 
tissues  but  in  sections  of  the  lung  there  was 
an  actively  spreading  caseo-nodular  tuber- 


culosis. Segments  of  an  old  fibrous  capsule 
from  a previous  lesion  could  still  be  identi- 
fied but  the  active  spread  beyond  this  cap- 
sule was  not  exciting  an  effective  fibrous 
reaction.  It  seems  fairly  certain  that  the 
tuberculous  lesion  in  the  right  upper  lobe 
represented  a . reactivation  of  an  old  ar- 
rested lesion.  An  additional  microscopic 
finding  of  some  interest  was  extensive  ex- 
tramedullary hematopoiesis  in  the  liver. 
Blood  cell  formation  in  the  liver  is  normal 
during  fetal  life  but  hematopoietic  tissue 
disappears  from  the  liver  shortly  after 
birth.  During  periods  of  rapid  or  continued 
blood  cell  destruction  such  as  must  have 
occurred  in  this  patient  the  liver  may  re- 
sume its  function  of  blood  formation.  The 
only  other  microscopic  finding  which  de- 
serves mention  was  the  presence  of  tiny, 
scattered  focal  necroses  in  the  brain.  Le- 
sions of  this  character  may  result  either 
from  direct  toxic  injury  or  from  anoxemia. 
In  this  patient  either  toxemia  from  the  pel- 
vic or  anoxemia  from  the  terminal  hemor- 
rhage could  have  been  responsible. 

In  summary,  I agree  with  Dr.  Hull  that 
the  immediate  cause  of  death  was  hemor- 
rhage and  shock  in  a patient  who  was  al- 
ready extremely  ill  from  an  uncontrolled 
rectovaginal  abscess.  Treatment  was  heroic 
but  ineffectual.  There  were  two  attempts 
at  surgical  drainage  of  the  abscess  but  at 
the  time  of  autopsy  there  were  several  un- 
opened pockets  of  pus.  A large  total  dose 
of  6,560,000  units  of  penicillin  was  given 
and  this  may  account  for  the  fact  that  no 
sepsis  was  found  except  in  the  region  of 
the  abscess.  Failure  of  chemotherapy  to 
control  the  local  lesion  is  not  surprising  in 
view  of  the  mixed  bacterial  flora  and  the 
large  bulk  of  necrotic  tissue.  Penicillin  in 
the  circulating  blood  is  not  carried  into 
ischemic  tissues  in  effective  concentrations 
and  in  treating  infections  in  devitalized  tis- 
tue  it  may  be  wise  to  raise  the  blood  level 
of  penicillin  well  above  the  ordinary  effec- 
tive range  in  the  hope  that  effective  con- 
centrations of  the  drug  will  seep  into  the 
infected  region.  Even  in  mixed  infections 
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penicillin  can  serve  a useful  purpose  in  de- 
stroying sensitive  organisms  thus  improv- 
ing the  chances  that  the  body  can  handle 
those  that  are  penicillin  resistant. 

Ligation  of  the  vena  cava  and  ovarian 
veins  was  probably  justified  in  view  of  the 
clinical  findings  but  it  must  have  taken  con- 
siderable surgical  courage  to  operate  on  a 
patient  in  such  poor  condition.  The  focus 
of  active  tuberculosis  in  the  upper  lobe  of 
the  right  lung  had  not  reached  large  size 
but  does  serve  as  a reminder  that  reactiva- 
tion of  arrested  tuberculous  lesions  may  oc- 
cur in  any  prolonged,  severe  illness. 


I believe  that  this  patient  still  had  a fair 
chance  of  survival  up  until  the  time  of  the 
severe  hemorrhage  shortly  before  her  death. 
The  pelvic  infection,  although  not  con- 
trolled, had  been  limited.  The  sustained 
fever  suggests  that  microorganisms  were 
gaining  access  to  the  blood  stream  but  they 
were  not  able  to  establish  suppurative  foci 
in  distant  parts  of  the  body.  The  heroic 
efforts  which  were  made  to  save  this 
woman’s  life  might  well  have  succeeded  had 
it  not  been  for  the  unfortunate  and  unpre- 
dictable fatal  hemorrhage. 
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The  Journal  Comihittee  wishes  to  announce  the 
appointment  of  an  Editor  for  the  Journal  in  the 
person  of  Dr.  Philip  Harold  Jones.  It  is  felt  that 
with  Dr.  Jones’  known  ability,  energy  and  loyalty 
to  the  principles  of  the  practice  of  medicine  and 
organized  medicine  we  can  be  confident  that  the 
new  appointee  will  meet  the  requirements  and 
responsibilities  of  this  important  office. 

Dr.  Philip  Harold  Jones  was  born  on  February 
26,  1896,  in  Jackson,  Louisiana,  the  son  of  Anna- 
belle  Smith  Jones  and  the  late  Dr.  Philip  Huff 
Jones  of  Baton  Rouge.  His  family  moved  to  Baton 
Rouge  in  1907,  where  his  father  practiced  medi- 
cine and  lived  a life  of  public  usefulness  until  his 
retirement,  about  ten  years  before  his  death  in  1946 
at  the  age  of  ninety-one. 

Dr.  Philip  Harold  Jones  attended  the  Baton 
Rouge  High  School  and  received  his  B.  A.  degree 
from  the  Louisiana  State  University  in  1916.  He 
was  graduated  from  the  Tulane  University  of  Med- 
icine in  1920,  and  was  the  third  generation  of  his 
family,  in  direct  descent,  to  receive  an  M.  D.  from 
Tulane;  his  grandfather.  Dr.  John  Welsch  Jones, 
in  1852,  and  his  father,  in  1878,  having  preceded 
him. 


He  served  as  an  intern  at  Charity  Hospital 
for  June,  1920,  until  September  1,  1920,  and 
left  to  accept  an  appointment  as  a Rhodes  Scholar. 
He  studied  at  Oxford  University,  England,  for 
four  years,  and  earned  the  degree  of  Ph.  D.  in 
pathology  in  1924.  While  abroad,  he  also  studied 
in  the  clinics  of  Vienna,  dermatology  in  the  Hos- 
pital St.  Louis,  Paris,  and  cardiology  in  the  Lon- 
don Hospital  and  the  London  Heart  Hospital.  He 
returned  to  the  Charity  Hospital  in  New  Orleans 
and  finished  his  internship  in  1925.  He  was  House 
Physician  at  Charity  Hospital  from  1926  until  July, 
1928.  In  the  summer  of  1928,  he  studied  psychiatry 
for  two  months  at  the  East  Louisiana  State  Hos- 
pital. 

During  the  year  1928-1929,  Dr.  Jones  was  a full- 
time instructor  in  medicine  at  Tulane,  and  from 
1928  to  1937,  a part-time  instructor.  In  1937,  he 
was  appointed  assistant  professor  of  clinical  medi- 
cine, and  is  now  an  associate  professor.  In  1929,  he 
commenced  private  practice,  specializing  in  inter- 
nal medicine. 

He  has  held  various  offices  in  the  Orleans  Parish 
Medical  Society,  and  was  president  in  1945.  He  has 
also  served  in  many  capacities  in  the  Louisiana 
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State  Medical  Society  and  is  now  a member  of  the 
Executive  Committee.  He  is  a member  of  the  Amer- 
ican Medical  Association,  the  Southern  Medical  As- 
sociation, and  the  Lafourche  Valley  Medical  So- 
ciety. He  is  a fellow  of  the  American  College  of 
Physicians,  and  was  certified  by  the  American 
Board  of  Internal  Medicine,  July  1,  1938.  He  is 
a member  of  the  Nu  Sigma  Nu  and  the  A.O.A. 

During  the  first  World  War,  he  was  in  the 


S.A.T.C.  at  Tulane  University,  and  in  World  War 
II,  he  was  an  examining  physician  for  the  local 
Boards  and  a member  of  Medical  Advisory  Board 
No.  1,  and  assistant  Chief  of  Medical  Service  in  the 
emergency  unit  formed  at  Charity  Hospital. 

He  is  the  author  of  numerous  medical  articles 
published  in  leading  journals  and  of  a series  of 
chapters  on  infectious  diseases  published  in  a ref- 
erence book  on  medicine. 
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THE  SITUATION  IN  REGARD  TO 
NURSING  CARE 

The  supply  of  professional  nursing  care 
does  not  meet  the  needs  of  the  sick. 

The  situation  has  received  attention  of 
the  American  Nurses’  Association  and  of 
many  other  organizations.  The  principal 
causes  are  found  in  the  dislocations  and 
alteration  in  the  pattern  of  human  effort 
caused  by  the  war.  Additional  causes  are 
the  transition  from  12  hours  to  an  eight 
hour  day;  the  increase  from  1,226,000  hos- 


pital beds  in  1940  to  1,738,000  in  1945,  the 
increase  in  population,  and  the  enhanced 
desire  for  nursing  service  under  conditions 
of  full  employment. 

The  present  number  of  registered  nurses 
is  318,000  and  is  the  largest  in  the  nation’s 
history.  It  is  reported  that  one  third  of 
these  have  entered  into  other  fields.  Prob- 
ably another  third  are  employed  in  teach- 
ing, industrial  and  executive  positions.  The 
remaining  third  need  to  be  supplemented 
by  42,000  to  meet  the  needs  of  today.  Where 
are  these  to  come  from?  In  1945,  for  ex- 
ample, 1,295  schools  of  nursing  reported  a 
freshman  enrollment  of  56,567.  In  1946  the 
freshman  enrollment  in  1,271  schools  was 
only  30,899.  Figures  for  1947  indicate  an 
even  greater  drop  for  that  year.  After  a 
careful  survey  by  an  authoritative  group 
it  was  stated  that  “The  general  belief 
seemed  to  prevail  that  the  nursing  profes- 
sion is  desirable  but  that  it  offers  too  little 
reward  to  those  who  practice  it  and  too  high 
a cost  to  those  who  need  it.  This  is  like  the 
situation  in  which  an  irresistible  force 
meets  an  immovable  object.  How  to  recon- 
cile the  two  aspects  of  this  situation  is  an 
exceedingly  difficult  problem.’’ 

The  American  Nurses’  Association  has  a 
program  to  hold  nurses  in  the  profession 
and  to  attract  prospective  recruits. 

“On  the  state  level  today  the  ANA  seeks 
amendments  to  the  present  nurse  practice 
acts  to  bring  about: 

“1.  Uniformly  high  standards  of  prep- 
aration for  professional  nurses. 

“2.  Provisions  enabling  nurses  licensed 
in  one  state  to  secure  more  easily  registra- 
tion in  another,  an  important  point  in  rem- 
edying the  present  faulty  distribution  of 
nursing  services. 

“3.  A thorough  overhauling  of  the  sys- 
tem of  professional  nursing  education  to 
eliminate  exploitation  of  student  nurses  and 
to  give  them  a broader  academic  education 
as  a basis  for  the  professional  nursing  pro- 
gram. 
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“4.  The  regulation  of  approved  schools 
of  practical  nursing,  and  a stricter  defini- 
tion of  the  function  of  the  practical  nurse. 

“5.  Compulsory  licensing  of  both  pro- 
fessional and  practical  nurses. 

“On  the  federal  level  the  ANA  is  today 
urging  the  enactment  of  legislative  meas- 
ures to : 

“1.  Extend  to  nurses  the  benefits  of 
coverage  under  the  Social  Security  Act,  the 
Federal  Unemployment  Tax  Act  and  the 
Federal  Insurance  Contribution  Act. 

“2.  Extend  Federal  Old  Age  and  Sur- 
vivors Insurance  to  those  nurses  who  are 
self-employed. 

“3.  Equalize  the  retirement  benefits  of 
nurse  veterans  of  World  War  I and  World 
War  II. 

“4.  Insure  to  professional  employees 
full  freedom  of  choice  in  the  selection  of 
bargaining  representatives.” 

The  influence  of  such  a program  upon  the 
total  number  of  available  nurses  will  be 
slow.  To  supply  a part  of  the  need  the  use 
of  practical  nurses  is  much  discussed.  The 
requirements  and  methods  to  this  end  are 
not  agreed  upon.  In  a condition  where  the 
pressure  for  their  utilization  will  increase 
it  would  be  well  for  the  interested  parties 
to  formulate  a program. 

0 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

The  New  Orleans  Graduate  Medical  As- 
sembly will  have  its  eleventh  annual  meet- 
ing February  23-26,  1948.  This  organiza- 
tion which  sponsors  the  meeting  is  com- 
posed of  New  Orleans  physicians  who  de- 
sired to  bring  to  the  doctors  of  this  section 
another  annual  meeting  in  medicine  which 
would  be  informative  and  helpful.  They  are 
to  be  congratulated  on  the  success  attained. 
The  first  session  was  attended  by  511  phy- 
sicians. For  the  1947  session  1022  physi- 
cians registered  and  over  400  were  regret- 
fully rejected  because  of  lack  of  hotel  space. 

The  coming  meeting  gives  every  promise 


of  being  attractive  and  successful.  Papers 
in  fourteen  fields  of  specialization  are  to 
be  presented  by  sixteen  eminent  visiting 
speakers.  The  subject  matter  is  being  ar- 
ranged so  as  to  be  of  value  to  the  practi- 
tioners. It  is  felt  that  those  in  attendance 
this  year,  as  in  the  past,  will  find  that  each 
paper  gives  them  something  to  take  away  in 
the  field  of  helpful  knowledge. 

This  year,  as  last,  a post-clinical  tour  is 
being  arranged.  Those  who  wish  to  take  a 
vacation  in  the  winter  under  conditions  of 
agreeable  company  and  interest  can  enjoy 
the  15  day  trip  by  plane  to  the  historic 
points  in  Central  America.  On  Saturday, 
February  28,  a party  composed  of  doctors 
and  their  wives,  will  leave  by  Pan  American 
Clipper  for  Merida,  Yucatan.  After  a four- 
day  visit  they  will  fly  to  Guatemala  City, 
Guatemala.  While  in  Merida  many  places 
of  medical  and  historical  interest  will  be 
visited,  including  some  of  the  best  preserved 
ruins  of  the  Mayan  empii’e  and  civiliza- 
tion. 

Following  these  delightful  days  of  com- 
panionship and  sightseeing,  a medical  pro- 
gram will  be  presented  in  Guatemala  City. 
The  sightseeing  schedule  will  then  continue 
in  various  directions  from  Guatemala  City, 
the  last  day  and  a half  of  the  trip  being 
unscheduled  to  pei’mit  additional  side  trips 
or  entertainment  in  the  city  as  may  be  de- 
sired. 

Departure  from  New  Orleans  will  be  on 
Saturday,  February  28,  and  the  group  will 
return  on  Friday,  March  12. 

Details  and  a complete  itinerary  are 
available  at  the  office  of  the  Assembly, 
Room  105,  1430  Tulane  Avenue,  New 
Orleans. 

Dr.  Joseph  D’Antoni,  President;  Dr.  Max 
Green,  Secretary;  Dr.  Edgar  Hull,  Director 
of  Program,  and  other  officers  are  to  be 
congratulated  on  having  planned  so  inviting 
a program. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


MEDICAL  DEFENSE 

From  information  received  at  the  office 
of  the  State  Society,  it  has  been  learned  that 
there  is  some  misunderstanding  on  the  part 
of  many  members  of  the  organization  in 
regard  to  the  benefits  offered  by  the  State 
Society  through  medical  defense  in  connec- 
tion with  malpractice  suits  brought  against 
members.  In  order  that  there  may  be  clari- 
fication of  the  privileges  offered  in  regard 
to  medical  defense  there  should  be  borne  in 
mind  two  separate  and  distinct  objects. 

First,  the  Louisiana  State  Medical  So- 
ciety, through  medical  defense,  undertakes 
to  defend  its  members  against  suits,  threat- 
ened or  otherwise,  after  approval  of  defense 
by  the  Committee  on  Medical  Defense.  This 
comprises  the  services  of  a lawyer,  court 
costs  and  expert  witnesses  if  the  case  is 
brought  to  trial.  The  services  of  the  attor- 
ney are  furnished  also  for  any  delibefations 
or  services  in  regard  to  settlement  or  ad- 
justment in  connection  with  threatened 
claims  previous  to  suit.  Every  active  mem- 
ber is  entitled  to  this  service  with  no  extra 
cost. 

Second,  if  a case  goes  to  trial  or  if  in  an 
agreement  certain  indemnity  is  agreed  up- 
on or  assessed  against  the  doctor  by  the 
court  after  due  trial,  the  State  Society  is  not 
obligated  to  pay  such  indemnity.  For  this 
there  has  been  arranged  a group  liability 
policy  which  furnishes  the  individual  doc- 
tor, at  a nominal  cost,  such  indemnity  in 
cooperation  and  under  the  supervision  of 
the  Medical  Defense  Committee  of  the 
State  Society.  To  undertake  to  pay  indem- 
nity for  judgment  by  the  State  Society 
would  involve  three  problems:  (a)  It  would 
be  inequitable  for  the  membership  at  large 
for  the  Society  to  assume  payment  of  judg- 
ment amounting  apywhere  from  |500.00  to 
$50,000.00  against  an  individual  doctor  be- 
cause the  percentage  of  such  cases  is  com- 
paratively small  in  relation  to  the  total 


membership,  (b)  Obviously  the  finances  of 
the  Society  would  have  to  be  greatly  in- 
creased to  take  care  of  such  a financial  bur- 
den. The  uncertainties  of  this  cost  would 
create  a very  unsteady  situation  in  economic 
status  of  the  organization,  (c)  To  issue  such 
protection  in  the  form  of  indemnity  to  meet 
such  judgments  would  make  it  necessary 
for  the  State  Society  to  comply  with  the 
State  Insurance  laws,  which  would  require 
that  the  organization  be  incorporated  as  an 
insurance  company.  In  other  words  it  would 
mean  that  the  organization  would  go  into 
the  insurance  business.  Further,  it  would 
be  necessary  to  meet  the  requirements  of 
the  Social  Security  and  Internal  Revenue 
laws  concerning  such  corporations. 

In  view  of  the  above  the  State  Society  has 
endeavored  to  do  the  next  best  thing,  by 
arranging  with  a national  insurance  com- 
pany to  handle  a group  malpractice  policy 
at  a reduced  premium  rate  and  the  company 
has  the  responsibility  of  meeting  the  pay- 
ment of  judgment  against  any  members 
who  carry  such  insurance. 

For  information  it  should  be  stated  that 
the  State  Society  is  very  proud  of  the  medi- 
cal defense  feature  of  the  organization  and 
particularly  so  because  of  the  fact  that  no 
case  ever  defended  by  our  group  has  ever 
been  lost  in  the  State  of  Louisiana. 

Following  is  a letter  received  from  the 
Aetna  Casualty  and  Surety  Company  con- 
cerning our  present  group  policy,  which  we 
hope  will  clarify  some  of  the  features  of  the 
policy  which  have  not  previously  been  un- 
derstood by  some  of  our  members. 

Dr.  P.  T.  Talbot,  Secretary 
Louisiana  State  Medical  Society 
1430  Tulane  Avenue 
Dear  Doctor: 

There  are  several  aspects  of  the  handling 
of  the  Group  Professional  Liability  policy 
for  the  Louisiana  State  Medical  Society 
which  may  need  some  clarification.  For- 
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merly  the  insurance  was  written  by  another 
company  whose  method  of  writing  the  cov- 
erage varied  somewhat  from  that  of  the 
new  carrier.  However,  the  benefits  afforded 
under  the  two  contracts  are  basically  the 
same. 

As  you  know,  the  former  carrier  with- 
drew from  the  risk  due  to  adverse  experi- 
ence and  it  was,  therefore,  necessary  to 
secure  another  outlet  with  another  nation- 
ally known  stock  company,  the  Aetna 
Casualty  and  Surety  Company.  This  com- 
pany has  pioneered  this  field  and  is  pres- 
ently writing  some  eighty  per  cent  of  all 
this  class  of  business  in  the  United  States. 

In  the  past  the  rates  were  variable  as  re- 
spects the  type  of  practice,  i.e. ; some  doc- 
tors paid  more  than  others  due  to  their 
handling  of  plastic  cases,  etc.  Under  the 
Aetna  contract  all  rates  are  uniform.  If  a 
physician  handles  x-ray  therapy,  there  is 
an  additional  premium  for  this  protection 
provided  that  such  coverage  is  desired.  It 
is  not  mandatory. 

There  are  doubtless  some  companies  who 
are  now  offering  insurance  of  this  class  at 
somewhat  lower  rates,  but  that  has  always 
been  the  case.  This  is  generally  the  case  as 
respects  Roentgenologists.  However,  the 
Aetna  has  the  experience  and  facilities  to 
properly  handle  this  type  of  insurance. 
After  all,  when  dealing  with  such  intrinsic 
items  as  the  reputation  of  a physician,  it 
is  highly  desirable  that  the  insurance  com- 
pany be  fully  competent  to  dispose  of  the 
matters  which  arise  with  great  care. 

Where  two  or  more  doctors  are  acting  as 
a bonafide  partnership  or  where  they  em- 
ploy another  doctor,  then  it  is  essential  that 
this  relationship  be  protected  by  a partner- 
ship policy.  This  coverage  was  formerly 
provided  under  one  policy,  including  the  in- 
SLU’ed  doctors  Malpractice  insurance  and 
the  rates  were  commensurately  higher.  The 
fact  that  the  Aetna  provides  this  coverage 
in  a separate  policy  may  have  caused  some 
confusion ; however,  the  provisions  are 
practically  the  same.  There  are  many  legal 
cases  which  set  the  necessary  precedence 
to  show  the  need  for  this  coverage.  One 
doctor  can  be  held  liable  for  the  acts  of  his 


partners  simply  because  of  the  partnership 
relationship.  Claims  have  arisen  where  one 
was  enjoined  in  a suit  because  of  the  acts, 
of  his  partner  and  yet  he  had  absolutely  no 
knowledge  of  what  has  taken  place. 

Of  course,  where  a doctor  or  group  of 
doctors  may  operate  a clinic  or  hospital,  it 
is  necessary  to  provide  for  this  coverage 
under  our  regular  Proprietors  Professional 
Liability  policy  or  our  Hospital  policy. 

It  is  our  present  intention  to  have  a rep- 
resentative of  the  Aetna  Casualty  and 
Surety  Company  present  at  the  next  meet- 
ing of  the  Louisiana  State  Medical  Society 
in  Monroe,  Louisiana.  Any  questions  which 
you  may  have  will  be  answered  at  that  time 
if  it  is  at  all  possible. 

Vei’y  truly  yours, 

James  H.  Thomas, 
Agency  Supervisor 

o 

MEDICAL  CARE  FOR  VETERANS 
Recently  an  appeal  was  made  through  the 
Journal  for  physicians  and  parish  and  dis- 
trict societies  to  forward  to  the  State  So- 
ciety office  complaints  received  by  them  in 
regard  to  the  present  contract  for  medical 
service  for  veterans  with  service  connected 
disabilities,  now  in  effect  between  the  State 
Society  and  the  Veterans  Administration. 
There  has  been  some  attempt  by  the  Vet- 
erans Administration  to  disregard  some  of 
the  provisions  of  the  contract  and  these  are 
summed  up  as  follows : 

First,  patients  have  been  instructed  to  go 
tq  the  Veterans  Facilities  for  refill  of  pre- 
scriptions or  for  the  performance  of  surgi- 
cal procedures  already  instituted  by  a doc- 
tor in  keeping  with  the  contract;  for 
example  pneumothorax  cases  have  been  re- 
quired to  go  to  Veterans  Facilities  for 
handling. 

Second,  there  has  been  an  attempt  made 
by  some  of  the  regional  officers  to  secure 
participation  of  physicians  direct  with  the 
Veterans  Administration  rather  than  as  a 
group  from  the  State  Medical  Society, 
which  was  the  aim  and  the  purpose  of  the 
contract.  In  conference  with  General  Haw- 
ley, Medical  Director  of  the  Veterans  Ad- 
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ministration,  recently  in  Chicago,  he  de- 
nounced such  practice  and  promised  to  have 
it  corrected. 

Third,  there  is  some  complaint  that  this 
plan,  known  as  the  “Hometown  Plan  for 
the  Medical  Care  of  Veterans”  is  simply  a 
misnomer  because  of  the  fact  that  the  only 
hometown  medical  care  authorized  by  one 
of  the  regional  offices  has  been  examina- 
tion to  determine  whether  the  patient  needs 
hospitalization  in  the  Veterans  Facility. 
This,  of  course,  is  contrary  to  the  spirit  of 
the  contract. 


Fourth,  there  has  been  some  slowness  in 
payment  of  bills  for  services  rendered  by 
accredited  physicians  in  private  hospitals. 
This  has  been  especially  true  in  one  tuber- 
culosis hospital  where  the  bills  have  accrued 
over  a period  of  nine  or  ten  months. 

These  observations  are  presented  for  in- 
formation of  members  of  the  Society  and  in 
order  that  a proper  solution  may  be  reached 
for  such  services  in  the  future.  It  was  never 
intended  by  this  contract  for  such  practices 
to  exist  under  the  “hometown”  medical 
service  for  veterans. 


-o- 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


Jan.  12, 


Jan.  13, 


Jan.  14, 


Jan.  15, 
Jan.  16, 


Jan.  19, 
Jan.  20, 

Jan.  21, 
Jan.  22, 

Jan.  26, 


Jan.  27, 
Jan.  28, 

Jan.  30, 

Feb.  2, 

Feb.  3, 
Feb.  4, 
Feb.  5, 


CALENDAR  OF  MEETINGS 

Installation  meeting,  Orleans  Parish 
Medical  Society,  Jung  Hotel,  7:30 

p.  m. 

Special  scientific  meeting,  Orleans  Par- 
ish Medical  Society,  8 p.  m. 

Orleans  Parish  Radiological  Society, 
7:30  p.  m. 

Woman’s  Auxiliary,  Orleans  Club,  3 

p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

Veterans  Administration  Hospital  Staff, 
8 p.  m. 

The  Orleans  Society  of  X-ray  Techni- 
cians, 7 :30  p.  m. 

Executive  Committee,  Hotel  Dieu,  8 p.  m. 
Lakeshore  Hospital  Staff,  8 p.  m. 

Hotel  Dieu  Staff,  8 p.  m. 

I.  C.  R.  R.  Hospital  Staff,  12:30  p.  m. 
Charity  Hospital  Medical  Staff,  8 p.  m. 
Charity  Hospital  Surgical  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro  In- 
firmary, 12  noon. 

Scientific  and  Executive  meeting,  Or- 
leans Parish  Medical  Society,  8 p.  m. 
DePaul  Sanitarium  Staff,  8 p.  m. 
Baptist  Hospital  Staff,  8 p.  m. 

Catholic  Physicians’  Guild,  8 p.  m. 
French  Hospital  Staff,  8 p.  m. 

New  Orleans  Hospital  Dispensary  for 
Women  and  Children  Staff,  8 p.  m. 
Board  of  Directors,  Orleans  Parish  Med- 
ical Society,  8 p.  m. 

Eye,  Ear,  Nose  and  Throat  Staff,  8 p.  m. 
Mercy  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro  In- 
firmary,' 12  noon. 

Executive  Committee,  Baptist  Hospital, 
8 p.  m. 


N.  O.  Society  of  Anesthesiologists,  Char- 
ity Hospital,  8 p.  m. 

Feb.  6,  Foundation  Hospital  Staff,  8 p.  m. 

o 

NEWS  ITEMS 

Dr.  J.  Kelly  Stone  was  elected  president-elect  of 
the  Society  to  take  office  as  president  in  1949,  in 
balloting  Saturday,  December  13  at  the  Society’s 
office.  Dr.  Stone  will  serve  as  president-elect  for 
one  year,  succeeding  Dr.  Max  M.  Green,  who  was 
elected  last  year,  and  who  will  assume  the  duties 
of  president  in  1948. 

Other  officers  elected  were:  Dr.  C.  J.  Brown, 
first  vice-president;  Dr.  J.  0.  Weilbaecher,  Jr., 
second  vice-president;  Dr.  John  Menville,  third 
vice-president;  Dr.  N.  J.  Tessitore,  secretary;  Dr. 
Boni  J.  De  Laureal,  treasurer;  Dr.  Eugene  H. 
Countiss,  librarian;  Drs.  E.  L.  Leckert  and  Chas. 
B.  Odom,  additional  members  to  the  board  of 
directors. 

Dr.  H.  Ashton  Thomas,  the  retiring  president, 
will  also  serve  as  a member  of  the  board  of  direc- 
tors during  1948. 

Elected  delegates  to  the  Louisiana  State  Medi- 
cal Society  for  1948-1949  were:  Drs.  George  C.  Bat- 
talora,  C.  J.  Brown,  Donovan  C.  Browne,  W.  R. 
Buffington,  Wm.  B.  Clark,  Sidney  M.  Copeland, 
Lucien  A.  Fortier,  Aynaud  F.  Hebert,  Sam  Hob- 
son, John  J.  Irwin,  Theo.  F.  Kirn,  Edwin  H.  Law- 
son,  E.  L.  Leckert,  Edward  Matthews,  Joseph  P. 
Palermo,  Wm.  H.  Roeling,  J.  Kelly  Stone,  H.  Ash- 
ton Thomas  and  J.  0.  Weilbaecher,  Jr. 

Installation  ceremonies  will  be  held  Monday,  Jan- 
uary 12,  1948  following  the  annual  banquet  at  the 
Jung  Hotel. 


Dr.  George  Burch,  chairman  of  the  Tulane  de- 
partment of  medicine,  delivered  the  annual  lecture 
before  the  Washington,  D.  C.  Heart  Association, 
November  12  in  Washington.  Dr.  Burch  also  served 
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as  guest  lecturer  at  the  University  of  Southern 
California  and  University  of  Utah  medical  school 
before  leaving-  for  Washington. 


Dr.  W.  D.  Beacham,  associate  professor  of  clini- 
cal gynecology  and  obstetrics,  was  elected  secretary 
of  the  National  Federation  of  Ohstetric-Gynecolo- 
gic  Societies.  The  term  of  office  is  for  two  years. 
Dr.  Beacham  is  president-elect  of  the  New  Or- 
leans Obstetrical  and  Gynecological  Society. 


Dr.  Alton  Ochsner,  the  William  E.  Henderson 
Professor  of  Surgery,  Dr.  Ernest  Carroll  Faust 
and  Dr.  Joseph  S.  D’Antoni  of  the  department  of 
parasitology  took  part  in  the  Second  Mexican  Con- 
gress of  Medicine  held  November  7-17  in  Mexico 
City.  Dr.  Ochsner  presented  a paper  on  “Hepatic 
Amebiasis”;  Dr.  Faust  spoke  on  “A  Present  Day 
Assessment  of  Tropical  Diseases  and  Tropical 
Medicine  in  the  United  States  and  Canada”  and 
“Possible  Determinants  of  the  Pathogenicity  of 
Endamoeba  Histolytica”  and  Dr.  D’Antoni  read  a 
paper  on  “Therapy  of  Hepatic  Amebiasis.” 


Dr.  J.  W.  Atkinson  recently  took  a post  grad- 
uate course  in  general  practice  at  The  New  York 
Polyclinic  Graduate  Medical  School. 

While  in  New  York  Dr.  Atkinson  attended  the 
New  York  Academy  of  Medicine  Program. 


Dr.  William  B.  Clark  served  as  an  associate  on 
the  American  Board  of  Ophthalmology  in  Chicago, 
October  9-11. 

Dr.  Clark  presented  a moving  picture  on  Oncho- 
cercasis  in  Guatemala  on  the  scientific  program, 
eye  section,  of  the  American  Academy  of  Otolaryn- 
gology and  Ophthalmology  in  Chicago,  October  12- 
17. 


Dr.  F.  L.  Jaubert  and  Dr.  Waldo  Treuting  par- 
ticipated in  the  program  of  the  Louisiana  Society 
for  crippled  children  at  their  annual  state  conven- 
tion, in  New  Orleans,  November  22-23. 


Dr.  Robert  A.  Katz  has  returned  from  England 
and  the  Continent,  where  he  has  been  for  the  past 
two  months.  While  there,  he  reported  on  his  re- 
searches on  Arteriosclerosis. 

On  November  2 and  3,  Dr.  Katz  presented,  in 
Chicago,  to  the  American  Society  for  the  Study 
of  Arteriosclerosis,  two  addresses : “The  Status 
of  Arteriosclerosis  in  Europe”;  “Intravenous 


Ether,  A New  Approach  to  the  Therapy  of  Arterio- 
sclerosis”. 


Dr.  T.  A.  Watters  read  a paper  on  “Emotional 
Implications  of  the  Eye”  at  the  North  Carolina 
Neuropsychiatric  Association,  Durham,  October  31. 


Dr.  B.  Bernard  Weinstein  presented  a paper  for 
the  Alabama  History  of  Medicine  Society  in  Birm- 
ingham on  November  7,  entitled  “Three  Men  from 
Padua”. 


Drs.  Eugene  H.  Countiss,  Isadore  Dyer,  C.  Gor- 
don Johnson,  E.  L.  King,  John  Weed,  and  B.  Ber- 
nard Weinstein  attended  the  Central  Association 
of  Obstetricians  and  Gynecologists  held  in  Louis- 
ville in  October. 

Drs.  Weinstein  and  Weed  presented  a paper  on 
“Amoebic  Vaginitis”  at  the  meeting. 


At  the  November  meeting  of  the  New  Orleans 
Gynecological  and  Obstetrical  Society,  at  the  Met- 
airie Country  Cluh,  the  following  program  was 
presented : 

“Introductory  Remarks”  by  Dr.  Earl  Conway 
Smith,  president. 

“Hyperemesis  Gravidarium”  by  Dr.  Curtis  Lund. 

“Heartburn  in  Pregnancy”  by  James  H.  Fergu- 
son. 

The  next  meeting  of  the  Society  will  be  held 
Thursday,  December  11,  6:30  p.  m.,  Metairie  Coun- 
try Club. 


At  a meeting  of  the  National  Conference  of 
Catholic  Charities  in  New  Orleans,  October  13,  Dr. 
Edmund  Connely  presented  a paper  on  “Mental 
Hygiene  and  its  Place  in  the  Community.” 


Dr.  Russell  L.  Holman,  professor  of  pathology, 
attended  the  second  meeting  of  the  American  So- 
ciety for  the  Study  of  Arteriosclerosis  in  Chicago, 
November  2-3,  and  participated  in  a panel  discus- 
sion on  diseases  of  blood  vessels.  Dr.  Holman  is 
engaged  in  research  on  the  relation  of  diet  to 
arteriosclerosis,  financed  by  a grant  from  the  John 
and  Mary  Markle  Foundation. 


Dr.  Neal  Owens,  professor  of  clinical  surgery  in 
charge  of  plastic  surgery  at  Tulane,  was  elected 
president  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery  at  a recent  meeting  of  the 
group  in  San  Francisco. 
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CALENDAR 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Ouachita 

Rapides 

Sabine 

Second  District 

Shreveport 

Vernon 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
NeAV  Orleans 
Monroe 
Alexandria 


Shreveport 


EAST  AND  WEST  FELICIANA  BI-PARISH 
SOCIETY 

The  East  and  West  Feliciana  Bi-Parish  Medical 
Society  met  in  Clinton  at  the  Baptist  Church,  DeJf 
cember  3,  1947,  at  which  time  an  excellent  dinner, 
prepared  and  sponsored  by  the  Clinton  Infirmary 
and  supervised  by  Mrs.  Willie  B.  Hubbs,  Mrs. 
Bentley  and  Miss  Sue  Palmer,  was  served.  The  fol- 
lowing officers  were  elected  by  the  society  to  serve 
for  1948:  Dr.  C.  J.  Vfise,  Angola,  President;  Dr. 
W.  J.  Roberts,  Woodland,  Vice-President;  Dr.  E. 
M.  Toler,  Clinton,  Secretary-Treasurer.  Dr.  E.  M. 
Toler  was  elected  delegate  to  the  State  Society 
meeting  and  Dr.  Glenn  J.  Smith  was  elected 
alternate. 

Dr.  Courtland  Smith,  of  Baton  Rouge,  presented 
a paper  on  conjunctivitis  which  was  very  favorably 
discussed  by  the  physicians  present  and  a vote  of 
thanks  was  extended  him  for  this  contribution. 

At  this  meeting  Dr.  J.  F.  Dinan,  of  the  East 
Louisiana  State  Hospital,  was  elected  a member 
of  the  society  and  a vote  of  thanks  was  extended 
to  the  Clinton  Infirmary  and  the  Staff  for  the 
excellent  entertainment  and  dinner. 

The  next  meeting  will  be  held  at  the  East  Lou- 
isiana State  Hospital  on  the  first  Wednesday  in 
March,  1948. 


WEBSTER  PARISH  MEDICAL  SOCIETY 
At  a meeting  of  the  Webster  Parish  Medical 
Society  on  December  9 at  the  Minden  Sanitarium, 
Minden,  the  following  officers  were  elected  for 
1948.  Dr.  T.  A.  Richardson,  President,  Dr.  E.  S. 
Rogers,  Vice-President,  Dr.  S.  M.  Richardson,  Jr., 
Secretary-Treasurer,  Dr.  C.  M.  Baker,  Delegate 
to  State  Society,  Dr.  W.  C.  Gray,  Alternate.  After 
the  election  Dr.  W.  C.  Gray  presented  two  colored 
movies.  The  first  was  a partial  resection  of  the 
stomach  and  the  second  was  a Wertheim  operation. 
Dues  for  the  coming  year  were  received. 


FIFTH  DISTRICT  ELECTS  DR.  COON 
A meeting  of  the  Fifth  District  Medical  Society 
was  held  on  Thursday,  December  11,  1947,  in  the 


Virginia  Hotel  at  Monroe,  Louisiana.  Members  of 
the  Fifth  District  elected  Dr.  H.  S.  Coon  of  Monroe 
as  their  president  and  Dr.  Fred  Marx  of  Monroe 
was  named  secretary-treasurer.  Dr.  Coon  succeeds 
Dr.  Ralph  King  of  Winnsboro,  the  immediate  past- 
president  of  the  District.  Dr.  King  was  elected  as 
a delegate  to  the  House  of  Delegates  of  the  Lou- 
isiana State  Medical  Society,  scheduled  to  meet  in 
Monroe  in  its  annual  meeting  in  April,  1948.  Dr. 
C.  P.  Gray,  Jr.  of  Monroe,  President  of  the  Oua- 
chita Parish  Medical  Society,  was  named  as  an 
alternate  delegate. 

Presenting  papers  at  the  meeting  were  Dr.  Ed- 
gar Hull  of  New  Orleans,  professor  of  medicine  at 
L.  S.  U. — “Recent  Advances  in  the  Treatment  of 
Heart  Diseases”;  Dr.  Barrett  Kennedy  of  New  Or- 
leans, associate  professor  of  dermatology  at  L.  S. 
U. — “Skin  Rashes  Due  to  Drug  Administration”; 
and  Dr.  Donovan  C.  Browne,  professor  of  clinical 
medicine  at  Tulane  Medical  School — “Value  of 
Proctoscopic  Examination”. 

Other  speakers  at  the  meeting  included  Dr.  Gil- 
bert C.  Anderson  of  New  Orleans,  President  of  the 
Louisiana  State  Medical  Society,  who  spoke  on 
“Malpractice  Insurance”,  and  on  “The  Growth  of 
Louisiana  Physicians  Service”,  the  surgical  and 
obstetrical  care  plan  sponsored  by  the  State  So- 
ciety. The  program  also  included  Dr.  P.  T.  Talbot 
of  New  Orleans,  Secretary-Treasurer  of  the  State 
Society,  and  Frank  Lais,  Jr.,  Executive  Director  of 
the  Council  on  Medical  Service  and  Public  Rela- 
tions and  Louisiana  Physicians  Service.  Mr.  Lais 
spoke  on  “The  Proposed  Public  Relations  Program 
of  the  Council  on  Medical  Service  and  Public  Re- 
lations”. 


SCIENTIFIC  EXHIBIT 
At  the  1948  meeting  of  the  Southern  Medical 
Association,  recently  held  in  Baltimore,  an  exhibit 
entitled  “Effects  of  Beta-radiation  in  Ophthal- 
mology: Ciliary  Body  of  Rabbits”  was  presented 
by  Miss  Aleta  Barber,  Dr.  Louis  Breifeilh  and  Dr. 
George  M.  Haik.  The  exhibit  concerned  work  car- 
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lied  out  at  the  Louisiana  State  University  School 
of  Medicine. 


NU  SIGMA  NU— RUDOLPH  MATAS 
LECTURESHIP 

The  Beta  Iota  chapter  (Tulane)  of  NU  SIGMA 
NU  Medical  Fraternity  is  inaugurating  an  annual 
lectureship  in  honor  of  its  most  famous  member, 
Dr.  Rudolph  Matas,  Professor  of  Surgery  Emeri- 
tus at  Tulane  and  probably  the  most  widely  ac- 
claimed living  physician.  This  lectureship  is  to  be 
known  as  the  “NU  SIGMA  NU — RUDOLPH 
MATAS  LECTURESHIP”,  and  each  year  it  is 
planned  to  bring  some  outstanding  physician  to 
New  Orleans  to  deliver  an  address.  The  first  lec- 
ture will  be  held  on  January  28,  1948  at  8:00  p. 
m.  in  the  Hutchinson  Memorial  Auditorium  of  the 
Tulane  Medical  School.  The  organization  is  fortu- 
nate in  being  able  to  have  Dr.  Alfred  Blalock,  an 
eminent  vascular  surgeon  and  Professor  of  Sur- 
gery at  Johns  Hopkins  Medical  School,  as  the  in- 
augural speaker.  His  subject  will  be  “Surgical 
Treatment  of  Congential  Cardiovascular  Defects” 
with  accompanying  slides  and  movie  film. 

All  members  of  the  medical  profession  are  cor- 
dially invited  to  this  lecture. 


AMERICAN  COLLEGE  OF  SURGEONS 

Dr.  Arthur  W.  Allen,  President  of  the  American 
College  of  Surgeons,  announces  six  Sectional  Meet- 
ings scheduled  for  1948,  for  Fellows  of  the  College, 
the  medical  profession  at  large,  and  hospital  per- 
sonnel. Each  meeting  will  be  two  days  in  length  and 
will  include  conferences  for  hospital  personnel  as 
well  as  sessions  for  the  medical  profession.  The 
showing  of  medical  motion  pictures  will  begin  each 
day’s  progam  at  8:30  a.  m.  There  will  be  luncheon 
meetings  each  day  and  a dinner  meeting  on  the 
first  evening.  The  latter  will  be  followed  by  a 
symposium  on  cancer.  Panel  discussions  on  scien- 
tific subjects,  led  by  internationally  known  authori- 
ties in  each  field  of  surgery,  will  be  held  each 
morning  and'  afternoon.  The  list  of  meetings 
follows : 

Toledo,  January  20  and  21,  Commodore  Perry 
Hotel. 

Atlanta,  January  26  and  27,  Ansley  Hotel. 

Oklahoma  City,  January  30  and  31,  Oklahoma 
Biltmore  Hotel. 

Denver,  March  1 and  2,  Cosmopolitan  Hotel. 

Minneapolis,  March  15  and  16,  Hotel  Nicollet. 

Halifax,  May  17  and  18,  The  Nova  Scotian. 

Among  the  subjects  to  be  discussed  at  the  scien- 
tific sessions  will  be  fractures  of  the  upper  and 
lower  extremities;  pediatric  surgery;  importance 
of  the  use  of  blood  and  fluids  and  of  adequate 
nutrition  in  surgery;  early  diagnosis  and  proper 
treatment  of  cancer;  organization  and  functioning 
of  cancer  clinics  and  cancer  detection  centers;  in- 
testinal obstruction;  management  of  wounds,  surgi- 


cal incisions  and  fresh  traumatic  wounds;  urologic 
surgery;  plastic  surgery;  vascular  surgery;  and 
panel  operations  on  elderly  patients  with  special 
reference  to  the  reduction  of  surgical  risk. 

Among  the  subjects  which  will  be  discussed  at 
the  hospital  conference  will  be  the  increasing  use 
of  hospitals;  expansion  of  hospital  facilities;  high- 
er standards  of  training  for  hospital  administra- 
tors; improvement  in  personnel  policies;  increasing 
cost  of  hospital  service;  better  rural  hospital  serv- 
ice; coordination  of  hospital  with  other  health  and 
welfare  activities  in  the  community;  Blue  Cross 
and  medical  service  plans;  decreasing  average 
days’  stay  in  hospitals;  participation  of  hospitals 
in  cancer  control;  advances  in  physical  medicine; 
increasing  importance  of  chemotherapy;  nutrition 
in  relation  to  disease;  changes  in  nursing  service; 
improved  status  for  the  general  practitioner;  de- 
creasing rates  of  deaths,  infections,  and  complica- 
tions; care  of  chronic  and  psychiatric  patients;  ad- 
vances in  professional  services;  medical  staff 
organization;  the  professional  audit;  and  the  point 
lating  system. 

The  American  College  of  Surgeons  has  a fellow- 
ship of  15,500  surgeons  in  the  United  States,  Can- 
ada, and  other  countries.  Dr.  Irvin  Abell  of  Louis- 
ville is  Chairman  of  the  Board  of  Regents.  Dr. 
Malcolm  T.  MacEachern  and  Dr.  Bowman  C.  Cro- 
well of  Chicago  are  the  associate  directors.  The 
College  was  founded  thirty-five  years  ago.  Head- 
quarters are  in  Chicago. 


SOUTHERN  SOCIETY 
FOR  CLINICAL  RESEARCH 
A meeting  of  the  Southern  Society  for  Clinical 
Research  will  be  held  at  the  Roosevelt  Hotel,  New 
Orleans  January  27,  1948. 


AMERICAN  HOSPITAL  ASSOCIATION 

How  gifts  to  hospitals  can  cost  donors  less  than 
the  apparent  amount  because  of  decreased  income 
taxes  is  explained  in  a brochure  issued  by  the 
American  Hospital  Association. 

Charitable  donations  of  up  to  15  per  cent  of 
adjusted  gross  income  of  individuals,  and  up  to 
five  per  cent  of  net  taxable  corporation  incomes  are 
exempt  from  income  tax  according  to  current  laws, 
according  to  the  booklet,  “Your  Gifts  to  Hospitals 
through  Taxes.” 

Hospitals  over  the  country  are  facing  spiraling 
costs  like  everybody  else,”  said  George  Bugbee, 
executive  director  of  the  Association,  “but  the  care 
of  patients  can’t  be  pared  down  as  some  commer- 
cial and  personal  budgets  can. 

“You  can’t  go  halfway  on  health.  That  is  why 
funds  for  expansion  and  endowments,  especially 
through  the  easier  tax  deduction  method,  are  so 
important  to  voluntary,  non-profit  hospitals  today. 

From  $185.25  saved  on  a $5,000  gift  to  $95,000 
on  a $250,000  donation,  substantial  economies  can 
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be  made,  the  Association  states.  Donations  of 
securities  and  other  properties  can  result  in  even 
greater  benefits. 

Savings  of  38  per  cent  in  gifts  from  corporations 
and  of  up  to  86.45  per  cent  in  individual  gifts  are 
possible  under  the  present  income  tax  regulations, 
the  booklet  points  out. 


STANDARDS  RECOMMENDED  FOR  ADOP- 
TION. BY  THE  PHARMACOPOEIAS  OF 
THE  WORLD 

At  its  recent  sessions  in  Geneva,  from  13  to  17 
October,  1947,  the  Committee  of  Experts  on  the 
Unification  of  Pharmacopoeias  of  the  World 
Health  Organization  of  the  United  Nations,  placed 
244  items  on  its  Primary  List  of  medicinal  sub- 
stances. These  they  believe  of  sufficient  importance 
for  immediate  attention  and  inclusion  in  a book  of 
“Standards  Recommended  for  Adoption  by  the 
Pharmacopoeias  of  the  World”.  This  Primary  List 
will  be  further  submitted  for  review  to  authorita- 
tive medical  groups  in  a number  of  countries  affili- 
ated with  the  World  Health  Organization. 

A total  of  534  drugs  were  studied.  In  addition 
to  the  items  proposed  for  inclusion  in  the  Primary 
List,  89  drugs  were  placed  in  a Secondary  List. 
The  drugs  in  this  second  list  were  known  to  have 
some  medicinal  value  but  were  believed  of  lesser 
importance  and  their  standardization  can  be  de- 
ferred until  a later  date.  Among  the  drugs  studied, 
201  were  dropped  from  further  consideration  on 
the  ground  that  they  have  become  obsolete  and 
find  little  use  in  modern  medical  practice. 

Starting  with  the  foundations  laid  by  their  pre- 
decessor, the  Technical  Commission  of  Pharma- 
copoeia! Experts  of  the  Health  Organization  of 
the  League  of  Nations,  the  new  Committee,  during 
the  course  of  the  recent  sessions  at  Geneva,  com- 
pleted the  first  drafts  of  72  monographs  of  the 
drugs  selected  for  the  Primary  List. 

During  the  next  few  months  drafts  of  mono- 
graphs will  be  prepared  by  the  members  of  the 
Committee  for  all  items  in  the  Primary  List  and 
these  suggested  texts  will  be  submitted  for  review 
to  international  experts  in  pharmacopoeial  revision. 

Another  meeting  of  the  Committee  is  proposed 
for  early  next  summer,  when  it  is  hoped  that  the 
First  Edition  of  a book  of  Standards  will  be  com- 
pleted. 

The  present  membership  of  the  Committee  of 
Experts  includes : Professor  H.  Baggesgaard- 

Rasmussen,  Chairman  of  the  Chemical  Division  of 
he  Danish  Pharmacopoeia  Commission;  Professor 
[.  R.  Fahmy,  Professor  of  Pharmacognosy,  Faculty 
)f  Medicine,  Cairo;  Professor  E.  Fullerton  Cook, 
Chairman  of  the  Committee  of  Revision  of  the 
Jnited  States  Pharmacopoeia;  Dr.  C.  H.  Hamp- 
ihire.  Secretary  of  the  British  Pharmacopoeia 
Commission;  and  Professor  R.  Hazard,  Professor 


of  Pharmacology  and  Materia  Medica,  School  of 
Medicine,  Paris.  Professor  Hazard  was  prevented 
by  illness  from  attending  the  October  session.  Dr. 
Hampshire,  who  had  been  the  Chairman  of  the 
former  Committee,  was  elected  Chairman  of  the 
new  Committee. 

It  is  expected  that  the  membership  of  this  Com- 
mittee will  be  increased,  so  that  additi«nal  coun- 
tries will  be  represented,  and  as  wide  an  inter- 
national basis  as  possible,  will  be  provided. 


LOUISIANA  STATE  MEDICAL  SOCIETY 
WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  desires  to  express  their 
sincere  appreciation  to  Dr.  Talbot,  the  members 
of  the  Journal  committee  and  to  Miss  Shoemaker, 
for  their  fine  co-operation  in  again  publishing  in 
the  Journal  the  Year  Book  of  the  Auxiliary.  The 
Year  Book  is  a valuable  aid  to  the  members,  for 
which  we  are  deeply  grateful. 

A big  bouquet  of  red  roses — verbal  ones — goes  to 
Mrs.  Edgar  Burns  for  her  work  in  assembling 
and  preparing  the  material  for  the  Year  Book. 
This  was  a tedious  and  exacting  task,  well  done, 
and  which  it  was  necessary  to  perform  during  the 
hot  summer  months.  We  especially  appreciate  the 
effort  put  forth  by  Mrs.  Burns. 

The  President  of  the  Louisiana  State  Medical 
Auxiliary,  Mrs.  James  W.  Warren,  attended  the 
Fall  Conference  of  State  presidents,  presidents- 
elect  and  National  officers  in  Chicago  on  November 
6th  and  7th,  1947.  Mrs.  Warren  commented  that 
the  conference  was  very  helpful  and  inspiring. 

Mrs.  Warren  desires  to  express  her  appreciation 
to  the  various  chairmen  of  standing  committees 
who  have  sent  out  such  inspiring  and  helpful 
letters  to  parish  presidents  regarding  the  work  of 
their  departments.  Each  parish  president  is  urged 
to  see  to  it  that  these  letters  are  read  in  open 
meetings  as  this  is  the  only  medium  through  which 
the  chairmen  can  reach  and  appeal  to  the  members. 

Many  of  our  auxiliaries  are  going  forward  on 
our  new  project  “Preservation  of  Medical  Cultural 
Items”.  Shreveport,  Monroe  and  Baton  Rouge  have 
had  Mr.  D.  W.  Postell,  Librarian  of  the  Louisiana 
State  University  Medical  School  at  New  Orleans, 
speak  before  their  groups  on  this  subject.  It  is 
our  plea  that  the  Auxiliaries  work  actively  on  this 
project  and  turn  in  whatever  material  they  may 
have  to  Mrs.  Rhodes  J.  Spedale,  Plaquemine,  Chair- 
man of  Preservation  of  Medical  Cultural  Items. 


NOTICE 

The  MID-YEAR  EXECUTIVE  BOARD  MEET- 
ING will  take  place  in  New  Orleans  on  Thursday, 
February  26th,  1948  and  reports  will  be  due  at  that 
time.  You  will  be  notified  of  the  time  and  place 
about  ten  days  before  the  meeting. 
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A Primer  of  Cardioligy:  By  George  E.  Burch, 

M.  D.,  F.  A.  C.  P.  and  Paul  Reaser,  M.  D.  Lea  & 

Febiger,  Philadelphia,  1947.  Pp.  272.  Price,  $4.50. 

This  book  contains  two  hundred  fifty  seven  pages 
including  the  appendix.  It  is  divided  into  five 
chapters. 

The  first  chapter  begins  by  calling  the  atten- 
tion of  the  student  to  some  of  the  anatomical  facts 
concerned  with  the  study  of  heart  disease  and  the 
importance  of  the  position  of  the  heart  in  the  tho- 
rax. There  are  numerous  drawings  throughout  the 
book  to  help  the  reader  understand  the  descriptions 
given  in  the  text. 

In  Chapter  II  there  are  seventeen  signs  given 
as  dependable  or  pathognomonic  signs  of  heart 
disease.  There  is  a short  discussion  of  each  one. 
In  the  complete  diagnosis,  including  the  functional 
and  therapeutic  classification,  the  authors  follow 
the  nomenclature  of  the  American  Heart  Associa- 
tion: Heart  failure — anginal — congestive.  The  lat- 
ter divided  into  left,  right  and  combined  ventricu- 
lar failure  and  their  associated  syndromes  are 
described. 

The  discussions  of  the  conditions  are  not  ex- 
tensive but  are  adequate  for  the  purpose  of  this 
book.  They  are  consistent  with  the  views  of  most 
modern  cardiologists. 

At  the  end  of  Chapter  II  there  are  ten  pages 
devoted  to  the  discussion  of  edema,  pointing  out 
that  the  mechanism  of  cardiac  edema  is  not  fully 
understood. 

In  Chapter  III  heart  sounds  and  murmurs  are 
discussed  and  the  mechanism  of  their  production 
is  described  in  the  text  and  by  drawings. 

Chapter  IV  is  devoted  to  the  common  types  of 
heart  disease.  Heart  disease  is  defined  as  any  dis- 
turbance in  function  that  disturbs  the  patient  in 
any  way.  This  includes  cardiac  neurosis.  There  are 
some  who  might  object  to  a too  literal  application 
of  the  word  disease.  It  is  true  that  some  cases  of 
cardiac  neurosis  are  just  as  disabled  and  many  of 
them  are  harder  to  treat  than  those  with  organic 
heart  disease.  One  of  the  most  helpful  means  of 
handling  these  cases  is  to  be  able  to  tell  them 
truthfully  and  emphatically  that  they  have  no 
heart  disease  as  this  term  is  understood  by  the 
laity.  Names  given  to  conditions  by  physicians  have 
a way  of  finding  their  way  into  the  vocabulary 
of  the  lay  public  and  are  frequently  interpreted  dif- 
ferently from  that  intended  by  the  physician.  So  it 
might  be  best  not  to  encourage  the  application 
of  the  word  disease  to  the  various  types  of  cardiac 
neurosis  where  there  is  no  evidence  of  actual  dis- 
ease of  the  heart. 

At  the  end  of  Chapter  IV  there  is  a discussion 
of  congestive  heart  failure  which  is  very  good  and 
should  be  of  interest  to  all. 

Chapter  V deals  with  the  bed-side  diagnosis  of 


cardiac  irregularities.  The  subject  is  well  present- 
ed for  the  purpose  of  the  book.  A few  minor 
changes  in  wording  would  be  of  advantage.  In  the 
treatment  of  premature  beats  it  is  advised  to  have 
the  patient  sleep  longer  hours,  take  frequent  naps 
or  rest  reclining  frequently.  This  would  be  well  for 
patients  with  heart  disease  but  when  premature 
beats  are  the  only  findings  the  patient’s,  activities 
as  a rule  should  not  be  restricted.  It  is  stated  that 
if  a late  diastolic,  crescendo  murmur  is  heard  auri- 
cular fibrillation  cannot  exist.  This  is  true,  how- 
ever, if  the  diastolic  period  is  short  enough  and 
early  diastolic  murmur  may  give  the  impression 
of  being  late  and  being  crescendo  also  even  when 
auricular  fibrillation  is  present. 

There  is  an  appendix  of  sixteen  pages  in  which 
the  nomenclature  and  classification  of  heart  dis- 
ease advised  by  the  New  York  and  American  Heart 
Association  is  reproduced  and  tables  for  heart 
measurements  and  cardiac  diets  are  given. 

One  might  feel  that  a little  different  arrange- 
ment of  the  subject  matter  would  have  been  better 
but  the  book  will  fill  its  purpose  well  and  any  one 
interested  in  cardiology  will  find  the  reading  of 
it  interesting  and  helpful. 

J.  M.  Bamber,  M.  D. 


The  Foot  and  Ankle:  Their  Injuries,  Diseases,  De- 
formities and  Disabilities:  By  Philip  Lewin, 

M.  D.,  F.  A.  C.  S.  3rd  ed.  thoroughly  revised. 
Philadelphia,  Lea  & Febiger,  1947,  Pp.  847.  Price, 
$11.00 

This  3rd  edition  of  Dr.  Lewin’s  popular  book  has 
been  enlarged  by  the  addition  of  227  pages.  There 
have  been  few  if  any  deletions,  and  several  illus- 
trations have  been  added.  The  additions  are  pri- 
marily the  advancements  which  have  been  made  in 
the  methods  of  treatment  since  the  last  edition. 
They  reflect  the  changing  trends  of  thought 
brought  about  by  the  experience  of  orthopedic  sur- 
geons in  World  War  II  and  by  the  introduction  of 
antibiotics. 

The  same  style  with  readable  and  accurate  in- 
formation has  been  retained.  The  addition  of  new 
material  has  improved  the  usefulness  of  this  edi- 
tion as  a reference  book  for  all  physicians  and 
surgeons  concerned  with  treating  disturbances  of 
the  feet  or  ankles. 

R.  M.  Kimball,  M.  D. 


Handbook  of  Fractures:  By  Duncan  Eve,  Jr.,  M.  D., 

F.  A.  C.  S.,  and  Thimble  Sharber,  A.  B.,  M.  D. 

3rd  ed.  St.  Louis,  C.  V.  Mosby,  1947.  Ulus. 

Pp.  263.  Price,  $5.00. 

This  handbook  of  fractures  has  been  presented 
for  the  benefit  of  the  younger  members  of  the  pro- 
fession and  for  those  who  only  occasionally  under- 
take the  treatment  of  fractures.  This  is  an  extreme- 
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ly  practical  book,  with  the  emphasis  having  been 
placed  on  the  details  of  treatment.  The  illustra- 
tions are  well  done  and  are  adequate  in  number. 

The  author  has  consistently  brought  out  the  es- 
sential factors  in  the  management  of  the  common 
fracture  problems  with  the  minimum  number  of 
words.  Furthermore,  he  has  presented  in  detail 
a single  method  of  treatment  of  the  common  frac- 
tures which  is  conservative,  modern,  and  reliable. 
This  brevity  and  clarity  of  the  text  and  illustra- 
tions, combined  with  the  author’s  “seasoned”  choice 
of  methods,  makes  this  handbook  invaluable  to  the 
student,  interne,  resident,  and  general  practitioner. 

R.  M.  Kimball,  M.  D. 


Handbook  of  Communicable  Diseases:  By  Franklin 

Henry  Top,  A.  B.,  M.  D.,  M.  P.  H.,  F.  A.  C.  P. 

2nd  ed.  St.  Louis,  C.  V.  Mosby,  1947.  Pp.  992. 

Price,  $8.50. 

This,  the  second  edition  of  F.  H.  Top’s  Hand- 
book of  Communicable  Diseases  is  divided,  as  was 
the  first  edition,  into  three  sections.  The  first  sec- 
tion is  concerned  with  general  considerations  rela- 
tive to  communicable  diseases.  Infection  and  im- 
munity are  discussed  briefly,  emphasizing  tests  for 
immunity  and  immunization  procedures.  Chapters 
on  the  management  of  communicable  diseases  in  the 
home  and  in  the  hospital  are  included.  In  the  sec- 
ond section  specific  diseases  are  discussed  in  a 
clear,  concise  form  with  the  diseases  classified  ac- 
cording to  the  portal  of  entry  of  the  causative 
agent.  The  last  section  presents  in  table  form  ex- 
periences of  the  Herman  Kiefer  Hospital  with  the 
common  communicable  diseases. 

Special  mention  of  the  two  chapters,  wi'itten  by 
nurses,  on  the  management  of  communicable  dis- 
eases in  the  home  and  in  the  hospital  is  deserved. 
This  edition  of  Top’s  book  has  been  much  im- 
proved by  the  addition  of  chapters  on  fourteen  dis- 
eases not  included  in  the  first  edition.  These 
include  chapters  on  coccidioidomycosis,  rheumatic 
fever,  primary  atypical  pneumonia,  infectious 
hepatitis,  and  infectious  mononucleosis.  The  book 
is  adequately  illustrated  with  photographs  in  color 
and  in  black  and  white.  Though  this  is  not  a com- 
prehensive and  exhaustive  work,  it  is  recommended 
as  a ready  reference  on  the  more  common  com- 
municable diseases. 

Harry  V.  Herndon,  M.  D. 


Cineplasty:  By  Henry  H.  Kessler,  M.  D.,  Ph.  D. 

Springfield,  Illinois,  Charles  C.  Thomas,  1947. 

Pp.  201,  314  illus.  Price,  $6.75. 

This  excellent  monograph  by  Kessler  is  written 
with  well-founded  authority.  The  subject  of  cine- 
plastic  amputations  is  a controversial  one.  Much 
interest  was  revived  during  the  past  war  in  the 
entire  problem  of  amputation  and  prosthetic  de- 


vices and  again  in  cineplastic  amputations.  The 
scope  of  this  monograph  is  not  limited  to  cine- 
plastic  amputations  alone,  but  considers  the  entire 
problem  of  the  amputee,  both  from  the  physical 
and  psychological  point  of  view,  as  well  as  an  ex- 
tensive chapter  on  the  rehabilitation  oil  all  am- 
putees. 

The  sections  on  the  history  of  cineplastic  pro- 
cedure, the  physiology  and  anatomy,  and  the  sur- 
gical techniques  are  exceptionally  good.  Chapter 
VII,  which  deals  with  cineplastic  prostheses, 
probably  does  not  convey  the  true  limitations  of 
the  present  prostheses  which  are  available  for  such 
cases.  The  chapter  on  phalangization  and  the  chap- 
ter on  plastic  procedures  and  amputations,  cover 
the  procedure  of  phalangization  of  the  first  meta- 
carpal and  the  use  of  rotation  osteotomy  of  the 
fingers  to  oppose  the  thumb.  The  Krukenberg  op- 
eration, or  split  forearm  operation  designed  to 
furnish  prehensil  power  as  well  as  tactile  sensa- 
tion, is  thoroughly  discussed  and  evaluated. 

The  style  in  which  Dr.  Kessler  writes  is  extreme- 
ly readable,  authoritative,  and  quite  terse.  The 
critics  of  the  cineplastic  amputation  and  of  Dr. 
Kessler’s  work  in  this  field  have  based  their  crit- 
icisms on  the  lack  of  an  adequate  prosthetic  device 
for  the  fitting  of  these  patients.  This  monograph 
furnishes  an  extensive  amount  of  material  for  con- 
sideration by  all  who  are  interested  in  amputations 
and  the  restoration  and  the  rehabilitation  of 
amputees. 

Jack  Wickstrom,  M,  D. 


Textbook  of  Medicine:  By  Russell  L.  Cecil,  A.  B., 
M.  D.,  Sc.  D.,  Walsh  McDermott,  M.,  and 
Harold  G.  Wolff,  M.  D.  7th  ed.  Philadelphia,  W. 
B.  Saunders  Co.,  1947.  Pp.  1730.  Price,  $10.00. 
When  “Cecil’s  Medicine”  was  presented  orig- 
inally 20  years  ago,  it  was  recognized  to  be  a most 
welcome  addition  to  the  group  of  useful  texts  for 
students.  That  it  is  now  presented  in  its  seventh 
edition  is  adequate  evidence  to  its  continued  value 
and  worth  as  a means  of  imparting  clinical  in- 
formation. 

As  in  the  sixth  edition,  the  text  is  presented  in 
double  columns.  The  liberal  use  of  illustrations,  and 
particularly  the  inclusion  of  18  color  photographs, 
makes  the  text  much  more  readily  understood.  The 
current  interest  in  psychosomatic  medicine  is  re- 
flected in  a new  chapter  on  this  subject;  the  resur- 
gency  of  organic  neurology  is  likewise  represented 
by  new  articles  on  hemifacial  spasm,  on  narcolepsy 
and  on  diphtheritic  polyneuritis;  similarly  there 
are  several  contributions  on  vitamin  deficiencies 
and  excesses  not  previously  covered.  Practically  all 
of  the  other  articles  have  been  largely  revised. 

This  book  can  be  recommended  to  any  junior  or 
senior  medical  student  for  routine  use.  It  will  be 
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of  service  to  many  practitioners  who  wish  a brief 
discussion  of  those  clinical  entities  usually  regard- 
ed as  within  the  domain  of  internal  medicine.  While 
most  of  the  discussions  are  necessarily  dogmatic, 
differences  of  opinion  are  frequently  admitted  by 
the  insertion  of  an  appropriate  foot-note. 

The  seventh  edition  will  undoubtedly  be  as  well 
received  as  its  predecessors. 

Sidney  .Jacobs,  M.  D. 
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SYMPOSIUM:  CHEMOTHERAPY  AND 
ANTIBIOTICS* 

CHEMOTHERAPY  AND  ANTIBIOTICS 

MAXWELL  FINLAND,  M.  D.f 
Boston,  Mass. 

It  is  obviously  not  possible  to  cover  all 
of  the  important  aspects  of  chemotherapy 
and  antibiotics  in  this  presentation.  It  will 
be  necessary  to  limit  this  discussion  to  some 
general  principles  which  may  help  the  phy- 
sician to  understand  the  problems  involved 
and  to  orient  him  with  respect  to  the  prac- 
tical uses  of  these  agents.  Certain  aspects 
of  special  interest  will  also  be  considered, 
particularly  with  respect  to  those  agents 
which  have  had  wide  clinical  use.  Many 
important  features  of  the  subject  will  neces- 
sarily have  to  be  omitted  or  mentioned  only 
very  briefly. 

SULFONAMIDE  CHEMOTHERAPY 

The  first  successful  use  of  drugs  of  this 
group  was  based  on  the  demonstration  of 
antistreptococcal  activity  in  the  azo  dye, 
prontosil.  It  was  soon  shown  that  the  active 
principle  of  prontosil  was  the  simple  com- 
pound,  para-aminobenzine  sulfonamide 
which  is  released  from  prontosil  in  the 
body.  This  compound,  now  known  as  sul- 
fanilamide, has  had  wide  and  successful  use 
in  the  treatment  of  many  infections,  par- 
ticularly those  caused  by  the  streptococcus, 
gonococcus,  and  meningococcus  and  also  in 

^Presented  at  the  Annual  Meeting  of  the  Louisi- 
ana State  Medical  Society  at  New  Orleans,  May 
13,  1947. 

fFrom  the  Tho'rndike  Memorial  Laboratory, 
Second  and  Fourth  Medical  Services  (Harvard), 
Boston  City  Hospital  and  the  Department  of  Medi- 
cine, Harvard  Medical  School. 


urinary  tract  infection  due  to  the  colon 
bacillus.  It  is  also  effective  against  a large 
variety  of  other  organisms  but  usually  to 
a lesser  extent.  In  pneumococcal  infections, 
it  often  proved  lifesaving  in  the  treatment 
of  cases  of  meningitis  due  to  this  organism 
and  also  in  some  cases  of  pneumonia  due  to 
type  3 strains,  but  it  was  not  highly  effec- 
tive in  most  pneumococcal  pneumonias. 

Among  the  favorable  features  of  sul- 
fanilamide are  its  great  penetrating  power 
and  its  high  solubility.  Since  it  is  excreted 
by  the  kidneys,  either  unchanged  or  in  the 
acetylated  form,  concentrations  up  to  about 
one  per  cent  are  possible  and  frequently  at- 
tained in  the  urine  without  local  complica- 
tions except  under  unusual  circumstances. 
Sulfanilamide,  however,  has  many  draw- 
backs. When  compared  with  its  more  re- 
cent derivatives  its  activity  is  much  more 
limited  and  it  produces  toxic  effects  of 
greater  severity  and  more  frequently.  Those 
particularly  characteristic  of  sulfanilamide 
are  the  cyanosis  which  is  constant,  hemo- 
lytic anemia  which  occurs  more  frequently 
with  this  than  with  other  related  com- 
pounds, nervous  symptoms  which  may  be 
quite  disturbing,  and  occasionally  severe 
liver  damage. 

Changes  in  the  structure  of  sulfanila- 
mide made  by  the  addition  on  the  para- 
. amino  group  tend  to  inactivate  the  drug  un- 
less the  added  groupings  split  off  in  the 
body  to  release  the  active  compound.  Acetyl- 
ation occurs  by  conjugation  in  this  position 
within  the  body  and  the  acetylated  sulfona- 
mides are  inactive.  The  addition  of  various 
groupings  on  the  sulfonamide  end,  how- 
ever, produces  profound  changes  in  the  sol- 
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ability,  absorption  and  excretion,  toxicity 
and  activity.  Compounds  of  the  latter  type 
have  proved  to  be  the  most  successful 
among  the  many  that  have  been  synthe- 
sized and  tested.  See  Fig.  1 below. 
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Sulfapyridine  was  the  first  such  com- 
pound to  receive  clinical  trial.  It  has  great- 
er activity  than  sulfanilamide  against  the 
pneumococcus  and  also  against  some  other 
organisms  including  the  staphylococcus. 
Though  it  lacked  the  cyanosis-producing 
property  of  sulfanilamide,  sulfapyridine 
produced  such  marked  nausea  and  vomiting 
and  its  low  solubility  resulted  in  such  fre- 
quent occurrence  of  crystalluria,  hematuria 
and  renal  colic  that  it  rapidly  lost  favor  in 
this  country,  particularly  after  the  appear- 
ance of  sulfathiazole  and  later  sulfadia- 
zine. Sulfapyridine  was  used  continuously 
by  the  British  throughout  most  of  the  war. 
perhaps  because  they  had  a large  supply 
on  hand  or  because  they  were  the  ones  who 
first  introduced  it. 

Sulfathiazole  proved  to  be  appreciably 
more  active  against  the  pneumococcus, 
staphylococcus  and  coliform  organisms  and 
also  produced  much  less  nausea  and  vomit- 
ing. Drug  fever  and  rashes,  which  are  prob- 
ably manifestations  of  sensitization  reac- 
tions, were  much  more  frequent  with  this 
compound.  Sulfathiazole,  too,  is  highly  in- 
soluble and,  in  addition,  it  is  excreted  more 
rapidly  than  sulfapyridine.  As  a result,  pre- 
cipitation of  the  drug  occurs  all  too  fre- 
quently with  resulting  complications  sim- 
ilar to  those  that  were  observed  with  sulfa- 
pyridine. When  given  intravenously  in  the 
form  of  the  sodium  salt,  particularly  in  a 
dehydrated  patient,  precipitation  some- 


times occurs  directly  in  the  renal  tubules 
giving  rise  to  complete  anuria'  without 
crystalluria  or  hematuria.  Another  result  of 
the  rapid  e.xcretion  is  the  lower  blood  levels 
which  result  from  comparable  doses  when 
compared  with  sulfapyridine  and  sulfadia- 
zine. In  addition,  sulfathiazole  shows  much 
poorer  penetration  than  sulfanilamide,  sul- 
tapyridine  and  sulfadiazine  as  indicated  by 
the  relatively  low  concentrations  of  the 
drug  in  the  cerebrospinal  fluid.  It  has, 
therefore,  not  been  recommended  for  use 
in  meningitis,  although  its  greater  antibac- 
terial properties  and  relatively  low  toxicity 
make  it  fully  as  effective  as  sulfanilamide 
and  sulfapyridine. 

Sulfadiazine,  the  pyrimidine  derivative 
of  sulfanilamide,  has  proved  to  be  the  best 
compound  now  available  from  the  point  of 
view  of  its  high  antibacterial  properties  and 
relatively  low  toxicity.  It  is  rapidly  ab- 
sorbed, penetrates  about  as  well  as  sulfa- 
pyridine into  the  crebrospinal  fluid  and  is 
excreted  more  slowly  than  the  previous 
compounds  mentioned.  The  blood  concen- 
trations from  the  same  dose  are,  therefore, 
relatively  higher.  In  addition,  only  a rela- 
tively small  proportion  is  bound  to  serum 
protein  and  the  acetylated  compound  is  rap- 
idly excreted  so  that  the  proportion  of  in- 
active drug  in  the  circulating  blood  is  low, 
except  in  patients  who  have  poor  renal 
function.  Sulfadiazine,  has,  therefore,  come 
to  be  used  more  widely  than  all  the  other 
compounds.  It  has  most  of  the  toxic  effects 
common  to  the  others,  although  it  gives  no 
cyanosis,  produces  hemolytic  anemia  ex- 
tremely rarely  and  nausea  and  vomiting 
quite  infrequently.  Its  relatively  low  solu- 
bility, however,  does  result  in  urinary  tract 
complications.  In  common  with  the  other 
sulfonamides,  it  produces  sensitization  re- 
actions that  is,  fever  and  rashes,  when  giv- 
en continuously  for  more  than  five  days  and 
occasionally  agranulocytosis  if  given  for 
more  than  two  weeks. 

Three  compounds  closely  related  to  sul- 
fadiazine are  of  interest  as  indicating  the 
effect  of  minor  differences  in  chemical 
structure.  Sulfamerazine,  the  only  one  of 
these  three  that  has  been  used  to  any  great 
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extent,  is  sulfadiazine  to  which  one  methyl 
group  has  been  added  in  the  pyrimidine 
ring.  This  compound  is  still  absorbed  quite 
rapidly  but  its  excretion  is  much  more  de- 
layed and  as  a result  higher  blood  levels 
are  maintained.  This  was  considered  to  be 
desirable  because  of  the  possibility  of  using 
less  frequent  doses  and  smaller  total 
amounts.  Doses  of  one  gram  every  eight 
hours  were  advocated  instead  of  the  usual 
one  gram  every  four  hours.  The  smaller 
amount,  however,  proved  much  less  effec- 
tive in  spite  of  quantitatively  similar  or 
even  higher  blood  levels  as  compared  with 
sulfadiazine.  The  percentage  of  the  acetyl- 
ated  form  of  sulfamerazine  in  the  serum 
is  much  higher  than  with  sulfadiazine  and 
furthermore,  a larger  proportion  of  the 
free  drug  is  apparently  bound  to  the  serum 
albumin  which  further  limits  its  activity. 
As  a result,  larger  doses  were  necessary 
than  were  at  first  thought  adequate  and 
the  resulting  higher  blood  levels  and  slower 
excretion  increased  the  frequency  of  toxic 
effects. 

Another  compound  first  introduced  by 
the  British  and  widely  used  by  them  to- 
ward the  end  of  the  war  is  sulfamethazine 
which  is  similar  to  sulfarherazine  except 
that  it  has  two  methyl  groups  instead  of 
one.  This  compound  is  absorbed  and  ex- 
creted much  more  rapidly  but  is  acetylated 
to  a greater  extent  than  either  of  its  dia- 
zine  analogues.  Consequently,  blood  levels 
are  much  lower  with  the  same  dose,  and 
hence  larger  doses  are  required  for  ther- 
apy. This  in  turn  results  in  much  more  fre- 
quent crystalluria  and  hematuria  in  spite 
of  the  greater  solubility  of  both  its  free  and 
acetylated  forms  as  compared  with  the  cor- 
responding forms  of  sulfadiazine  and  sul- 
famerazine. 

The  pyrazine  group  has  a molecular 
structure  identical  with  pyrimidine  except 
for  the  position  of  the  nitrogens.  Sulfapyra- 
zine  is  a highly  active  compound  but  it  is 
much  less  soluble  than  sulfadiazine,  more 
rapidly  absorbed  and  more  rapidly  excreted 
and  only  slightly  acetylated.  The  resulting 
blood  levels  are  even  lower  than  those  ob- 
tained with  sulfathiazole,  and  urinary  tract 


complications  due 
therefore,  more  frequent.  For  this  reason 
this  compound  has  not  received  wide  ac- 
claim, although  even  with  the  low  levels  this 
drug  seems  to  be  as  active  as  any  other 
compound. 

Two  features  of  special  interest  with  re- 
spect to  the  use  of  sulfonamides  may  be 
mentioned  because  they  are  not  widely  or 
fully  appreciated.  One  is  concerned  with 
the  problem  of  sensitization  and  the  other 
with  the  renal  complications. 

The  development  of  fever  or  a rash  and 
occasionally  other  symptoms  during  sulfon- 
amide administration  usually  indicates  the 
development  of  sensitization  and  in  the  ma- 
jority of  individuals  this  sensitization  will 
persist.  Continuation  of  the  therapy  aggra- 
vates the  symptoms  and  readministration 
of  the  same  compound  at  a subsequent  date 
will  bring  about  a recurrence  of  symptoms 
and  these  are  often  of  great  severity  and 
may  preclude  the  use  of  that  drug.  It  has 
been  found,  however,  that  other  sulfona- 
mide compounds  may  then  be  used  either 
to  continue  treatment  without  interruption 
or  for  subsequent  therapy  at  a later  date 
in  the  great  majority  of  cases.  Only  about 
15  percent  of  persons  who  develop  these 
reactions  to  one  of  the  agents  will  become 
so  sensitized  that  they  will  not  tolerate  any 
other  sulfonamide  compound  in  addition  to 
the  one  which  occasioned  the  sensitization 
in  the  first  place. 

Thus,  a person  who  develops  a rash  and 
fever  from  sulfadiazine  can  receive  sulfa- 
thiazole immediately  to  continue  treatment 
and  the  fever  and  rash  will  subside  or  he 
can  be  given  sulfathiazole  at  a later  date 
without  having  any  manifestations^  pro- 
vided, of  course,  that  he  has  not  previously 
had  sulfathiazole  long  enough  to  become 
sensitized  to  it  as  well.  In  the  case  of  the 
three  compounds,  sulfadiazine,  sulfamera- 
zine and  sulfamethazine,  however,  there  is 
a reciprocal  relationship  so  that  sensitiza- 
tion to  one  almost  always  is  accompanied 
by  sensitization  to  all  three.  Sulfapyrazine, 
on  the  other  hand,  may  be  given  to  a person 
sensitized  to  sulfadiazine  or  to  one  of  its 
methyl  derivatives  without  recurrence  of 
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symptoms,  and  the  reverse  is  also  true. 
Persons  sensitive  to  sulfapyrazine  will  tol- 
erate any  of  the  diazine  compounds. 

The  most  frequent  complications  of  the 
sulfanilamide  derivatives  thus  far  discussed 
are  related  to  their  low  solubility  which  re- 
sults in  the  precipitation  of  crystals  of  the 
free  and  acetylated  forms  within  the  urin- 
ary tract,  giving  rise,  in  turn,  to  hematuria 
and  concretions  which  then  produce  renal 
colic  and  anuria.  It  has  been  found  that  in 
water  or  in  urine,  each  of  these  compounds 
retains  its  own  solubility  irrespective  of 
the  presence  or  of  the  amount  of  any  of 
the  other  sulfonamides  in  the  same  solu- 
tion. Furthermore,  the  antibacterial  action 
of  any  combination  of  sulfonamide  drugs 
was  found  to  be  additive.  These  facts  have 
led  to  the  suggestion  that  combinations  of 
sulfonamides  may  be  used  to  advantage  in 
therapy.  The  same  total  dose  in  the  form 
of  a combination  of  different  sulfonamides 
would  have  the  same  activity  but  v/ould  be 
much  less  likely  to  produce  urinary  tract 
complications  than  if  a single  compound 
were  used. 

Lehr  in  New  York  suggested  the  use  of 
a combination  of  sulfadiazine  and  sulfa- 
thiazole  and  Frisk  in  Sweden  suggested  a 
combination  of  equal  amounts  of  sulfadia- 
zine, sulfamerazine  and  sulfathiazole.  Be- 
cause SLilfamerazine  is  excreted  more  slow- 
ly and  sulfathiazole  more  rapidly  than  sul- 
fadiazine the  Frisk  combination  results  in 
absorption  and  excretion  relationships  al- 
most identical  to  those  obtained  with  sulfa- 
diazine. Flippin  and  his  colleagues  used  sul- 
fadiazine and  sulfamerazine,  a combination 
which  has  the  merit  of  two  cc»mpounds 
which  are  mutually  related  as  far  as  sensi- 
tization is  concerned,  leaving  the  possibility 
of  using  sulfathiazole  later  should  a reac- 
tion result  from  the  use  of  that  combina- 
tion. This  would  not  be  possible  if  the  com- 
binations suggested  by  Lehr  and  Frisk  were 
used  because  in  that  event  the  patient  would 
most  likely  be  sensitized  to  both  the  diazine 
and  thiazole  derivatives.  Possibly  the  com- 
bination of  the  three  pyrimidine  com- 
pounds, sulfadiazine,  sulfamerazine  and  sul- 
famethazine might  prove  even  better  since 


this  combination,  like  Frisk’s,  is  likely  to 
have  absorption  and  excretion  relationships 
similar  to  those  obtained  with  sulfadiazine. 

For  use  in  enteric  infections  or  for  re- 
ducing the  bacterial  content  of  the  bowel, 
it  has  seemed  desirable  to  have  compounds 
which  are  poorly  absorbed  and  yet  remain 
active  in  the  bowel  or  become  active  by  the 
release  of  an  active  component  within  the 
bowel  contents.  Several  different  com- 
pounds have  been  used.  The  first  was  sul- 
faguanidine  which  is  highly  soluble  but 
poorly  absorbed  from  the  bowel.  This  com- 
pound has  been  widely  used  but  it  is  much 
less  effective  as  a bacteriostatic  than  other 
compounds  and  is  sufficiently  absorbed  to 
give  most  of  the  common  reactions,  includ- 
ing those  in  the  urinary  tract.  The  latter 
are  particularly  prone  to  occur  in  patients 
with  diarrhea  or  in  tropical  climates  be- 
cause the  drug  is  often  administered  to  pa- 
tients who  become  dehydrated  and  excrete 
very  little  urine. 

Other  compounds  have  been  made  by  ad- 
ditions on  the  para-amino  group  of  sulfa- 
thiazole to  form  succinylsulfathiazole  (sul- 
fasuxidine)  and  phthalylsulfathiazole  (sul- 
fathalidine) . These  compounds  are  inactive 
until  they  are  hydrolyzed  in  the  bowel  and 
the  free  sufathiazole  is  released.  Only  a 
very  small  part  of  the  total  amount  of  the 
drug  ingested  is  broken  down  in  this  man- 
ner but  this  occurs  mostly  low  in  the  bowel 
where  the  sulfathiazole  is  poorly  absorbed 
and  therefore  is  almost  entirely  available 
for  action  on  the  bowel  contents.  Since, 
however,  some  material  may  be  broken 
down  higher  up  in  the  bowel  and  since  some 
absorption  does  take  place  from  lower 
down,  the  possibility  of  *iensitization  to  sul- 
fathiazole exists  and  actually  does  occur 
at  times. 

A similar  result  is  obtained  by  a com- 
pound in  which  a COOH  group  is  added  to 
the  thiazole  ring.  This  group  too  is  released 
within  the  bowel  so  that  activity  is  prob- 
ably due  to  the  free  sulfathiazole.  Carboxy- 
sulfathiazole,  however,  is  very  poorly  ab- 
sorbed and,  when  taken  by  mouth,  is  re- 
coverable almost  entirely  in  the  feces. 
Other  changes  in  the  thiazole  ring  as  in  the 
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case  of  sulfathiadiazole  and  one  of  its 
methyl  derivatives  result  in  much  more 
rapid  and  much  more  complete  absorption 
and  excretion  in  the  urine  in  humans.  These 
latter  compounds  though  active  in  reducing 
the  bowel  flora  in  mice  proved  less  useful 
in  this  respect  in  humans  but  may  possibly 
be  effective  in  the  treatment  of  urinary 
tract  infections.  Because  of  the  rapidity 
with  which  these  compounds  are  excreted  in 
the  urine,  however,  the  use  of  large  doses 
at  any  one  time  must  be  avoided  if  crystal- 
luria  and  renal  colic  is  to  be  prevented. 

It  is  difficult  to  leave  the  subject  of  suf- 
fonamides  without  noting  the  nature  of  the 
chemical  groups  which  are  involved  in  the 
various  active  derivatives.  The  m.ost  widely 
accepted  theory  of  the  action  of  chemothera- 
peutic agents  is  that  they  interfere  in  any 
of  a number  of  ways  with  metabolites  es- 
sential to  the  growth  of  bacteria.  In  the 
case  of  sulfonamides  it  is  considered  to  be 
an  interference  with  the  normal  metabolism 
of  para-aminobenzoic  acid  which  has  such 
a marked  similarity  to  the  structure  of  suf- 
fanilamide.  The  other  structures  that  have 
served  to  enhance  the  activity  of  sulfanila- 
mide will  be  recognized  as  essential  parts  of 
the  molecules  of  known  vitamins  and  co- 
enzymes. 

The  group  of  compounds  not  inhibited  by 
para-aminobenzoic  acid  need  only  be  men- 
tioned. The  amino  grouping  in  these  com- 
pounds is  separated  from  the  benzene  ring. 
Such  compounds  were  first  synthesized  in 
Germany  during  the  war  and  used  topically 
in  the  treatment  of  wound  infections.  They 
have  proved  too  toxic  for  systemic  use.  The 
type  compound  is  marfanil.  These  com- 
pounds, while  they  have  been  studied  in  this 
country,  have  not  received  wide  acceptance 
because  of  their  toxicity. 

The  prophylactic  use  of  sulfonamides  has 
received  some  attention.  In  this  connection 
it  is  necessary  to  distinguish  several  distinct 
situations : 

1.  The  use  of,  a single  dose  or  a single 
short  course  for  protection  against  a single 
exposure  as  in  the  prophylaxis  of  gonorrhea 
or  in  the  preparation  for  an  operation  on 


the  bowel  where  spillage  of  bowel  contents 
may  be  expected. 

2.  A single  dose  or  a single  short  course 
for  a large  group  of  persons  exposed  to  a 
possible  epidemic  due  to  a highly  susceptible 
crganism  as  in  the  case  of  the  mass  and 
simultaneous  prophylaxis  in  a military 
camp  or  other  large  population  unit  for  the 
purpose  of  eradicating  meningococcal  car- 
riers. 

3.  Continuous  treatment  with  small 
daily  doses  for  individuals  or  for  small 
groups  of  individuals  for  a specific  indica- 
tion, as  in  the  prevention  of  hemolytic 
streptococcal  infections  in  susceptible  per- 
sons who  are  subject  to  recurrences  of  rheu- 
matic fever. 

4.  Mass  prophylaxis  of  a large  popula- 
tion with  the  idea  of  preventing  or  reducing 
the  general  incidence  of  bacterial  infections 
as  in  the  case  of  military  units  during  and 
immediately  after  mobilization,  when  epi- 
demics of  respiratory  infections,  including 
streptococcal  infections  may  be  expected  to 
occur  with  considerable  regularity. 

The  experiences  with  sulfonamide  pro- 
phylaxis to  date  probably  justify  the  fol- 
lowing conclusions : 

A single  dose  of  one  to  four  drams  or  a 
short  course  for  one  or  two  days  is  probably 
not  harmful  except  in  two  circumstances, 
namely:  (1)  in  persons  who  have  already 
been  sensitized  to  the  same  or  sometimes  to 
another  sulfonamide  by  virtue  of  a previous 
exposure,  and  (2)  in  persons  with  severe 
renal  damage  who  will  retain  the  drug  for 
long  periods  even  after  these  small  amounts. 
Such  a dose  will  probably  clear  up  meningo- 
coccal carriers  temporarily  and  prevent  in- 
fection from  exposure  to,  or  during  the  in- 
cubation period  of  meningococcal  infections. 
It  may  possibly  prevent  other  infections  due 
to  highly  susceptible  strains  of  gonococcus, 
meningococcus,  or  hemolytic  streptococcus 
and  will  probably  reduce  the  incidence  and 
severity  of  postoperative  peritonitis  follow- 
ing bowel  surgery. 

Continuous  prophylaxis  may  result  in 
sensitization  of  an  appreciable  proportion 
of  individuals  and  agranulocytosis  or  other 
serious  complications  in  a small  percentage. 
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These  complications  may  be  serious  in  them- 
selves and  usually  will  preclude  the  further 
use  of  these  compounds.  This  method  may 
also  permit  the  dissemination  of  sulfona- 
mide-resistant strains  while  suppressing  or 
eliminating  susceptible  ones.  Whether  the 
resistant  strains  that  spread  are  those 
which  were  originally  resistant  or  strains 
which  were  enhanced  in  their  resistance  by 
exposure  to  the  drug  within  the  body  is  not 
entirely  clear  from  the  evidence  to  date. 
Probably  either  or  both  of  these  jiossibilities 
may  be  operative  in  this  instance.  Continu- 
ous treatment  will  probably  completely 
eliminate  the  chance  of  the  recipient’s  ac- 
quiring meningococcal  infections  and  will 
reduce  the  incidence  of  bacterial  respiratory 
tract  infections  in  these  individuals  unless 
or  until  sulfonamide-resistant  strains  make 
their  appearance.  Recurrent  attacks  of 
rheumatic  fever  should,  therefore,  be  pre- 
vented to  some  extent  by  such  prophylaxis. 

The  importance  of  drug  fastness  is  well 
demonstrated  by  the  striking  increase  in  the 
proportion  of  resistant  strains  of  gonococci 
during  the  last  few  years.  At  the  present 
time  very  few  susceptible  gonococci  are  en- 
countered whereas  resistant  strains  were 
quite  rare  before  1939.  The  increased  inci- 
dence of  resistant  strains  of  hemolytic 
streptococci  during  and  after  the  prophy- 
lactic sulfonamide  program  in  some  of  the 
armed  forces  has  also  been  quite  striking. 
Resistant  strains  of  pneumococci  have  been 
found  to  disseminate  during  continuous  sul- 
fonamide prophylaxis  against  respiratory 
infections  and  such  resistant  pneumococci 
and  hemolytic  streptococci  may  cause  seri- 
ous infections  which  will  resist  therapy  with 
any  of  the  sulfonamides. 

The  evidence  to  date  would  indicate  that 
natural  resistance  to  sulfonamides  or  fast- 
ness acquired  by  exposure  of  bacteria  to 
sulfonamides  within  the  body  is  a perma- 
nent property  of  the  organism  and  is  not 
lost  on  passage.  The  virulence  of  strains 
that  are  resistant  under  these  conditions  is 
not  reduced.  This  is  in  contrast  to  the  course 
of  certain  organisms  which  are  made  re- 
sistant to  sulfonamides  by  exposure  to  these 
drugs  in  vitro-,  such  organisms  may  lose 


their  virulence  in  the  process  ot  acquiring 
resistance  and  they  may  regain  their  sus- 
ceptibility when  freed  from  exposure  to  the 
drug  for  a number  of  generations. 

It  is  worth  pointing  out  that  resistance 
to  one  of  the  sulfonamides  is  accompanied 
by  similar  resistance  to  others  when  allow- 
ance is  made  for  the  different  degrees  of 
the  underlying  bacteriostatic  action  of  the 
different  compounds  against  the  particular 
organism  concerned.  This  is  in  contrast  to 
what  has  already  been  noted  in  the  case  of 
sensitization.  Sulfonamide  resistance,  how- 
ever, whether  natural  or  acquired  does  not 
alter  the  susceptibility  of  the  organisms  to 
other  types  of  chemical  agents  and  to  the 
various  antibiotics. 

Brief  mention  may  be  made  here  of  the 
use  of  chemotherapy  in  tuberculosis.  The 
sulfonamides  are  capable  of  suppressing  the 
growth  of  Mycobacterium  tuberculosis  in 
synthetic  media  and  they  have  a slightly 
favorable  influence  on  the  lesions  produced 
by  virulent  human  strains  in  a standard 
type  of  infection  in  the  susceptible  guinea 
pig.  The  latter  effect,  however,  has  not 
been  very  significant.  Several  compounds, 
however,  have  proved  effective  in  such  ex- 
perimental infections.  One  of  them  is  4-4' 
diaminodiphenylsulfone  and  two  others  are 
derivatives  of  this  compound,  namely 
promin  and  diasone.  A fourth  compound, 
prornizole,  has  also  proved  highly  effective 
in  guinea  pigs.  The  latter  compoiind  is  very 
similar  in  structure  to  sulfathiazole  from 
which  it  differs  only  by  the  position  of  one 
NH,  group.  The  formulas  of  these  com- 
pounds are  shown  in  Fig.  2 below.  In  human 
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cases  the  use  of  all  of  these  compounds  has 
been  sharply  limited  chiefly  because  of  their 
considerable  toxicity.  The  use  of  effective 
doses  for  long  enough  periods  to  bring  about 
favorable  results  comparable  to  those  ob- 
served in  guinea  pigs  has  not  yet  been  pos- 
sible in  large  numbers  of  cases.  The  results, 
however,  are  encouraging  enough  to  con- 
tinue the  search  along  similar  lines.  The 
possibility  of  using  these  compounds,  or 
similar  ones  in  conjunction  with  streptomy- 
cin or  other  substances  that  may  become 
available  also  requires  further  and  careful 
study  since  there  is  evidence  to  suggest  that 
such  a combination  may  be  helpful  and 
feasible. 

Having  mentioned  the  sulfones  it  seems 
appropriate  also  to  note  the  use  of  para- 
aminobenzoic  acid  in  the  treatment  of  rick- 
ettsial infections.  This  substance  is  effective 
in  experimental  infections,  particularly  in 
chick  embryos,  but  also  to  some  extent  in 
mJce.  It  is  excreted  very  rapidly  in  the 
latter  and  in  humans  and  for  that  reason 
frequent  and  large  doses  are  required  to 
maintain  any  appreciable  concentration  in 
the  blood  and  tissues.  With  the  use  of  the 
sodium  salt  in  large  and  frequent  doses, 
favorable  results  have  been  reported  in 
cases  of  epidemic  typhus  and  possibly  in 
Rocky  Mountain  spotted  fever  and  in  scrub 
typhus. 

I'ENICILLIX 

The  virtues  and  properties  of  iienicillin  as 
an  antibiotic  agent  are  now  well  known.  Its 
effectiveness  against  most  gram-positive  or- 
ganisms is  appreciably  superior  to  that  of 
the  sulfonamides.  It  is  far  more  effective 
than  the  latter  in  gonococcal  infections  and 
is  equally  effective  against  sulfonamide- 
resistant  strains  as  against  those  which  are 
sulfonamide  sensitive.  For  that  reason 
penicillin  has  essentially  replaced  the  sul- 
fonamides in  the  treatment  of  gonococcal 
infections.  The  closely  related  meningococci, 
however,  are  considerably  less  sensitive 
to  penicillin  and  much  more  sensitive  to 
the  sulfonamides,  and  sulfonamide-resistant 
strains  of  meningococci  have  not  been  en- 
countered. The  sulfonamides,  therefore, 
continue  to  be  the  drugs  of  choice  in  the 


treatment  of  meningococcal  meningitis  and 
other  meningococcal  infections. 

Penicillin  is  not  effective  against  most  of 
the  gram-negative  bacilli.  Occasional  strains 
may  be  sufficiently  susceptible  so  that  local 
therapy  using  high  concentrations  may  be 
successful.  Thus  occasional  cases  of  H.  in- 
flueyizae  meningitis  and  of  gram-negative 
bacillus  empyema  have  been  cured  by  the 
use  of  penicillin  given  respectively  by  the 
intrathecal  and  intrapleural  routes  in  addi- 
tion to  the  systemic  administration. 

Penicillin  is  highly  effective  against 
many  spirochidal  infections.  When  used  lo- 
cally or  systemically  it  produces  dramatic 
results  in  cases  of  fusospirochetal  infection 
of  the  mouth.  Systemic  treatment  is  highly 
effective  in  yaws  and  in  relapsing  fever. 
The  results  in  Weil’s  disease  are  variable. 
When  used  in  large  enough  doses  given  over 
a long  enough  period,  it  has  produced  a high 
percentage  of  cures  in  syphilis.  The  opti- 
mum dose  and  duration  of  therapy  have  not 
been  entirely  worked  out.  Combined  therapy 
with  arsenic  and  bismuth  has  proved  su- 
perior to  the  use  of  penicillin  alone  and 
probably  constitutes  the  most  reliable  form 
of  therapy  at  present.  While  recent  work 
indicates  that  experimental  syphilitic  infect 
tions  in  the  rabbit  may  be  prevented  by 
relatively  small  doses  of  penicillin  G,  there 
is  at  present  no  evidence  to  support  the  hope 
that  similar  results  may  be  expected  in 
humans.  Syphilis  has  developed  in  patients 
who  have  been  successfully  treated  with 
small  doses  of  penicillin  for  gonococcal  in- 
fections. In  such  cases  the  appearance  of 
the  primary  luetic  lesion  may  be  delayed  or 
prevented,  but  serological  and  clinical  evi- 
dence of  the  disease  appears  later. 

All  of  these  features  of  the  antiluetic  ac- 
tion are  independent  of  the  changing  char- 
acter of  penicillin  which  caused  much 
concern  not  so  long  ago.  The  lots  of  peni- 
cillin now  available  are  essentially  devoid 
of  the  relatively  inactive  penicillin  K and 
consist  almost  entirely  of  penicillin  G which 
seems  to  be  the  most  effective  form  avail- 
able at  present.  Whether  other  forms  of 
penicillin  or  other  antibiotics  from  the  same 
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or  other  molds  will  have  greater  antisyphili- 
tic action  remains  to  be  seen. 

Penicillin  does  not  appear  in  significant 
concentrations  in  the  cerebrospinal  fluid 
after  parenteral  injection  and  for  that  rea- 
son intrathecal  injections  must  be  used  to 
supplement  parenteral  injections  in  the 
treatment  of  meningitis.  Furthermore  the 
sulfonamide  drugs  because  of  their  great 
penetration  and  their  different  mode  of 
action  are  highly  useful  as  an  adjunct  to 
penicillin  in  such  cases. 

The  sulfonamides  are  inhibited  by  pus 
and  by  the  products  of  tissue  break-down. 
For  that  reason  the  local  instillation  of  sul- 
fonamides into  suppurative  foci  has  not 
usually  proved  of  any  great  advantage. 
Penicillin,  on  the  other  hand,  can  be  used 
very  effectively  by  local  application  or  in- 
stillation into  areas  of  suppuration.  It  has 
proved  particularly  effective  when  used  in 
this  manner  in  the  treatment  of  serous  sac 
infections,  namely  in  empyema,  purulent 
arthritis  and  pericarditis.  In  such  cases  re- 
peated aspirations  followed  by  instillations 
of  penicillin  in  generous  amounts  have  re- 
sulted in  a large  proportion  of  cures  with- 
out resort  to  operations.  At  the  Boston  City 
Hospital  almost  all  cases  of  post-pneumonia 
empyema  due  to  penicillin  - susceptible 
strains  have  been  successfully  treated  in 
this  manner  during  the  past  two  years  and 
the  usual  mutilating  operations  have  not 
been  found  necessary.  As  much  as  200,000 
units  is  injected  daily  into  the  empyema 
cavity  in  a volume  of  10  to  100  c.c.  of  saline. 
Lavage  of  the  cavity  before  each  instillation 
has  proved  advantageous  particularly  when 
the  fluid  is  thick  and  contains  much  fibrin. 
When  large  doses  are  given  intrapleurally, 
additional  penicillin  by  intramuscular  injec- 
tion is  usually  unnecessary  becase  the 
absorption  from  the  cavity  is  slow,  and  sig- 
nificant blood  levels  of  penicillin  are  often 
sustained  for  24  hours,  or  even  longer. 
Aspirations  and  intrapleural  injections  are 
continued  as  long  as  improvement  continues 
and  until  a few  days  after  the  infection  has 
definitely  been  controlled  as  evidenced  by 
all  clinical  and  laboratory  criteria. 

In  osteomyelitis,  particularly  in  the  acute 


forms  but  also  in  chronic  cases  after  the 
lesion  has  been  freed  of  sequestra  by  opera- 
tive procedures,  the  prolonged  use  of  large 
doses  of  penicillin  has  brought  about  con- 
sistently good  results.  The  best  results  fol- 
low prolonged  and  intensive  treatment  and 
avoidance  of  operation  as  long  as  clinical 
and  laboratory  findings  indicate  that  the 
infection  is  controlled  and  in  spite  of  appar- 
ent progression  of  the  lesion  in  x-rays.  The 
eventual  return  of  the  bony  structure  to 
normal  usually  occurs  in  such  cases.  Peni- 
cillin resistant  strains  sometimes  appear 
but  the  degree  of  resistance  is  not  marked 
and  improvement  often  continues  in  spite 
of  the  presence  of  such  organisms.  In-  the 
early  postoperative  stages  in  chronic  cases, 
instillations  of  penicillin  through  small 
catheters  inserted  into  the  wound  have 
proved  helpful. 

In  subacute  bacterial  endocarditis  due  to 
susceptible  organisms  the  keynote  is  the 
same,*namely  prolonged  and  intensive  treat- 
ment. A minimum  of  four  weeks  of  treat- 
ment after  the  temperature  has  returned  to 
normal  should  be  insisted  on  in  such  cases. 
The  tendency  now  is  to  use  massive  doses 
but  the  majority  of  cases  will  not  require 
more  than  a total  of  500,000  units  a day 
given  in  six  or  eight  doses.  Only  occasional 
cases  due  to  relatively  resistant  strains  may 
require  larger  amounts.  The  development 
of  resistant  strains  during  treatment  has 
not  been  frequent  and  the  degree  of  en- 
hanced resistance  has  been  minor.  Occa- 
sionally cases  which  apparently  fail  to  re- 
spond to  small  doses  may  respond  to  doses 
of  several  million  units  per  day.  Others 
will  respond  to  penicillin  X or  to  strepto- 
mycin when  they  failed  to  respond  to  peni- 
cillin G but  these  cases  are  rare. 

The  problem  of  dosage  now  is  consider- 
ably different  from  what  it  was  when  peni- 
cillin was  scarce  and  very  expensive.  The 
general  tendency  has  been  to  use  much 
larger  amounts  than  are  indicated  from  the 
sensitivities  of  the  infecting  organism  and 
also  from  the  known  results  in  large  num- 
bers of  cases.  There  is,  of  course,  no  serious 
objection  to  such  usage,  except  that  it 
is  usually  unnecessary,  extravagant  and 
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wasteful.  One  aspect  that  has  interested  us 
is  the  use  of  large  individual  doses  in  aque- 
ous solutions  and  the  possibility  of  there- 
by increasing  the  interval  between  injec- 
tions and  reducing  the  number  of  injections. 
The  penicillin  that  is  now  available  gives 
very  little  local  reactions  and  can  be  used 
in  high  concentrations  so  that  large 
amounts  may  be  injected  in  small  volumes 
without  much  local  irritation.  It  has  been 
possible  to  effect  cures  in  most  cases  of 
pneumococcal  pneumonia  with  100,000 
units  every  eight  hours.  Though  effective 
levels  are  not  usually  maintained  in  the 
blood  for  more  than  half  of  the  interval  be- 
tween injections  the  results  seem  to  justify 
this  procedure.  Similar  adjustments  for  in- 
creasing the  dose  and  prolonging  the  inter- 
val may  be  adapted  to  other  infections  or 
to  severe  cases. 

Large  doses  of  penicillin  given  at  fre- 
quent intervals,  however,  may  broaden  the 
scope  of  penicillin  activity  to  include  infec- 
tions with  organisms  usually  considered  to 
be  penicillin  resistant.  This  possibility  is 
suggested  by  the  apparently  successful  use 
of  such  dosage  in  cases  of  peritonitis.  Doses 
of  100,000  or  200,000  units  every  two  or 
three  hours  will  limit  the  spread  of  such 
infection  and  often  effect  cure  even  though 
the  gram-negative  bacilli  and  enterococci 
usually  found  in  these  cases  are  not  very 
susceptible  to  penicillin  m vitro. 

Various  methods  are  available  for  pro- 
longing penicillin  action  by  delaying  its  ex- 
cretion and  some  of  these  methods  have 
received  wide  use.  The  one  now  most  pop- 
ular is  the  preparation  of  penicillin  in  a 
mixture  of  4.8  per  cent  beeswax  in  peanut 
oil.  While  it  has  been  widely  claimed  that 
a single  dose  of  300,000  units  in  such  a mix- 
ture will  maintain  effective  blood  levels  in 
adults  throughout  a 24  hour  period,  this  has 
not  proved  true  in  the  majority  of  cases. 
Indeed,  blood  levels  after  12  hours  are  very 
erratic,  and  only  a small  proportion  of  pa- 
tients still  have  measurable  amounts  cir- 
culating after  18  hours.  The  preparations 
have  another  disadvantage  in  that  they  are 
often  difficult  to  give,  especially  if  vials 
containing  more  than  a single  dose  are 


used ; the  local  reactions  are  sometimes 
moderate  or  severe  and  persist  for  a long 
time,  and  sensitization  reactions  are  more 
frequent  from  their  use  than  after  simple 
aqueous  preparations.  New  preparations  in 
which  the  same  ingredients  are  prepared 
so  that  they  flow  freely  at  room  tempera- 
ture are  probably  not  quite  so  effective 
from  the  point  of  view  of  sustaining  levels 
though  they  are  much  more  convenient  to 
administer.  In  some  sick  patients  as  much 
as  600,000  units  twice  a day  may  be  neces- 
sary to  obtain  results  similar  to  those  ordi- 
narily observed  with  30,000  units  of  aque- 
ous preparations  given  every  three  hours. 
Preparations  containing  less  than  4.8  per 
cent  beeswax,  or  none  at  all  as  in  the  prod- 
ucts depending  on  water-in-oil  emulsions, 
have  produced  too  little  prolongation  of 
levels  to  warrant  the  effort  and  expense. 
Far  better  results  are  obtained  by  a sub- 
stantial increase  in  the  dose  of  penicillin. 

Other  agents  have  been  used  which  pro- 
long the  action  of  penicillin  by  interfering 
with  its  tubular  excretion.  Diodrast  was  the 
first  one  to  be  used  experimentally.  Para- 
aminohippuric  acid  also  has  this  effect,  but 
it  must  be  used  intravenously  in  large 
amounts.  Sodium  benzoate  and  restriction 
of  fluid  intake  have  been  found  useful  for 
this  purpose  by  some  workers.  Recently  a 
new  compound  called  caronamide  has  been 
found  to  have  a similar  effect  but  large  and 
frequent  oral  doses  of  this  compound  are 
necessary.  The  details  of  its  practical  use 
remain  to  be  worked  out  particularly  with 
respect  to  the  possibility  of  enhancing  the 
action  of  penicillin  taken  orally. 

Penicillin  given  orally  in  simple  aqueous 
solutions  produces  measurable  blood  levels 
fairly  constantly  if  given  on  an  empty  stom- 
ach, but  four  or  five  times  as  much  is  re- 
quired on  the  average  to  produce  results 
comparable  to  those  obtained  after  intra- 
muscular administration.  The  gastric  acid- 
ity and  motility,  inactivation  by  intestinal 
bacteria  and  possibly  adsorption  on  food 
are  all  variable  factors  which  may  interfere 
with  the  proper  absorption  of  oral  penicil- 
lin. The  absorption  after  meals  is  extreme- 
ly erratic  and  usually  unpredictable.  Some 
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persons  will  obtain  no  measurable  levels 
even  from  large  doses  and  the  amount  re- 
covered in  the  urine  may  vary  from  2 to 
35  per  cent  of  the  administered  dose. 
Buffered  penicillin  tablets  are  preferable 
when  given  after  meals  and  seem  to  give 
more  consistent  results.  There  seems  to  be 
no  significant  or  consistent  difference 
among  the  various  types  of  buffers.  Sodium 
citrate  has  been  used  most  frequently  but 
it  may  occasionally  give  nausea  especially 
in  children.  Capsules  or  coated  tablets  are 
undesirable  because  the  site  of  their  disin- 
tegration varies  in  different  individuals  and 
the  absorption  will  be  minimal  if  that  dis- 
integration takes  place  below  the  duo- 
denum. 

Simple  and  uncomplicated  infections  with 
susceptible  organisms  such  as  acute  gonor- 
rhea, pneumococcal  pneumonia  and  strep- 
tococcal pharyngitis  will  respond  to  oral 
penicillin  if  the  dose  is  large  enough  and 
given  frequently  but  not  within  one  and  a 
half  or  two  hours  after  a meal.  Oral  penicil- 
lin, however,  cannot  be  relied  upon  in  the 
severer  infections,  particularly  those  with 
less  sensitive  organisms  such  as  the  staphy- 
lococci. 

Penicillin  may  also  be  given  as  an  aerosol 
and  this  method  is  being  widely  used  in  the 
treatment  of  suppurative  diseases  of  the 
lungs  and  bronchi.  Aqueous  solutions  of  as 
much  as  100,000  units  per  c.c.  and  prob- 
ably even  more  concentrated  solutions  of 
the  crystalline  penicillin  that  is  now  avail- 
able can  be  given  without  local  irritation. 
High  penicillin  concentrations  are  thus  at- 
tained locally  wherever  the  mist  penetrates 
and  perhaps  up  to  25  per  cent  of  the  inhaled 
material  is  absorbed  into  the  blood  and  re- 
coverable in  the  urine.  The  peak  levels  in 
the  blood  occur  early,  and  demonstrable 
amounts  are  found  for  only  short  periods, 
usually  one  or  two  hours.  The  results  in 
certain  cases  of  putrid  lung  abscess  and  in 
diffuse  bronchiectasis  are  quite  striking  if 
such  treatment  is  given  four  to  eight  times 
a day  for  a period  of  four  weeks  or  longer. 
In  patients  who  produce  large  volumes  of 
sputum  postural  drainage  preceding  each 
inhalation  considerably  enhances  the  effi- 


cacy of  the  treatment.  It  may  also  be  used 
with  benefit  before  operations  on  the  lungs. 

Penicillin  in  large  doses  has  been  found 
effective  in  the  treatment  of  experimental 
infections  with  certain  rickettsiae  and  with 
some  strains  of  the  lymphogranuloma 
venereum-psittacosis  group  of  viruses.  The 
virus  of  lymphogranuloma  venereum  and 
the  immunologically  related  viruses  of  tra- 
choma and  inclusion  blenorrhea,  are  also 
susceptible  to  sulfonamide  drugs  but  most 
of  the  psittacosis  group  are  not.  Of  local 
interest  is  the  fact  that  the  strains  of  the 
psittacosis-like  virus  that  were  responsible 
for  the  recent  outbreaks  of  pneumonitis  in 
Louisiana  and  California  and  which  pro- 
duced such  a high  mortality  are  among  the 
ones  that  have  shown  definite  though  not 
marked  susceptibility  to  penicillin.  The  re- 
sults of  treatment  of  infections  with  these 
agents  in  humans  have  not  been  very  strik- 
ing though  there  is  no  wide  experience  and 
possibly  the  doses  used  have  not  been 
adequate. 

The  prophylactic  use  of  penicillin  has  not 
received  attention  in  the  past  but  may  be 
widely  applied  in  the  near  future.  One  or 
more  injections  of  50,000  or  100,000  units 
just  before  and  after  tooth  extractions  or 
other  dental  manipulations  in  patients  with 
rheumatic  or  congenital  heart  disease  may 
minimize  the  chances  of  developing  bac- 
terial endocarditis.  The  use  of  penicillin 
(and  sulfonamides,  too)  during  severe  in- 
fluenza virus  infections  or  in  cases  of  ex- 
tensive viral  pneumonia  may  also  prove 
useful  in  preventing  the  occurrence  or 
spread  of  the  highly  fatal  bacterial  compli- 
cations. The  use  of  penicillin  in  the  prophy- 
laxis of  venereal  infections  is  an  obvious 
corollary  to  its  use  in  the  treatment  of  these 
diseases,  but  no  reliable  data  on  the  effec- 
tiveness of  such  prophylaxis  is  now  avail- 
able. The  possible  complications  of  its 
widespread  use  and  particularly  the  poten- 
tialities for  producing  or  disseminating  re- 
sistant strains  are  virtually  unknown. 

STI{E1‘T(IMVCIN 

Streptomycin  was  the  product  of  a sys- 
tematic study  undertaken  deliberately  in 
an  attempt  to  discover  antibiotics  which  are 
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effective  against  the  gram-negative  bacilli 
and  the  mycobacteria,  since  most  infections 
wdth  these  organisms  proved  not  to  be  high- 
ly susceptible  to  penicillin  and  to  the  avail- 
able chemicals.  When  it  was  first  discovered 
and  found  to  be  active  against  both  of  these 
groups  of  organisms,  it  was  hoped  that 
streptomycin  would  provide  the  missing- 
link  in  the  conquest  of  the  bacterial  dis- 
eases. This  hope  has  not  been  entirely 
fulfilled.  Nevertheless,  streptomycin  has 
proved  quite  useful  although  when  com- 
pared with  penicillin,  both  from  the  point 
of  view  of  activity  and  toxicity,  it  is  quite 
disappointing. 

It  is  well  to  bear  in  mind  from  the  very 
start  the  relative  effectiveness  of  penicillin 
and  streptomycin.  This  is  indicated  in  the 
very  definition  of  their  units,  the  sensitiv- 
ity of  various  strains,  the  range  of  dosage 
that  has  been  found  effective  and  the  limits 
of  tolerance.  The  unit  of  penicillin  was  orig- 
inally defined  as  that  amount  which  com- 
pletely inhibits  the  growth  of  50  c.c.  of  a 
standard  staphylococcal  culture.  It  is  now 
defined  by  weight  as  the  equivalent  of  0.6 
microgram  of  pure  crystalline  penicillin  G. 
Most  strains  of  gonococcus  and  hemolytic 
streptococcus  are  sensitive  in  vitro  to  be- 
tween 0.01  and  0.04  unit  or  the  equivalent 
of  0.006  and  0.024  microgram.  Most  staphy- 
lococci are  sensitive  to  concentrations  be- 
tween 0.02  and  0.2  unit,  that  is,  between 
0.012  and  0.12  microgram.  Most  cases  of 
acute  gonococcal  urethritis  will  be  cured  by 
a total  of  100,000  units,  or  60  milligrams  of 
penicillin  G.  A case  of  pneumococcal  pneu- 
monia will  require  a total  of  between  300,- 
000  and  500,000  units  or  180  to  300  milli- 
grams of  penicillin.  Larger  doses  than 
these  are  now  widely  used  but  they  are  not 
necessary  and  are  given  only  because  that 
can  be  done  without  danger.  Indeed,  the 
maximum  tolerated  dose  of  penicillin  in 
humans  is  virtually  unknown. 

The  unit  of  streptomycin  was  originally 
defined  as  that  amount  which  will  inhibit 
the  growth  of  1 c.c.  of  a culture  of  E.  coli. 
It  is  now  defined  as  one  microgram  of  pure 
streptomycin  base.  Very  few  gram-negative 
bacilli  are  sensitive  to  less  than  1 unit  and 


most  of  the  so-called  sensitive  strains  re- 
quire between  3 and  15  units.  Doses  of 
streptomycin  are  usually  given  in  grams 
and  the  average  adult  receives  between  two 
and  six  grams  a day  for  most  of  the  suscep- 
tible infections.  These  amounts  probably 
approach  the  minimum  effective  dose  and 
nevertheless  will  be  more  than  ten  times  the 
usual  dose  of  penicillin  by  weight.  Further- 
more, the  maximum  tolerated  dose  of  strep- 
tomycin is  not  much  more  than  twice  this 
amount.  The  cost  per  million  units  in  sterile 
vials  is  very  nearly  the  same  for  the  two 
agents. 

Streptomycin  is,  nevertheless,  a valuable 
addition  to  the  group  of  agents  which  are 
used  for  the  definitive  treatment  of  infec- 
tious diseases,  particularly  since  it  is  effec- 
tive in  a number  of  infections  which  are 
benefitted  little  if  at  all  by  other  available 
agents.  Streptomycin  has  proved  most  ef- 
fective in  cases  of  acute  tularemia.  It  has 
also  produced  cures  in  a large  percentage 
of  cases  of  meningitis  due  to  gram-negative 
bacilli  particularly  H.  influenzae.  It  is  use- 
ful in  many  other  gram-negative  bacillus 
infections  particularly  those  of  the  urinary 
and  respiratory  tracts.  Typhoid  fever.  Sal- 
monella infections  and  brucellosis,  however, 
have  not  responded  favorably.  In  certain 
cases  of  coccal  infections  which  have  failed 
clinically  to  respond  to  sulfonamides  and 
penicillin  or  in  which  organisms  were  re- 
sistant to  these  agents,  streptomycin  has 
proved  useful  as  a second  line  of  defense. 

The  present  consensus  in  regard  to  the 
role  of  streptomycin  in  the  treatment  of 
human  tuberculosis  is  that  it  exerts  a pallia- 
tive effect  by  producing  some  degree  of 
bacteriostasis.  Most  patients  who  have  ac- 
tive infection  with  fever  show  decided  clin- 
ical improvement  within  the  first  two  weeks 
after  treatment  is  started.  The  immediate 
results  generally  have  been  most  striking 
in  the  miliary,  meningeal  and  laryngeal 
forms  of  tuberculosis.  The  meningeal  form 
is  not  benefitted  unless  the  drug  is  given 
intrathecally  as  well  as  intramuscularly. 
The  disease  requires  large  doses,  probably 
a minimum  of  two  to  three  grams  a day  in 
adults  for  prolonged  periods.  Treatment 
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should  not  be  undertaken  unless  adequate 
amounts  of  streptomycin  are  available  to 
permit  continuous  therapy  for  at  least  three 
to  four  months.  The  development  of  resist- 
ant strains  has  been  very  frequent  and  has 
limited  the  effectiveness  of  this  agent.  It  is 
generally  agreed  that  streptomycin  cannot 
be  regarded  as  a substitute  for  present 
methods  of  sanatorium  and  surgical 
therapy. 

From  the  point  of  view  of  the  community 
as  a whole  it  is  probably  wise,  for  the  pres- 
ent, to  limit  the  use  of  streptomycin  in 
tuberculosis  to  the  few  clinics  where  care- 
fully controlled  and  prolonged  treatment 
and  study  is  possible.  Only  on  the  basis  of 
the  results  in  such  controlled  groups  of 
cases  may  one  expect  to  determine  the  real 
and  permanent  value  of  streptomycin  in  the 
various  forms  of  tuberculosis.  The  results 
of  such  studies  carried  on  over  a suffi- 
ciently long  period  may  clarify  the  limits 
of  usefulness  and  the  best  method  of  em- 
ploying streptomycin  both  in  individual 
cases  and  in  groups  of  cases.  The  possibil- 
ity of  the  use  of  combinations  of  strepto- 
mycin with  the  sulfone  drugs  also  requires 
extensive  study  before  any  general  program 
is  suggested. 

It  is  important  to  emphasize  that  general 
hospitals,  particularly  with  the  crowded 
conditions  now  prevalent,  are  not  equipped 
to  handle  this  problem  and  should  not  be 
expected  to  do  so.  It  is  still  too  soon  to 
recommend  any  long  range  program  even 
for  the  specialized  institutions.  In  the  mean- 
time, it  is  hoped  that  better,  more  effective, 
less  expensive  and  less  toxic  agents  will  be- 
come available.  In  particular,  it  is  hoped 
that  some  effective  agent  will  be  discovered 
with  which  the  development  of  resistance 
will  not  be  such  a prominent  feature. 

In  the  treatment  of  the  urinary  tract  in- 
fections due  to  gram-negative  bacilli  the 
most  important  limiting  factors  from  the 
point  of  view  of  streptomycin  therapy  has 
been  the  rapid  development  of  extreme  de- 
grees of  resistance  in  the  organisms  during 
the  course  of  treatment.  These  resistant 
organisms  persist  once  they  appear  and,  as 
a result,  the  infections  either  fail  to  im- 


prove or  relapse.  Increases  in  the  dose  of 
streptomycin  fail  to  prevent  the  appearance 
of  resistant  strains  in  spite  of  the  fact  that 
levels  are  maintained  in  the  blood  which  are 
higher  than  those  required  by  the  in  vitro 
sensitivity  of  the  strains.  Of  course  most 
of  the  patients  in  whom  streptomycin  has 
been  used  have  had  chronic  infections  with 
associated  structural  defects  which  inter- 
fered with  successful  therapy  and  predis-  I 
posed  to  recurrence  of  infection  in  those  , 
who  were  apparently  improved. 

It  has  been  shown  that  streptomycin  is 
considerably  more  effective  in  vitro  in  an 
alkaline  than  in  an  acid  medium.  In  the 
cases  which  were  studied  at  the  Boston  City 
Hospital,  it  was  noted  that  in  those  patients 
in  whom  failure  to  respond  to  streptomycin 
was  associated  with  the  development  of  re- 
sistant strains,  the  urine  had  been  acid 
before  treatment  was  started  and  through- 
out the  course  of  streptomycin  therapy.  An 
attempt,  therefore,  was  made  to  determine 
the  effect  of  alkalis  on  the  urine  in  such 
cases.  In  most  instances  sodium  bicar- 
bonate and  potassium  citrate  usually  six 
grams  of  each  a day  in  four  or  six  divided 
doses  were  given  in  an  attempt  to  maintain 
a pH  of  7.5  in  the  urine  throughout  the 
period  of  therapy.  In  some  cases  as  much 
as  ten  grams  of  each  of  these  alkalis  were 
required  to  obtain  this  result.  On  this 
regime  most  patients  showed  a good  bac- 
teriological and  clinical  response  to  strep- 
tomycin and  resistant  strains  were  encoun- 
tered much  less  frequently. 

The  results  in  certain  cases  of  meningitis 
have  been  particularly  noteworthy.  Strep- 
tomycin alone  has  proved  more  effective 
than  the  combination  of  specific  antiserum 
and  sulfadiazine  in  cases  of  H.  influenzae 
meningitis.  We  have  had  only  one  death  in 
16  consecutive  cases  and  the  majority  of 
these  patients  were  under  one  year  of  age 
and  had  positive  blood  cultures  before 
streptomycin  treatment  was  started.  Many 
of  them  had  previously  failed  to  respond 
to  treatment  with  penicillin  and  sulfadia- 
zine and  some  of  those  due  to  type  b strains 
had  also  received  specific  antiserum. 

Although  there  is  some  penetration  of 
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streptomycin  from  the  blood  stream  into 
the  cerebrospinal  fluid,  especially  in  cases 
of  meningitis,  the  concentrations  are  quite 
low.  Cases  have  been  reported  in  which 
meningitis  has  developed  during  the  course 
of  treatment  with  streptomycin.  For  these 
reasons  streptomycin  treatment  of  menin- 
gitis whether  due  to  gram-negative  bacilli 
or  to  Mycobacterium  tuberculosis  must  in- 
clude both  intrathecal  and  intramuscular 
injections.  Intrathecal  doses  of  50  to  100 
milligrams  in  a volume  of  5 to  10  c.c.  of 
cerebrospinal  fluid  or  saline  have  been 
given  every  12  to  24  hours  in  adults.  In  in- 
fants injections  of  25  to  50  milligrams  have 
been  given  intraspinally  and  25  milligrams 
have  been  injected  into  the  ventricles 
through  the  fontanelles  and  seem  to  be  well 
tolerated. 

Cures  have  been  obtained  in  the  majority 
of  cases  of  meningitis  due  to  various  gram- 
negative bacilli  other  than  H.  mfluenzae 
and  we  have  observed  one  instance  of  ap- 
parent recovery  in  a case  of  tuberculous 
meningitis.  Similar  results  have  been  ob- 
tained by  others.  In  the  cases  of  meningitis 
the  effectiveness  of  streptomycin  was  read- 
ily apparent  by  the  rapid  disappearance  of 
organisms  first  from  the  smears  and  then 
from  cultures  of  cerebrospinal  fluid.  Blood 
cultures  usually  become  negative  after  the 
first  intramuscular  dose.  The  sugar  content 
of  the  spinal  fluid  rises  rapidly.  The  cell 
count  and  the  protein  content  of  the  spinal 
fluid  drops  progressively  and  the  percent- 
age of  polynuclears  drops  and  this  is  accom- 
panied by  a corresponding  increase  in  the 
proportion  of  lymphocytes.  Almost  all  of 
the  patients  with  meningitis  that  have  been 
treated  with  streptomycin  have  had  a drop 
in  their  temperature  and  marked  clinical 
improvement  in  from  one  to  four  days. 
Fever  often  recurs  and  then  persists  until 
the  streptomycin  is  discontinued.  Resistant 
strains  have  not  been  encountered  in  any  of 
the  cases  of  meningitis  due  to  H.  influenzae 
that  we  have  studied  although  this  has  been 
observed  in  a number  of  cases  by  others. 
We  have  observed  the  development  of  re- 
sistance during  treatment  in  a case  of  men- 
ingitis, due  to  Pseudomonas  aeruginosa. 


In  the  cases  of  respiratory  tract  infec- 
tions streptomycin  has  been  used  by  intra- 
muscular injection  or  as  an  aerosol.  The 
latter  has  been  reserved  mostly  for  the 
chronic  suppurative  types  of  infection  and 
the  usual  dose  has  been  from  100  to  200 
milligrams  in  1 or  1.5  c.c.  of  distilled  water. 
These  aerosol  treatments  are  given  four  to 
eight  times  a day.  Resistant  strains  have 
developed  in  a case  in  which  the  strepto- 
mycin was  given  only  by  aerosol,  but  they 
have  appeared  after  intramuscular  injec- 
tions alone  or  after  combined  therapy.  In 
one  case  in  which  streptomycin  and  penicil- 
lin were  used  in  succession  Friedlander 
bacilli  and  pneumococci  both  became  resist- 
ant during  streptomycin  treatment  but 
neither  of  these  organisms  became  resistant 
to  penicillin  given  in  smaller  doses  over  a 
similar  period  in  spite  of  the  fact  that  these 
organisms  persisted  throughout  the  entiie 
course  of  treatment. 

The  results  of  streptomycin  treatment  in 
pulmonary  infections  have  varied  and  here 
again  the  appearance  of  resistant  strains 
appeared  to  be  the  greatest  limiting  factor. 
In  cases  of  chronic  respiratory  infections 
the  underlying  pathology  is  not  altered  but 
the  infection  may  be  limited  or  halted  and 
healing  promoted  so  that  at  least  the  pro- 
gression of  the  disease  may  be  arrested. 

Streptomycin  is  not  absorbed  from  the 
bowel.  When  given  by  mouth  it  reduces  the 
fecal  flora  markedly.  Oral  streptomycin 
has,  therefore,  been  used  successfully  in 
preparation  for  large  bowel  surgery  and  in 
the  treatment  of  bacillary  dysentery. 

The  toxic  effects  of  streptomycin  have 
not  been  very  frequent  except  in  patients 
who  received  large  doses  over  prolonged 
periods.  The  local  reactions  from  intramus- 
cular injection  include  pain,  tenderness  and 
induration  at  the  site  of  the  injections, 
often  accompanied  by  local  redness  and 
heat.  They  are  more  severe  after  subcutane- 
ous injection  and  may  be  somewhat  reduced 
by  incorporating  procain  in  the  injection. 
Occasionally  these  reactions  are  followed  by 
generalized  muscular  pains  and  malaise. 
Intrathecal  injections  sometimes  give  an  in- 
crease in  pleocytosis  at  first  and  if  the  dose 
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is  too  large  there  may  be  an  increase  in 
pressure.  Earlier  and  probably  impure  lots 
gave  more  serious  complications  but  these 
are  no  longer  encountered. 

The  most  common  contitutional  reaction 
is  a histamine-like  effect  consisting  of  head- 
ache, flushing  of  the  skin,  nausea,  vomiting, 
fall  in  blood  pressure  and  occasionally  con- 
vulsions. These  were  more  frequent  with 
the  early  impure  lots  and  are  rarely  encoun- 
tered after  intramuscular  injections  at  pres- 
ent but  may  be  observed  if  the  streptomycin 
is  given  intravenously  at  too  rapid  a rate. 
These  reactions  may  apparently  be  avoided 
by  the  use  of  benadryl  and  possibly  with 
pyribenzamine.  Skin  eruptions  and  fever 
may  appear  and  these  may  take  on  various 
forms  including  exfoliative  dermatitis  and 
they  may  recur  on  subsequent  administra- 
tion of  streptomycin.  Streptomycin  should 
usually  be  discontinued  when  these  re- 
actions appear. 

The  most  striking  and  most  disturbing 
toxic  effect  of  streptomycin  has  been  the 
changes  in  vestibular  function  and  this  ap- 
parently is  a property  of  streptomycin  it- 
self and  not  of  any  of  its  impurities.  The 
incidence  of  this  reaction  in  humans  varies 
but  recent  reports  indicate  that  up  to  90 
per  cent  of  persons  receiving  .streptomycin 
in  the  treatment  of  tuberculosis  may  be 
affected.  Patients  may  complain  first  of 
dizziness,  light  headedness,  or  giddiness, 
particularly  when  they  change  position.  The 
loss  of  vestibular  response  as  judged  by  a 
positive  Romberg  test  and  by  the  response 
to  the  caloric  and  rotation  tests  has  per- 
sisted in  most  of  the  patients  in  whom 
treatment  was  continued  for  some  time 
after  the  symptoms  began.  Patients  may 
compensate,  however,  for  this  defect  by 
other  i)o.stural  mechanisms  so  that  the 
symptoms  will  usually  persist  and  be  in- 
capacitating for  only  one  to  three  months. 
Other  toxic  effects  are  minimal.  The  other 
serious  sequellae  which  have  been  observed 
in  patients  who  have  recovered  after  treat- 
ment for  tuberculous  meningitis  and  occa- 
sionally other  forms  of  meningitis  are  prob- 
ably the  effects  of  the  meningitis  rather 


than  the  toxic  effects  of  the  drug  in  most 
instances. 

COXCLT'SIOX 

It  seems  proper  to  emphasize  one  point 
which  is  not  fully  appreciated  nowadays. 
Throughout  this  presentation  references 
were  made  to  specific  types  of  bacteria,  to 
sensitivity  of  different  strains  and  to  blood 
levels  of  the  antibacterial  agents.  All  of 
these  features  of  antibacterial  therapy  must 
be  interpreted  as  indicating  that  laboratory 
control  is  still  an  important  and  essential 
part  of  the  intelligent  and  proper  manage-  i 
ment  of  infectious  diseases.  The  extent  to 
which  laboratory  methods  are  used  will 
vary,  of  course,  with  the  particular  needs 
and  the  available  facilities.  It  would  be  un-  | 
fortunate  indeed  if  the  wide  effectiveness 
of  these  chemicals  and  antibiotics  were  in- 
terpreted as  indicating  that  laboratory 
diagnosis  and  follow-up  are  no  longer 
needed  in  the  conduct  of  cases  of  bacterial 
infection.  The  specific  aspects  of  the  use  of 
the  agents  that  have  been  discussed  should 
indicate  quite  forcefully  that  the  reverse  is 
true. 

o 

THE  SURGICAL  USE  OF  CHEMO- 
THERAPEUTIC AND  ANTIBIOTIC 
AGENTS 

CHAMP  LYONS,  M.  D.t 
New  Orleans 

The  surgical  specialists  of  today  are  prob- 
ably more  skeptical  than  any  other  group 
of  the  therapeutic  advantages  of  presently 
available  antibacterial  therapy.  It  is  only 
natural  that  this  should  be  so.  The  preroga- 
tive of  treating  infections  responding  solely 
to  antibacterial  agents  has  been  usurped  by 
the  internist  and  general  practitioner.  The 
surgeon  is  consulted  only  when  the  infec- 
tion is  clinically  persistent  in  spite  of  ade- 
quate chemotherapy  or  antibiotic  therapy. 
Under  such  conditions  it  is  usually  possible 
for  the. surgeon  to  find  an  abscess,  a focus 
of  necrotic  tissue,  or  an  infected  thrombus 
requiring  surgical  treatment.  An  important 
consequence  of  this  clinical  trend  of  altered 
responsibility  is  the  development  of  funda- 

iFrom  the  Departments  of  Surgery,  Tulane  Uni- 
versity School  of  Medicine  and  the  Ochsner  Clinic, 
New  Orleans. 
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mentally  different  philosophies  regarding 
antibacterial  therapy  by  the  surgical  and 
non-surgical  specialists.  The  internist  and 
general  practitioner  look  upon  antibacterial 
therapy  as  a measure  of  primary  impor- 
tance, whereas  the  surgeon  relegates  it  to 
an  adjuvant  position.  Unquestionably,  many 
infections  are  adequately  treated  solely  by 
the  administration  of  the  proper  antibac- 
terial drug.  By  the  same  token  many  infec- 
tions could  be  more  effectively  treated  by 
surgical  means  alone.  Hence,  as  is  always 
true  in  conflicting  philosophies,  there  is 
some  question  as  to  the  relative  value  of  the 
various  antibacterial  agents. 

Even  among  surgeons  there  has  been  con- 
siderable controversy  as  to  the  merits  of 
systemic  chemotherapy  as  compared  with 
topical  applications.  Again  the  source  of  the 
debate  is  to  be  found  in  a differing  point  of 
view.  On  the  one  hand,  there  were  those  con- 
cerned primarily  with  sterilization  of  the 
wound  and  disappearance  of  bacteria  in  the 
smear  and  culture.  The  other  group  sought 
to  obtain  healing  of  the  wound  regardless 
of  its  bacterial  population.  Both  were  moti- 
vated by  a fundamental  instinct  of  human 
nature — a desire  to  do  something  directly 
to  the  wound.  At  the  moment  the  contro- 
versy seems  to  have  been  settled  by  the 
surgical  experience  of  World  War  II.  It  has 
been  established  that  local  chemotherapy  is 
not  only  unnecessary  but  frequently  un- 
desirable. Under  the  protection  of  sys- 
temically  administered  antibacterial  agents, 
debridement  of  both  recent  and  infected 
wounds  has  been  shown  to  be  practical  and 
safe.  In  other  words,  the  instinctive  urge 
to  treat  the  wound  has  been  directed  toward 
early  closure  instead  of  toward  bacterial 
sterilization  of  the  wound. 

Clinical  experience  has  justified  the  crea- 
tion of  two  separate  categories  of  surgical 
infection ; invasive  infection  and  wound 
suppuration.  The  surgically  important  and 
frequent  types  of  invasive  infection  are 
those  due  to  the  hemolytic  Streptococcus, 
Staphylococcus,  an(j  toxigenic  Clostridiums. 
Suppuration  of  wounds  is  usually  due  to  a 
mixed  or  polybacterial  infection.  Although 
the  organisms  responsible  for  invasive  in- 


fection may  be  found  in  wound  suppuration, 
they  are  rarely  acting  in  their  capacity  as 
invasive  pathogens.  Furthermore,  wound 
suppuration  is  not  dependent  upon  the  pres- 
ence of  potentially  invasive  pathogens.  The 
organisms  important  in  wound  suppuration 
are  proteolytic.  The  most  frequently  en- 
countered types  of  proteolytic  bacteria  are 
Bacillus  proteus,  Pseudomonas  (pyocy- 
aneus)  and  Clostridium  sporogenes.  These 
organisms  either  are  initially  resistant  or 
rapidly  acquire  resistance  to  presently 
available  chemotherapeutic  agents.  Since 
they  lack  invasive  attributes,  their  presence 
in  the  wound  is  dependent  upon  the  avail- 
ability of  a pabulum  of  devitalized  tissue 
or  exudate  protein.  An  important  observa- 
tion during  the  recent  war  was  recogni- 
tion that  a blood  clot  was  as  acceptable  as 
devitalized  muscle  for  the  growth  of  an- 
aerobic bacteria.  From  these  observations 
it  has  been  concluded  that  the  best  means 
of  treating  wound  suppuration  is  to  rid  the 
wound  surgically  of  devitalized  tissue  and 
blood  clot.  The  great  surgical  advantage  of 
antibacterial  therapy  in  wound  manage- 
ment lies  in  the  capacity  of  these  drugs  to 
protect  living  tissue  from  further  destruc- 
tion by  invasive  bacteria  during  periods  of 
surgical  manipulation.  If  the  objective  of 
chemotherapy  is  recognized  as  the  protec- 
tion of  living  tissues  from  the  hazard  of 
invasive  infection,  then  the  systemic  route 
is  the  desirable  method  of  treatment.  With- 
in such  a concept  of  management  of  open 
wounds  there  is  no  place  for  topical  appli- 
cations of  antibacterial  agents. 

It  is  pertinent  at  this  time  to  comment 
upon  another  controversial  matter.  Some 
internists  still  advocate  the  intrapleural  in- 
jection of  chemotherapeutic  or  antibiotic 
agents  in  the  management  of  empyema. 
Most  surgeons  have  abandoned  this  prac- 
tice. It  is  practical  to  consider  empyema  in 
two  phases : the  pleural  abscess  and  pleural 
cellulitis.  Even  if  it  is  granted  that  an  occa- 
sional abscess  may  be  sterilized  by  the  topi 
cal  instillation  of  such  drugs  as  penicillin, 
it  must  be  recognized  that  non-drainage 
methods  prevent  optimal  functional  rehabil- 
itation of  the  underlying  lung.  Bacterial 
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sterilization  of  a wound  must  not  take 
precedence  over  functional  restoration  of 
the  affected  part.  The  second  type  of  em- 
pyema may  be  classified  as  pleural  cellulitis 
with  effusion.  It  is  this  type  of  empyema 
which  responds  dramatically  to  repeated 
aspirations  of  fluid  with  injections  of  anti- 
bacterial drugs.  It  has  been  my  clinical 
experience  that  this  type  of  infection  re- 
sponds equally  well  to  continued  systemic 
therapy  with  repeated  pleural  aspirations 
without  supplemental  local  instillations  of 
penicillin.  Most  of  the  observations  regard- 
ing delayed  diffusion  of  antibacterial 
agents  into  the  pleural  or  serous  cavities 
refer  to  the  normal  and  not  to  the  inflamed 
serous  surface.  It  has  been  repeatedly  dem- 
onstrated that  in  the  presence  of  inflam- 
mation there  is  increased  diffusibility  of 
antibacterial  agents  into  the  area  of  in- 
flammation. 

Especially  important  for  surgical  consid- 
eration is  the  pathogenicity  of  coliform  bac- 
teria. The  ease  of  isolation  and  the  pref- 
erential growth  of  these  organisms  on  arti- 
ficial media  have,  in  my  opinion,  unduly 
emphasized  their  importance.  With  the  ex- 
ception of  the  relatively  infrequent  para- 
colon-aerobacter,  these  bacteria  are  lacking 
in  invasive  and  proteolytic  characteristics. 
As  such,  they  are  more  properly  classified 
as  commensal,  or  saprophytic,  bacteria. 
Their  persistence  in  an  infection  has  been 
correlated  with  the  presence  of  the  inter- 
mediary products  of  protein  break-down. 
In  wounds  such  products  are  usually  the 
metabolic  by-products  of  the  biologic  activ- 
ity of  other  organisms.  Only  in  serum, 
urine,  bile,  and  spinal  fluid  is  there  a suf- 
ficient metabolic  substrate  of  small  mole- 
cular nitrogenous  compounds  to  support  the 
survival  and  growth  of  these  bacteria.  In 
the  management  of  wounds  it  is  usually 
possible  to  suppress  the  exudation  of  serum 
by  pressure  dressings.  The  control  of  these 
organisms  presents  no  specific  problem  in 
wound  management  if  exudation  is  arrest- 
ed. Specific  chemotherapy  designed  to  ar- 
rest the  survival  and  growth  of  coliform 
bacteria  is  justified  only  in  the  manage- 
ment of  infections  of  the  urinary  tract. 


biliary  tract,  and  cerebrospinal  system. 

The  saprophytic  role  of  coliform  bacteria 
has  been  established  with  greatest  certainty 
in  the  treatment  of  peritonitis.  There  is  now 
abundant  clinical  and  experimental  evi- 
dence to  conclude  that  streptomycin,  either 
alone  or  as  adjuvant  antibiotic  therapy, 
fails  to  alter  the  course  of  peritonitis  dra- 
matically. On  the  other  hand,  penicillin 
given  in  dosage  as  great  as  100,000  units 
every  hour,  according  to  the  severity  of  the 
case,  has  been  sufficiently  effective  to 
establish  the  gram-positive  bacteria  as  the 
important  pathogens  in  peritonitis.  In  con- 
sequence of  clinical  experience  with  the 
antibacterial  therapy  of  peritonitis,  it  is 
possible  to  draw  one  further  significant 
conclusion.  Even  more  important  than  bac- 
terial contamination  is  the  escape  of  acti- 
vated digestive  enzymes  into  the  free  peri- 
toneal cavity.  In  the  surgical  treatment  of 
peritonitis,  primary  attention  is  directed  to 
excision  of  necrotic  tissue  and  exterioriza- 
tion of  intestinal  fistulas.  Once  this  has 
been  achieved,  the  peritoneum  has  an  ex- 
traordinary capacity  to  deal  with  the 
residual  factor  of  bacterial  contamination. 
Undoubtedly,  this  is  accomplished  more  ex- 
peditiously if  penicillin  is  given  in  adequate 
doses,  and  the  clinical  results  are  extremely 
satisfactory.  Certainly  there  is  no  need  for 
the  routine  administration  of  another  anti- 
bacterial agent,  either  a sulfonamide  or 
streptomycin.  At  the  present  time  it  is  our 
practice  to  give  supplemental  streptomycin 
therapy  (0.5  gm.  every  four  hours)  only 
to  those  desperately  ill  patients  in  whom  the 
likelihood  of  fatal  issue  justifies  the  use  of 
all  conceivably  helpful  adjuncts  to  estab- 
lished therapeutics. 

The  surgeon  of  today  is  grateful  for  the 
therapeutic  advantages  offered  by  present- 
ly available  drugs.  Hemolytic  streptococcal 
and  staphylococcal  infections  are  now  ade- 
quately treated  with  minimal  debility  and 
rapid  convalescence.  Anaerobic  cellulitis 
and  gas  gangrene  present  less  formidable 
problems  than  previously.  The  surgeon  also 
looks  to  the  future,  and  knows  what  he 
wants  in  the  way  of  new  antibiotic  com- 
pounds. Most  urgently  needed  is  an  agent 
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for  the  control  of  infections  produced  by 
Clostridium  sporogenes,  Pseudomonas  and 
Bacillus  proteus.  Within  present  concepts 
of  reparative  wound  management,  the  new 
compound  should  be  effective  when  given 
systemically.  It  is  significant  to  note  that 
none  of  the  currently  experimental  com- 
pounds, including  bacitracin,  meets  these 
needs.  It  seems  likely  that  penicillin  will  re- 
main the  antibiotic  of  choice  in  surgical 
treatment  for  a considerable  time  to  come. 
Current  clinical  investigations  suggest  that 
immediate  advances  may  be  made  by  con- 
tinued upward  revision  of  present  dosage 
programs  for  such  resistant  infections  as 
peritonitis  and  bronchopulmonary  suppura- 
tion. It  is  known  that  dosages  of  25,000,000 
to  40,000,000  units  of  penicillin  per  day  may 
be  given  safely. 

— ^ o 

USE  OF  ANTIBIOTICS  IN  PEDIATRICS 
GEORGE  W.  SALMON,  M.  D. 

Houston,  Texas 

I have  greatly  enjoyed  the  informative 
presentations  of  the  preceding  speakers. 
Since  they  have  covered  the  subject  so  well 
and  since  the  time  alloted  to  this  symposium 
is  growing  short,  I shall  restrict  my  re- 
marks to  a few  case  presentations.  These 
are  cases  that  have  been  seen  either  by  my 
colleagues  or  myself  in  the  past  few  years. 
They  have  been  selected  because  they  illus- 
trate some  particular  problem,  not  because 
they  were  handled  in  an  ideal  manner  or 
because  we  are  particularly  proud  of  them. 
Some  of  these  cases  have  appeared  in  pre- 
vious reports.  The  charts  used  to  illustrate 
the  cases  contain  only  pertinent  material 
— negative  tests  and  procedures  being,  in 
general,  omitted. 

First,  I should  like  to  show  a chart  (see 
figure  1)  which  explains  why  we  prefer 
the  subcutaneous  to  the  intravenous  route 
for  parenteral  administration  of  sulfona- 
mides. A more  even,  better  maintained  level 
follows  subcutaneous  administration.  One- 
third  of  the  24  hour  dose  should  be  injected 
subcutaneously  at  eight  hour  intervals.  We 


Subcutaneously  . ^3c.c.  /%  soc/um  sulfadiazine 
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Fig.  1 : Comparison  of  blood  levels  to  be  obtained 
from  the  subcutaneous  and  the  intravenous  admin- 
istration of  sodium  sulfadiazine.  Levels  as  whole 
blood  free  sulfadiazine.  After  several  injections 
higher  levels  are  built  up,  but  this  serves  to  illus- 
trate the  type  of  curve  obtained  by  each  method. 

usually  employ  a one  or  two  per  cent  solu- 
tion of  the  sodium  salt  in  saline  or  lactate- 
Ringer’s.  Oral  therapy  should  not  be  relied. 
on  exclusively  in  severe  infections. 

We  had  one  patient  with  pneumococcal 
meningitis  complicating  acute  mastoiditis. 
Since  this  case,  as  well  as  som^  of  the 
others,  was  seen  before  the  supply  of  peni- 
cillin became  plentiful,  the  doses  used  seem 
small  when  compared  with  those  used  in  the 
past  year.  We  have  not,  however,  increased 
the  dose  of  intrathecal  penicillin  and  still 
employ  10,000  or  20,000  units  dissolved  in 
10  c.c.  of  saline  once  or  twice  daily. 

Figure  2 illustrates  a case  of  pneumococ- 
cal meningitis  with  two  relapses.  Since  the 
original  attack  and  each  of  the  relapses 
were  treated  differently  this  case  actually 
illustrates  three  modes  of  therapy.  The 
original  attack  was  treated  with  sulfadia- 
zine alone  and  the  response  was  satisfac- 
tory. When  the  route  of  administration  was 
changed  to  rectal  the  blood  level  fell  to  2 
mg.  per  cent.  When  the  sulfadiazine  was 
discontinued  the  disease  relapsed  within  48 
hours.  The  first  relapse  was  treated  with 
sulfadiazine  and  systemic  administration  of 


362 


Salmon — Symposium  on  Chemotherapy  and  AntihioHcs 


HOSPITAL 

I Z 3 ♦ 5 4 7 I 5 10  II  ll  n 14  15  14  IT  II  19  ZOZI  U21  24  25  24  27  21  29  30  II  72  53  34  15  43 


•05 

IKTALTU4K.*F.  ^ 

•05 

I0& 

•01 

•oo 

99 


BtOOO  I HO.  IN  GRAMS 

wee  IN  looo's 
I CULTURC 
smiAt.  auiD 


WBC  IN  1000's  IM24  .3 
- ♦ 


.02 


SULTAtlAZINe  RX 


IMEAII 
CULTURE 
ORAL 
SUBCUT 
I.V. 

RECTAL 
SULrAPYRIWNE  Rl  RECTAL 
SblAZINE  LEVEL  I BLOOD 

I 5P.  FL. 

PENICILLIN  I I.M. 

I INTRATHECAUY 
transfusions  in  (X.  I PLASMA 
I BLOOD 

'sulfapvriwne  level 


3 55  1.5 

2 

4.5  5 3 

2 4 4 4 3 

IT  U 2 

31 


40  .2  03 


1 4 4 4 3 
Z5  4 4 4 
4 


2 7 12  12  4 
24  75  30  3* 

14 

M9AaaarnRViHRS.1 


4.5  12  j07  02  01  .02  01  01  .01  X04005  .004 


4*  4 4 4 4 


7*  29 

32  29  25  21  IT  17  14  S 


250 


250 


CASE  R.  WHITE  MALE  ACE  3 TRS-  7 MOS.  WEICHT  40  LBS.  CASE  NO.  1*0 
PNEUMOCOCCAL  MENINGITIS . NOT  TYPED  VOMITING  AND  FEVER  OF  TWO  OAYl  DURATION  COMATOSE 
SCOUELLA;  bilateral  NERVE  deafness 


Fig.  2 : See  text. 


penicillin.  However,  when  the  route  of  ad- 
ministration of  the  sulfonamide  (which 
had  been  changed  to  sulfapyridine)  was 
changed  to  rectal  the  blood  level  fell  to  3 
mg.  per  cent.  When  the  sulfonamide  was 
discontinued  the  second  relapse  began  with- 
in 24  hours.  This  second  relapse  actually 
began  while  the  child  was  receiving  20,000 
units  of  penicillin  intramuscularly  everj^ 
three  hours.  The  treatment  of  the  second 
relapse  was  different  in  two  respects.  This 
time  intrathecal  penicillin  was  administered 
and  the  oral  administration  of  sulfadiazine 
was  continued  well  into  the  period  of  con- 
valescence. Among  several  lessons  to  be 
learned  from  this  case  are:  (a)  in  treating 
meningitis,  sulfadiazine  should  be  contin- 


ued after  the  patient  has  made  a clinical 
recovery;  (b)  the  rectal  route  of  adminis- 
tration does  not  consistently  provide  a sat- 
isfactory blood  concentration;  (c)  intra- 
thecal therapy  is  essential — this  child 
actually  relapsed  while  receiving  intramus- 
cular penicillin. 

Figure  3 illustrates  an  interesting  dis- 
ease, sodoku,  the  Spirillum  minus  variety  of 
rat-bite  fever  (the  other  variety  is  caused 
by  the  streptobacillus  moniliformis).  Sodo- 
ku responds  readily  to  penicillin  as  here 
demonstrated.  Notice  that  after  penicillin 
was  started  the  lesions  became  worse.  This 
is  a Herxmeimer  or  flare-up  effect;  it  has 
also  been  noted  following  the  treatment  of 
this  disease  with  arsenicals. 
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Fig.  4 : Pyogenic  arthritis  treated  without  surgical  drainage. 
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Fig.  5:  Abdominal  actinomycosis  treated  with  penicillin. 


Figure  4 illustrates  a particularly  severe 
case  of  pyogenic  arthritis  caused  by  Sta- 
phylococcus aureus.  It  svas  treated  without 
surgical  drainage.  Penicillin  was  given  sys- 
temically  and  once  daily  locally  in  the  hip 
joint,  follow.ing  aspiration.  The  rather  slow 
response  may  be  due  to  the  rather  small 
intramuscular  doses  that  were  being  used 
when  this  child  was  treated.  The  tempera- 
ture spike  on  the  thirteenth  day  was  part 
of  a transfusion  reaction. 

Figure  5 illustrates  a case  of  abdominal 
actinomycosis.  There  were  fistulae  from  the 
intestinal  tract  to  the  genito-urinary  tract 
(resulting  in  a severe  pyuria)  to  the  ab- 
dominal wall.  The  temperature  record  does 
not  attempt  to  outline  her  day  by  day 
course,  but  rather  selected  typical  days. 
Consecutive  days  are,  however,  included  for 
a few  days  immediately  following  the  insti- 
tution of  systemic  penicillin  therapy. 


Fig.  (i:  Cavernous  sinus  thrombophlebitis  ti-eat- 
ed  with  penicillin,  sulfadiazine,  and  anti-coagu- 
lants : before  treatment. 
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Figure  6 is  the  photograph  of  a nine  year 
old  boy  with  a severe  case  of  cavernous 
sinus  thrombophlebitis.  The  blood  culture 
was  repeatedly  positive  for  staphylococcus 


Fig.  7:  Cavernous  sinus  thrombophlebitis,  after 
treatment. 


albus.  The  case  was  treated  with  penicillin, 
sulfadiazine,  and  anticoagulants.  Figure  7 
is  another  photograph  taken  following  re- 
covery. 

Figure  8 illustrates  a case  of  meningitis 
due  to  type  B,  Hemophilus  influenzae.  It  is 
likely  that  the  penicillin  used  had  little  or 
no  effect  on  the  course  of  the  disease.  It  has 
been  included  on  the  chart  for  the  sake  of 
accuracy,  however,  since  it  was  used.  Note 
that  the  infant  was  responding  nicely  to 
sulfadiazine.  When  streptomycin  was  ob- 
tained (at  that  time  it  had  to  be  flown  from 
New  York  by  special  request)  the  sulfadia- 
zine was  discontinued.  While  receiving 
streptomycin  alone  (both  intramuscularly 
and  intrathecally)  the  disease  relapsed.  It 
is  well  known  now  that  many  cases  of  in- 
fluenzal meningitis  do  not  respond  to  strep- 
tomycin. In  this  disease  streptomycin 
should  not  be  used  to  the  exclusion  of  other 
forms  of  therapy. 
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Fig.  8:  See  text. 
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Fig.  10:  Empyema  thoracis  treated  without  surgical  drainage. 
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Figures  9 and  10  illustrate  two  cases  of 
empyema  treated  by  non-surgical  means. 
Both  cases  were  treated  by  simultaneous 
systemic  and  intrapleural  penicillin.  Each 
day  a thoracentesis  was  performed,  as  much 
pus  as  possible  aspirated,  and  penicillin  (in 
a solution  of  1000  units  per  c.c.  of  saline) 
instilled.  Although  everyone  does  not  agree 
on  the  advisability  of  this  mode  of  therapy, 
it  has  been  quite  successful  in  our  experi- 
ence. It  goes  without  saying  that  it  can  be 
used  only  in  those  cases  in  which  the  pus  is 
accessible  to  aspiration  and  thin  enough  to 
pass  through  a needle  of  large  caliber. 
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SULFONAMIDES  AND  ANTIBIOTICS 
IN  OTOLARYNGOLOGY 
the  general  principles  of  their  use 

GERALD  F.  JOSEPH,  M.  D.f 
Baton  Rouge 

There  is  probably  no  field  in  medicine 
which  has  been  more  profoundly  affected 
by  the  introduction  of  sulfa  drugs  and  anti- 
biotics than  otolaryngology.  The  otolaryn- 
gologist, whose  time  was  once  almost  fully 
occupied  with  the  treatment  of  acute  infec- 
tious complications  of  upper  respiratory 
diseases,  now  finds  a great  deal  of  his  time 
spent  on  allergic  disorders,  rhinoplastic 
procedures,  surgery  of  the  neck,  and  peroral 
endoscopy.  The  changing  nature  of  otolar- 
yngologic practice  was  the  theme  of  a 
recent  address  by  Coates^  before  the  Amer- 
ican Academy  of  Ophthalmology  and  Oto- 
laryngology. Even  more  significant  is  the 
fact  that  the  American  Board  of  Otolaryn- 
gology is  now  urging  candidates  for  certifi- 


tFiom  the  Department  of  Otolaryngology  of  the 
School  of  Medicine,  Louisiana  State  University. 


cation  to  become  proficient  in  endoscopy, 
allergic  disorders  and  plastic  surgery  as 
well  as  the  more  conventional  ear,  nose  and 
throat  specialties. 

OTITIC  I>LSE.\SE 

Perhaps  the  most  marked  effect  of 
changes  in  otolaryngologic  practice  as  the 
result  of  new  therapeutic  methods  is  in  the 
field  of  otology,  in  which  the  surgical  treat- 
ment of  acute  mastoiditis  and  its  complica- 
tions has  almost  disappeared.  Only  occa- 
sionally today  does  the  otologist  see  a 
patient  with  acute  surgical  mastoiditis  in 
private  practice,  while  in  large  public  clin- 
ics hardly  enough  cases  are  seen  for  the 
young  physicians  to  secure  adequate  train- 
ing in  surgery  of  the  temporal  bone.  The 
situation  is  nationwide.  It  is  especially 
noted  in  the  South,  however,  where  the 
milder  climate  has  always  kept  the  in- 
cidence of  surgical  mastoiditis  compara- 
tively low.  On  the  very  large  otolaryn- 
gologic service  at  Charity  Hospital  of 
Louisiana  at  New  Orleans  mastoidectomy 
was  once  considered  a surgical  chore.  Now 
the  resident  staff  looks  upon  the  operation 
as  an  unusual  privilege. 

The  disappearance  of  surgical  mastoiditis 
at  this  institution  is  statistically  evident, 
and  is  out  of  proportion  to  changes  in  the 
hospital  population.  Over  the' 11  year  period 
ending  in  1946,  a period  during  which  sulfa 
drugs  and  antibiotics  were  introduced  and 
popularized,  the  incidence  has  shown  a 
steady  decline  (table  1).  In  1936  there  were 
95  operations  done  for  this  condition.  In 
1946  only  13  were  done.  Furthermore,  the 
rate  of  decline  reflects  almost  directly  the 
progress  in  development  of  these  new 
therapeutic  agents.  Definite  graphic  pla- 
teaus indicate  the  introduction  and  use  of 
each  new  group  of  drugs,  though  only  after 
penicillin  became  available  in  adequate 
quantities  did  the  drastic  decline  to  the 
present  low  level  occur. 

Prior  to  the  introduction  and  widespread 
use  of  penicillin  there  was  a growing  feel- 
ing that  the  sulfa  drugs  were  beginning  to 
fail.  Streptococci  are  the  principal  causa- 
tive micro-organisms  in  otitis  media,^  and 
sulfa-resistant  strains  were  appearing.  In- 
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m-  NUMBER  OF  CA<3E<i>  YEAR 

•“•■PERCENTAGE  OF  COMPUCATlONG 

TABLE  I:  Showing-  the  decrease  in  number  of  mastoidectomies  done  at  Charity  Hospital,  New  Orleans, 
during  the  eleven  year  period  ending  in  1946.  Note  the  step-like  decline  in  surgical  mastoids  with  the 
introduction  of  each  new  group  of  drugs.  Also  note  the  tendency  toward  increase  in  percentage  of  com- 
plicated cases  after  each  drug  had  been  in  use  for  a period  of  time. 
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stead  of  curing  the  otitic  infection,  in  many 
cases  the  sulfa  drugs  were  found  to  be 
masking  symptoms.-’-  As  a result,  serious 
complications  had  often  developed  by  the 
time  it  became  evident  that  surgery  was 
necessary. 

An  incident  reported  by  von  Christierson-"’ 
in  1946  so  well  illustrates  this  point  that  it 
is  worth  repetition : During  the  winter  of 
1934-1944  a severe  epidemic  of  strepto- 
coccic infections  developed  at  a large  Naval 
training  station.  A sulfa-prophylactic  pro- 
gram was  immediately  begun  and  until  mid- 
winter the  results  seemed  excellent.  At  that 
time  it  was  observed  independently  by  sev- 
eral medical  officers  that  sulfa-therapy  did 
not  seem  useful  in  numerous  cases,  and  it 
became  clear  that  sulfa-prophylaxis  had 
been  I’esponsible  for  this  development  of 
sulfa-resistant  organisms.  One  immediate 
result  was  an  explosive  increase  in  the 
incidence  of  surgical  mastoiditis,  in  many 
cases  associated  with  grave  complications, 
which  developed  without  being  detected  be- 


cause septic  symptoms  were  masked  by  sul- 
fonamide therapy.  By  January  1945  the 
proportion  of  surgical  mastoiditis  among 
well  supervised  patients  with  otitis  media 
was  26.5  per  cent,  and  a quarter  of  the 
patients  who  developed  mastoiditis  had 
dangerous  intra-cranial  complications.  This 
alarming  situation  continued  until  April, 
at  which  time  adequate  supplies  of  penicil- 
lin became  available  for  the  treatment  of 
patients  who  did  not  respond  to  sulfa  ther- 
apy. The  effect  was  immediate.  In  May, 
only  6.5  per  cent  of  the  patients  with  otitis 
media  required  mastoidectomy,  while  only 
one  patient  with  mastoiditis  had  any 
complications. 

This  is  not  an  isolated  instance.  Numer- 
ous episodes  of  the  same  kind  have  been 
reported  by  other  observers.'’-  Quite  evi- 
dently although  the  sulfa  drugs  and  anti- 
biotics are  invaluable  in  the  prevention  and 
treatment  of  middle  ear  infections,  they  do 
not  furnish  complete  protection,  and  con- 
stant supervision  and  observation  of  the 
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patient  are  necessary,  especially  when  a 
sulfonamide  is  used. 

Up  to  this  time  neither  penicillin  nor 
streptomycin  have  been  used  for  sufficient- 
ly long  periods  to  permit  definitive  conclu- 
sions, but  warnings  are  already  appearing 
that  penicillin,  like  the  sulfonamides,  can 
mask  symptoms  in  otitis  media*-  The  ra- 
pidity with  which  certain  pathogens  can 
develop  a resistance  to  antibiotics  has  been 
demonstrated  in  vitro  by  Miller  and  Bohn- 
hoff,'"  who  were  able  to  produce  strains  of 
streptomycin-resistant  meningococci  by 
only  two  or  three  transfers  into  agar  con- 
taining increasing  concentrations  of  the  an- 
tibiotic. Resistance  to  penicillin,  while  less 
rapidly  developed,  was  also  apparent  after 
remarkably  few  transfers.  Both  clinical 
and  experimental  observations,  in  short,  al- 
most make  one  fear  that  lack  of  material  at 
this  time  for  training  otolaryngologists  in 
temporal  bone  surgery  may  be  felt  at  some 
future  date  unless  new  antibiotics  are  con- 
stantly developed  to  keep  ahead  of  the  de- 
velopment of  resistant  pathogenic  micro- 
organisms. 

Chronic  Middle  Ear  Infections  : Chronic 
infections  of  the  middle  ear  respond  only 
equivocally  to  sulfa  drugs  and  antibiotics. 
The  best  results  have  followed  their  local 
use.  Kopetzky^  reported  some  benefit  from 
the  use  of  a digesting  mixture  containing 
urea  and  sulfathiazole  in  a glycerine  base, 
and  there  have  been  other  isolated  reports  of 
good  results  from  the  introduction  of  peni- 
cillin-containing solutions  into  the  middle 
ear  under  pressure  or  by  means  of  Proetz 
displacement  through  the  aural  canal  and 
Eustachian  tube.^-  The  best  results,  how- 
ever, are  not  striking. 

Collins  and  Hughes^*  probably  have  found 
the  correct  explanation  of  the  poor  results 
of  these  new  drugs  in  chronic  infections  of 
the  middle  ear  as  their  bacteriologic  studies, 
show  that  the  micro-organisms  respon- 
sible for  most  cases  of  middle  ear  infec- 
tion are  not  susceptible  to  either  penicil- 
lin or  the  sulfonamides.  Mixed  infections 
are  common,  and  for  this  reason  it  is  im- 
portant to  make  repeated  bacterial  checks 


in  cases  in  which  this  form  of  therapy  is 
used.  It  is  quite  possible  for  a gram-posi- 
tive strain  to  be  controlled  while  the  role  of 
invader  is  taken  over  by  a gram-negative 
pathogen  not  previously  detected.  In  the 
absence  of  serial  smears  and  cultures  such 
cases  are  frequently  set  down  as  therapeu- 
tic failures. 

Two  instructive  cases  were  recently  ob- 
served on  the  Charity  Hospital  service  of 
the  Louisiana  State  University  School  of 
Medicine.  Both  patients  presented  chronic 
otorrhea  with  acute  exacerbations.  All 
types  of  treatment,  including  the  adminis- 
tration of  a sulfonamide  and  penicillin  by 
local  and  systemic  routes,  had  been  ineffec- 
tive. One  patient,  a 7 year  old  child,  had 
required  mastoidectomy  twice  in  the  pre- 
ceding year  for  subperiosteal  abscess.  After 
the  last  operation  the  wound  had  failed  to 
close  and  three  attempts  at  secondary  re- 
pair had  been  unsuccessful.  When  a culture 
report  was  obtained,  it  showed  a small 
growth  of  gram-positive  cocci  with  swarm- 
ing Bacillus  proteus.  Streptomycin  used  as 
frequent  irrigations  had  the  ear  dry  within 
one  week  and  the  wound  went  on  to  uncom- 
plicated closure. 

The  second  patient,  an  adult  negro  wo- 
man, had  an  acute  flare-up  of  an  old  chronic 
otitis  media.  Although  she  showed  some 
response  to  penicillin,  she  continued  to  run 
a low  grade  fever  and  to  show  some  local 
signs  of  mastoiditis.  Mastoidectomy  was 
under  consideration,  on  the  basis  that  peni- 
cillin might  be  masking  the  development  of 
complications,  when  a culture  was  reported 
showing  overwhelming  Bacillus  proteus 
growth  with  a small  element  of  gram-posi- 
tive streptococci.  As  in  the  first  case, 
streptomycin,  in  this  instance  by  the  intra- 
muscular route,  produced  prompt  results. 
Evidence  of  mastoiditis  subsided  rapidly 
and  operation  was  not  required ; there  has 
been  no  evidence  of  recurrence  over  a long 
period  of  observation  in  the  outpatient 
clinic.  It  is  probable  that  in  both  of  these 
cases  gram-positive  cocci  were  originally 
present  in  large  numbers  but  that,  after 
penicillin  therapy.  Bacillus  proteus  assumed 
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the  major  role  and  continued  unchecked  un- 
til controlled  by  streptomycin. 

Otitis  Externa  : This  condition,  while  it 

responds  well  in  some  instances  to  sulfon- 
amides and  antibiotics,  whether  used  locally 
or  systemically,'^-  is  not  one  of  the  dis- 

eases in  which  either  the  treatment  or  the 
outcome  has  been  radically  altered  by  their 
introduction.  This  is  not  true  when  the  in- 
fection spreads  beyond  the  ear  canal  and  a 
cellulitis  of  the  scalp  or  face  develops  or 
when  a lymphadenitis  or  lymphangitis  ap- 
pears as  a complication.  In  such  cases  the 
new  forms  of  therapy  are  extremely  effec- 
tive. In  the  uncomplicated  cases  of  so 
called  otomycosis  however,  they  are  not  of 
great  value,  probably  because  a gram-nega- 
tive organism  is  so  often  the  pathogen  in 
these  infections.  In  such  cases  .streptomycin 
should  be  of  great  help  when  available  in 
sufficient  quantities. 

ril.UJVNOK.VI.  AM)  KKLATKI)  IM-'ETTK  )'XS 

In  acute  infections  of  the  pharynx  and  re- 
lated areas  excellent  results  can  be  expected 
from  the  use  of  the  sulfonamides  and  peni- 
cillin. The  regional  blood  supply  is  good, 
and  medications  administered  systemically 
can  readily  reach  the  site  of  disease.  Even 
the  local  use  of  these  drugs,  through  the 
medium  of  pastilles  or  lozenges,  should  be 
useful.  These  expectations  seem  borne  out 
by  a number  of  early  reports  on  their  use 
in  tonsillitis,  peritonsillitis,  and  pharyngi- 
tis.'*- Later,  more  careful  analyses, 

on  the  other  hand,  sugge.st  that  the  results 
may  be  less  spectacular  than  was  originally 
supposed.  Spink'”  and  his  associates  feel 
that  the  sulfonamides  are  of  questionable 
value  except  in  severe  infections  of  the 
pharynx  with  toxic  manife.stations,  and  in- 
dicate that  the  rate  of  relapse  after  both 
sulfa  therapy  and  penicillin  is  exceedingly 
high.  Clodfelter,"*  in  a well  controlled 
study,  noted  that  patients  who  had  been 
given  a sulfa  drug  had  more  rapid  relief 
from  symptoms  of  tonsillitis  or  pharyngitis 
but  suffered  from  secondary  rises  in  tem- 
perature and  were  ill  longer  than  patients 
who  were  not  thus  treated. 

Vincent’s  ulcer  of  the  tonsils  is  one  infec- 
tion in  this  area  which  responds  almost 


miraculously  to  small  doses  of  penicillin.^' 
Within  a few  hours  after  the  intramuscular 
administration  of  as  little  as  25,000  Oxford 
units,  the  lesion  has  sometimes  completely 
disappeared.  To  avoid  relapse,  however, 
it  is  recommended  that  treatment  consist  of 
two  doses  of  50,000  units  each,  at  three  hour 
intervals.  Subsidence  of  symptoms  occurs 
in  most  cases  within  four  to  six  hours  after 
treatment  is  begun,  and  practically  always 
the  lesion  will  completely  disappear  within 
a week  without  further  care  of  any  kind. 
This  disease  is  a striking  illustration  of  the 
value  of  the  antibiotics  when  the  causative 
lesion  is  highly  susceptible  to  them. 

Although  promising  results  from  the  use 
of  lozenges  and  pastilles  containing  sulfa 
drugs  or  penicillin  are  found  in  the  litera- 
ture,-’- doubt  is  expressed  as  to  the  actual 
value  of  this  type  of  therapy,  and  it  is  not 
customary  to  rely  upon  these  methods  in 
the  treatment  of  severe  infections.  Prob- 
ably most  patients,  if  not  all,  would  fare 
just  as  well  if  lozenges  and  pastilles  were 
omitted.  It  has  been  shown  by  McGregor 
and  Long-"  that  the  salivary  flow  is  such 
that  a considerable  amount  of  the  contained 
drug  may  reach  the  tonsils  from  lozenges, 
but  that  the  pharynx  does  not  receive  a suf- 
ficient salivary  bath  to  be  affected  by  a 
drug  contained  in  a tablet  held  in  the  mouth. 

If  the  physician  desires  to  use  pastilles  for 
pharyngeal  disease,  it  is  suggested  that  suf- 
ficient of  the  drug  be  contained  in  it  to  re- 
sult in  a detectable  blood  level  from  absorp- 
tion in  the  alimentary  tract. 

i.AKYX(;ia'is 

Penicillin  and  the  sulfonamides  are  of 
value  in  acute  infections  of  the  larynx,  just 
as  in  acute  infections  elsewhere,  if  the 
causative  organisms  are  susceptible  to  ^ 
these.  This  is  particularly  true  of  the  types 
of  acute  laryngitis  in  children  which  re- 
sults in  croup  and  which  may  extend  into 
the  trachea  in  the  form  of  laryngotracheo- 
bronchitis.  When  these  patients  require 
tracheotomy,  instillation  of  a few  cubic 
centimeters  of  salt  solution  containing  peni- 
cillin into  the  tracheotomy  tube  every  two 
or  three  hours  serves  to  keep  the  bronchi 
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moist,  controls  local  infections,  and  speeds 
recovery. 

Aerosol  penicillin-'*  has  been  suggested  as 
beneficial  in  acute  laryngitis,  but  the  drying 
effect  of  forced  inspirations  of  air  or  oxy- 
gen may  overbalance  the  benefit  derived 
from  the  antibiotic.  In  tuberculosis  of  the 
larynx  Figi’s  success-**  with  intramuscular 
streptomycin  has  stimulated  clinics  all  over 
the  country  to  use  the  drug  in  this  disease. 
It  seems  to  give  good  results,  but  the  rule 
still  holds  that  the  larynx  will  not  remain 
healed  unless  the  sputum  becomes  negative 
and  the  pulmonary  lesion  is  arrested. 

NASAL  AND  SINI'S  INFECTIONS 

Penicillin  and  sulfa  drugs  have  been  used 
systemically  and  locally,  with  some  suc- 
cess by  both  routes,  in  the  treatment  of  in- 
fections of  the  nasal  passages  and  the 
paranasal  sinuses.®’  ***■  It  is  reasonable 
to  expect  that  they  would  benefit  an  acute 
hyperemic  sinusitis  if  they  were  used  sys- 
temically before  the  stage  of  suppuration. 
After  empyema  of  the  cavity  develops,  on 
the  other  hand,  drainage  by  some  means  is 
necessary  to  effect  a cure.-®  Definite  im- 
provement is  likely  to  follow  their  use  by 
lavage,  by  cannulization,  or  sinus  puncture, 
or  by  the  Proetz  displacement  method,  but 
it  is  hard  to  evaluate  their  exact  role.  Sim- 
ple drainage  by  lavage  with  saline  solution 
will  greatly  benefit  in  most  instances  of  si- 
nus empyema,  and  the  value  of  the  addition 
of  any  bacteriostatic  agent  is  questionable. 
Even  in  a diseased  sinus  the  action  of  cili- 
ated mucous  membrane  will  quickly  expel 
anything  introduced  into  the  cavity,  while 
penicillin  and  the  sulfonamides,  to  be  effec- 
tive, must  remain  in  contact  with  the  in- 
fectious organisms  at  least  two  or  three 
hours.  These  drugs  may  be  of  some  value 
if  the  sinus  ostium  is  blocked,  so  that  the 
drug  used  cannot  escape,  but  the  sinusitis, 
in  that  event,  will  not  clear  up  until  the 
occlusion  is  relieved.  In  other  words, 
though  the  sulfonamides  and  antibiotics 
may  be  useful  in  sinus  disease,  certain  fac- 
tors limit  their  value  and  make  their  role 
in  an  ultimate  favorable  outcome  at  least 
doubtful. 

The  incorporation  of  antibiotics  and  sulfa 


drugs  into  nose  drops  has  achieved  popu- 
larity in  recent  years,  and  at  the  present 
time  many  commercial  preparations  are 
available  which  combine  these  agents  with 
a vasoconstrictor.  The  value  of  such  prep- 
arations is  questionable,  for  nose  drops  do 
not  remain  in  contact  with  the  inflamed 
nasal  surfaces  long  enough  for  them  to  be 
effective.-®'  -®’  -J  Penicillin  in  weak  solutions 
is  known  to  be  harmless  to  the  nasal  mu- 
cosa,-® and  its  use,  aside  from  possible  un- 
pleasant local  sensitivity  reactions,  is  not 
objectionable.  The  same  cannot  be  said  of 
the  sulfonamides.  A number  of  commercial 
preparations  containing  soluble  sodium 
salts  of  sulfonamides  are  highly  alkaline 
and  they  exert  a caustic  effect  in  the  nose-® 
which  is  destructive  to  the  nasal  mucosa 
and  correspondingly  harmful  to  the  patient. 
Any  nose  drops  with  a pH  over  6 are  to 
be  avoided.-'’ 

In  chronic  sinusitis,  which  is  often  the 
result  of  an  individual  allergic  response  or 
of  poor  mechanical  drainage  to  the  infected 
sinus,  antibacterial  agents  have  proved  of 
little  value.  A chronic  infection  may  be 
helped  during  an  acute  exacerbation  by  the 
systemic  administration  of  penicillin  or 
sulfa  drugs,  but  it  cannot  be  said  that  their 
use  improves  the  patient’s  chances  for  ulti- 
mate cure  of  the  chronic  state,  in  which 
carefully  planned  surgery  and  desensitiza- 
tion therapy  are  the  most  likely  roads  to 
relief.-'  In  this  condition,  just  as  in  chronic 
otorrhea,  the  explanation  is  undoubtedly 
the  presence  of  nonsusceptible  pathogens. 

Although  promising  results  have  been  re- 
ported from  the  use  of  areosol  penicillin  in 
the  treatment  of  sinus  infections.-’*  this  is 
another  condition  in  which  it  is  questionable 
whether  the  means  of  administration  has 
much  to  do  with  the  benefits  observed.  The 
blood  level  achieved  by  absorption  of  the 
drug  in  the  pulmonary  alveoli  must  be 
credited  with  any  good  results.  It  was 
shown  long  ago-®  that  air  passing  through 
the  nose  does  not  enter  the  sinuses,  while 
the  volume  of  air  exchanged  between  the 
sinuses  and  the  nasal  passages  is  minute. 
Proetz  has  estimated  that  it  requires  many 
hours  for  a single  complete  change  in  the 
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air  content  of  a sinus  to  occur  as  the  result 
of  the  respiratory  motion  of  nasal  air.  Stud- 
ies are  now  being  conducted  at  the  Colum- 
bia University  College  of  Physicians  and 
Surgeons  in  the  treatment  of  sinus  disease 
with  aerosol  penicillin  by  means  of  an  alter- 
nating positive  and  negative  pressure  appa- 
ratus. There  are  obvious  dangers  inherent 
in  such  a method,  but  it  offers  a rational 
approach  to  the  problem,  and  it  may  prove 
very  valuable. 

I!i;(l.\ClIolM  I.MOXAi:V  IXFECTJO.NS 

The  otolaryngologist  whose  practice  in- 
cludes bronchoesophagology  has  found  pen- 
icillin and  the  sulfa  drugs  useful  in  this 
field.-^"  The  intrabronchial  instillation  of 
I)enicillin  solutions  (as  well  as  of  strepto- 
mycin) through  the  bronchoscope  in  the 
treatment  of  chronic  bronchopulmonary 
infections  such  as  lung  abscess  and  bron- 
chiectasis has  met  with  great  success.  Sulfa 
drugs,  in  the  form  of  powders,  have  been 
insufflated  into  the  respiratory  passages 
by  the  same  route,  but  caking  of  the  powder 
has  been  reported  and  the  method  is  obvi- 
ously undesirable.  Antibiotic  aerosols  find 
their  greatest  usefullness  in  this  type  of  in- 
fection. They  have  been  utilized  for  both 
palliation  and  cure,  as  well  as  in  prepara- 
tion for  thoracic  surgery,  and  the  results 
have  been  almost  uniformly  favorable. 

ruxicii.i.ix  i:v  tuh  okai.  uoi  te 

In  the  opinion  of  many  observers  penicil- 
lin by  the  oral  route  should  be  more  useful 
in  otolaryngology  than  in  many  other 
fields  of  medicine.  A large  proportion  of 
patients  with  otolaryngologic  disorders  are 
not  seriously  ill  and  can  remain  ambulatory. 
For  these  reasons,  in  spite  of  the  variable 
results  to  be  expected,  oral  administration 
of  penicillin  seems  justified.  Some  reports 
are  distinctly  encouraging,  and  Lierle’s-^^ 
experimental  studies  have  put  the  method 
on  a logical  basis.  The  blood  levels  pro- 
duced by  oral  administration  are  usually 
adequate  to  control  simple  infections  and 
prevent  complications,  and  if  the  patient  is 
kept  under  close  observation,  there  can  be 
no  objection  to  the  method  on  the  ground 
of  safety.  The  use  of  Romansky’s  beeswax 
and  oil  formula-^-  is  more  logical,  but  many 


patients  object  to  injections  by  needle  for 
conditions  which  are  not  disabling. 

DISCUSSION 

It  probably  seems  somewhat  confusing 
for  a communication  which  began  with  the 
statement  that  the  sulfa  drugs  and  anti- 
biotics have  materially  altered  the  practice 
of  otolaryngology  to  be  chiefly  concerned 
with  a discussion  of  the  limited  effective- 
ness of  these  agents  in  the  common  infec- 
tions of  the  ear,  nose  and  throat.  Some  com- 
ment is  obviously  needed  to  clarify  the 
situation. 

It  should  be  noted  first  of  all  that  most 
of  this  presentation  has  had  to  do  with  the 
use  of  chemotherapy  and  antibiotic  ther- 
apy in  such  simple  infections  as  tonsillitis, 
sinusitis,  laryngitis  and  pharyngitis,  all  of 
which  may  be  termed  “office  practice”  dis- 
eases. In  these  conditions  the  value  of  the 
new  methods  is  still  under  debate.  The  liter- 
ature is  confusing,  and  my  purpose  in  this 
communication  has  merely  been  to  analyze 
it  and  edit  it,  so  to  speak,  for  the  benefit 
of  those  who  are  not  otolaryngologists. 

In  the  prevention  and  treatment  of  the 
serious  complications  which  may  result 
from  such  minor  infections  as  those  men- 
tioned, there  is  no  doubt  of  the  value  of 
these  new  agents.  They  are  extremely  use- 
ful. The  control  of  mastoiditis  from  otitis 
media  is  an  outstanding  example  of  their 
value.  Extension  to  the  mastoid  air  cells 
and  adjoining  regions  still  occurs  in  spite 
of  their  use,  when  the  causative  micro- 
organisms are  drug-resistant,  but  on  the 
whole,  mastoiditis  is  now  a waning  disease, 
intra-cranial  complications  are  relatively 
infrequent,  and  their  lethality  has  been 
greatly  reduced.  Meningitis,  cerebral  ab- 
scess, lateral  sinus  thrombosis  and  petro- 
sitis can  usually  be  cured  by  the  use  of  the 
antibiotics  or  sulfonamides,  combined,  if 
necessary,  with  appropriate  drainage. 
Osteomyelitis  of  the  frontal  bone,  and 
cavernous  sinus  thrombosis,  which  former- 
ly were  dreaded  complications  because  of 
the  high  mortality  associated  with  them, 
now  usually  can  be  prevented  or,  if  they 
occur,  can  often  be  cured  by  the  use  of  these 
new  remedies.  Hill,-^^  in  his  recent  appraisal 
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of  Mosher’s  “seven  great  problems  in  oto- 
laryngology’’, listed  them  as  among  the 
problems  which  are  approaching  solution. 
What  is  true  of  mastoiditis  is  also  true  of 
all  soft  tissue  and  intracranial  complica- 
tions of  infections  of  the  ear,  nose  and 
throat.  They  are  usually  preventable  by  the 
early  use  of  the  sulfa  drugs  and  antibiotics 
and  if  they  develop,  they  can  usually  be 
cured,  often  without  surgical  drainage,  by 
use  of  the  same  agent.  It  is  therefore  fair 
to  say  that  otolaryngology  is  a different 
specialty  today  from  what  it  was  10  years 
ago. 

SUMMAliY 

1.  The  advantages  and  limitations  of 
the  sulfonamides  and  antibiotics  have  been 
discussed  in  relation  to  various  otolaryn- 
gologic conditions. 

2.  The  limited  usefulness  of  these  agents 
in  the  so-called  “office  practice”  diseases 
has  been  pointed  out,  and  their  extreme 
value  in  serious  complications  which  may 
result  from  these  minor  infections  has  been 
emphasized. 

3.  The  risk  that  sulfonamides  and  anti- 
biotics may  permit  serious  complications  to 
develop  by  masking  symptoms  in  mastoidi- 
tis must  be  borne  in  mind  by  every  physi- 
cian who  uses  them. 

4.  In  spite  of  the  fact  that  these  new 
agents  are  not  “cure-alls”  they  have  com- 
pletely altered  the  character  of  otolaryn- 
gologic practice,  and  when  properly  em- 
ployed, they  have  an  enormous  prophylactic 
and  therapeutic  field  of  usefulness. 
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ADULT  HYPOTHYROIDISM  AND 
MYXEDEMA 

A REVIEW  OF  THE  DIAGNOSTIC  DATA 
IN  151  CASES 

NORMAN  BURNSTEIN,  M.  D.f 
New  Orleans 

In  this  study  the  inclusive  term  adult 
hypothyroidism  is  applied  to  all  cases  of 
hypometabolism  believed  to  be  due  to  a de- 
crease of  thyroid  hormone ; hypothyroidism 
of  severe  degree  characterized  by  marked 
reduction  of  the  basal  metabolic  rate  and 
the  classic  clinical  features  of  severe  hypo- 
thyroidism are  here  classified  as  myxedema. 

TOTAL  INCIDENCE 

In  the  11  year  period  from  1935  through 
1945,  a total  of  151  cases  of  adult  hypothy- 
roidism and  myxedema  were  admitted  to 
the  Charity  Hospital.  During  this  period 
the  total  number  of  admissions  to  the  hos- 
pital, exclusive  of  newborns,  was  553,240 ; 
the  incidence  of  hypothyroidism  was  thus 
0.0002  per  cent.  Of  the  151  patients,  43, 
or  22  per  cent,  had  frank  myxedema.  Re- 
ports from  institutions  in  other  parts  of 
the  United  States  give  a higher  incidence 
than  the  figures  noted  here.  Means'  noted 
that  at  the  Massachusetts  General  Hospital 
patients  with  myxedema  constituted  0.08 
per  cent  of  the  total  number  admitted  to 
the  wards.  Shepardson  and  Wever-  found 
an  incidence  of  0.04  per  cent  of  admissions 
in  the  University  of  California  Hospital  in 
1934,  and  at  the  Mayo  Clinic'  in  1935  pa- 
tients with  myxedema  constituted  0.07  per 
cent  of  total  hospitalized  patients. 

RACE 

Of  the  151  cases.  111  occurred  in  white 
persons  and  40  in  negroes,  during  a period 
when  283,516  whites  and  269,724  negroes 
were  admitted  to  the  hospital.  Hypothy- 
roidism was  thus  about  three  times  as  com- 
mon in  persons  of  the  white  race.  Of  the 
cases  of  myxedema,  35  were  in  whites  and 
eight  in  negroes.  A survey  of  the  literature 
did  not  reveal  data  regarding  the  compara- 

tFrom  the  Department  of  Medicine  of  the  Louisi- 
ana State  University  School  of  Medicine,  and  the 
Charity  Hospital  of  Louisiana  at  New  Orleans. 


tive  incidence  of  hypothyroidism  in  the 
white  and  negro  races. 

SE.\ 

One  hundred  and  thirty-one  of  the  151 
patients,  or  86  per  cent,  were  females. 
Thirty-one  of  the  43  cases  of  myxedema,  or 
72  per  cent,  occurred  in  females.  Means'  in 
studies  at  the  Massachusetts  General  Hos- 
pital found  an  incidence  of  82  per  cent  in 
females  in  cases  of  myxedema.  Kohlhas" 
found  a ratio  of  10  males  to  40  females, 
and  Thompson'  found  similar  results  in  his 
report. 

ACE 

The  age  incidence  is  listed  in  table  1, 
which  shows  that  half  of  the  cases  occurred 
in  individuals  below  the  age  of  40,  and  40 
per  cent  below  the  age  of  30.  Kohlhas' 
found  the  average  age  in  50  cases  studied 
to  be  34  years.  Thompson'  states  that  the 
disease  occurs  more  frequently  in  the 
fourth,  fifth,  and  sixth  decades  of  life. 

TAHLE  1 
AGE  INCIDENCE 

^8'^  Number  of  Cases: 

Hypothyroid  Myxedema 


18  - 30  40  15 

30  - 40  31  6 

40  - 50  17  (; 

50  - 00  10  8 

Above  60  4 g 


I ■ R E S E N 'IT  X G S V .M  I 'T (.  i M S 

In  table  2 the  complaints  of  these  patients 
and  their  frequency  of  occurrence  are 
listed.  The  onset  of  the  symptoms  was  slow 
in  all  cases;  in  10  cases  symptoms  were 
first  noted  during  or  shortly  after  preg- 
nancy. The  presenting  complaints  were 
most  frequently  referable  to  the  genital, 
gasti  ointestinal,  neuromuscular,  and  car- 
diovascular systems.  Symptoms  of  greatest 
frequency  in  myxedema  were  headaches, 
constipation,  fatigue,  backache,  abdominal 
pains,  and  general  body  aches  and  pains. 
Lermair"  in  1933,  in  a review  of  77  cases 
of  myxedema,  noted  similar  findings  in  the 
symptomatology  of  myxedema.  The  above 
findings  are  in  agreement  with  the  findings 
of  Rose,"  Reilly,'  and  PulleiC  that  the  pre- 
senting symptoms  in  cases  of  mild  and  mod- 
erate hypothyroidism  may  be  manifold  and 
nonspecific. 
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TABLE  2 

SYJIPTOMATOLOGY 

Hypothyroidism  Myxedema 
Cases  Cases 

Per  Per 


S,\mptoms  Number 

cent 

Number 

cent 

Irregular  menses  

33 

32 

3 

7 

Abdominal  pains 

31 

28 

11 

26 

Headaches  

26 

24 

15 

35 

Anorexia  — 

23 

21 

5 

12 

Nausea  

21 

20 

9 

21 

Increased  menses  

18 

17 

2 

5 

Fatigue  - 

17 

16 

19 

44 

Weight  loss  

15 

15 

7 

16 

Constipation  

16 

15 

17 

40 

Backache  

16 

15 

13 

30 

Nervousness  

14 

13 

4 

9 

Weight  gain 

15 

14 

7 

16 

Vomiting  

15 

14 

5 

12 

Cardiac  pains  - 

14 

13 

10 

23 

Lethargy  

13 

12 

6 

14 

Qualitative  dyspepsia  .. 

11 

10 

4 

9 

Cardiac  palpitations 

10 

10 

5 

12 

Epigastric  fullness  

9 

8 

6 

14 

General  aches  and  pains 

9 

8 

10 

23 

Dizziness  

8 

7 

7 

16 

General  malaise  

8 

7 

5 

12 

Amenorrhea  

8 

7 

O 

5 

Memory  impairment 

7 

6 

7 

16 

Decreased  menses 

7 

6 

0 

0 

Sensitivity  to  cold  

6 

4 

7 

16 

Increased  lacrimation  .. 

6 

4 

3 

7 

Dyspnea  

5 

4 

1 

3 

Sleepiness  

4 

3 

3 

7 

Diarrhea  

2 

2 

7 

16 

Earache  

3 

2 

0 

0 

PHYSICAL  SIGNS 

The  physical  signs  believed  to  be  asso- 
ciated with  the  hypothyroid  state  are  listed 
in  table  3.  The  findings  stress  the  fact  that 
physical  findings  of  a characteristic  nature 
are  much  more  frequently  found  in  the 
cases  of  myxedema  than  in  varying  lesser 
degrees  of  hypothyroidism. 

OTHER  DISEASES 

In  the  cases  of  hypothyroidism  without 
frank  myxedema,  53  per  cent  of  the  patients 
had  other  diseases  which  contributed  im- 
portantly to  the  clinical  picture,  the  most 
frequent  being  gynecologic  disorders  and 
gallbladder  disease.  On  the  other  hand,  only 
18  per  cent  of  the  patients  with  frank 
myxedema  had  other  significant  disorders. 
Table  4 lists  in  order  of  frequency  the,  pri- 
mary diagnosis  recorded. 

LABO'RATORY  DATA 

The  basal  metabolic  rates  prior  to  the 
institution  of  replacement  therapy  are  listed 


TABLE  3 

PHYSICAL  SIGNS 

Per  cent  of  Cases ; 


Physical  Signs 

Hypothyroid 

Myxedema 

Obesity  

37 

14 

Enlarged  thyroid  gland 

24 

5 

Hypotension  

15 

14 

Cardiac  enlargement  

10 

11 

Coarse  dry  hair  

10 

5 

Myxedematous  facies 

8 

22 

Edema  of  eyelids  

8 

21 

Dry  skin  

8 

37 

Edema  of  face 

7 

37 

Thick  skin  

4 

16 

Edema  of  hands  

3 

19 

Thick  tongue  

3 

14 

Loss  of  body  hair  

3 

16 

Thin  eyebrows  

3 

10 

Coarse  rough  skin  

2 

10 

Brittle  nails  

1 

0 

Cool  skin  - 

1 

2 

Pallid  skin  

0 

9 

TABLE  4 
DIAGNOSES 

Number  of  Cases: 

Primary  Diagnosis  Hypothyroidism  Myxedema 


Hypothyroidism  or 

myxedema  58  35 

Gynecologic  disorders  20  1 

Nephritis  3 2 

Cholecystitis  7 0 

Goiter,  non-toxic  6 1 

Postoperative  thyroidectomy  6 2 

Tuberculosis  2 0 

Diabetes  mellitus  1 1 

Hookworm  disease  0 1 


in  table  5.  Seventy-seven  per  cent  of  the  pa- 
tients with  frank  myxedema  showed  B.M.R. 
readings  more  than  20  per  cent  below 
normal. 

TABLE  5 


DISTRIBUTION  OP  BASAL  METABOLIC  RATES 

Per  cent  of  Cases : 

Basal  Metabolic  Rate  Hypothyroidism  Myxedema 


— 5 to  — 10  

17 

0 

—10  to —20  ...... 

29 

7 

—20  to  —30  

14 

23 

— 30  and  below 

0.9 

54 

Not  recorded  .... 

39 

16 

Blood  cholesterol  values  were 

capricious 

in  this  series. 

probably  because  the  method 

used  for  this  determination  was  not  reli- 
able. In  almost  half  of  the  21  cases  of 
myxedema  in  which  blood  cholesterol  was 
determined,  the  level  was  below  200 
mg./lOO  c.c. 

The  results  of  blood  counts  are  shown  in 
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table  6.  In  42  per  cent  of  the  cases  of  frank 
myxedema,  significant  anemia  was  present. 
Six  cases  of  myxedema  showed  a hyper- 
chromic  macrocytic  type  of  anemia. 

Electrocardiographic  abnormalities  com- 
patible with  or  suggestive  of  hypothyroid- 
ism (low  complexes,  isoelectric  T waves, 
prolonged  QT  interval)  were  noted  in  four 
cases  of  hypothyroidism  and  14  cases  of 
myxedema. 

> TAItl.E  (i 


Per  cent  of  Cases : 


Hypothyroidism 
Total  red  blood  cell  count 


Above  .1.5  million  2,3 

Below  3.5  million  9 

Hemoglobin 

Above  10.5  gm 9 

Below  10.5  gm 23 


Myxedema 

23 

42 

42 

20 


SUM.MAUY 

1.  A study  of  151  hospitalized  cases  of 
hypothyroidism  and  myxedema  occurring 
in  an  11  year  period  at  a large  Southern 
hospital  are  reviewed. 

2.  The  relatively  low  incidence  of  these 
disease  states  in  this  region  of  the  country 
is  noted  in  contrast  to  much  higher  figures 
elsewhere. 

3.  The  higher  incidence  of  occurrence  in 
the  white  race  than  in  the  negro  race  is 
emphasized. 

4.  The  cases  studied  here  occurred  at  an 
earlier  age  than  in  some  other  series. 

5.  Females  had  the  disease  more  often 
than  males,  in  general  agreement  with  the 
finding  of  others. 


6.  Typical  signs,  symptoms,  and  labora- 
tory data  lend  further  emphasis  to  the  gen- 
eral findings  recorded  in  the  literature. 
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HUMAN  ISOIMMUNIZATION 
.J.  W.  DAVENPORT,  JR.,  M.  D.f 
New  Orleans 

Some  of  the  clinical  phenomena  of  hetero- 
immunization were  observed  as  early  as 
1667  following  the  repeated  transfusion  of 
sheep  blood  into  human  recipients.  The 
French  surgeon,  Denys,  wrote  of  a patient, 
who,  following  a second  such  transfusion, 
exhibited  a rapid  pulse,  nausea,  profuse 
sweating  and  pain  in  the  kidney  region,  fol- 
lowed the  next  day  by  passage  of  urine  de- 
scribed as  “black”. ^ These  are  recognized 
as  signs  and  symptoms  resulting  from  the 
transfusion  of  incompatible  blood  and  it  is 
known  that  antibodies  in  the  patient’s  blood 
initiate  the  unfavorable  response  by  hemo- 
lyzing  the  transfused  red  cells,  the  black 
urine  arising  from  the  presence  of  hemo- 
globin pigments  derived  from  the  laked 
erythrocytes. 

Here  was  an  example  of  the  sensitization 
of  one  species  by  an  antigen  present  in  a 
different  one.  This  is  relatively  easy  to 
demonstrate  in  laboratory  animals  and  is 
the  basis  of  preparing  typing  fluids  for  the 
identification  of  the  M and  N factors  in 
human  blood. 

Isoimmunization,  or  sensitization  within 
a species,  was  first  described  by  Ehrlich 
and  Morgenroth  in  1900.  By  cross-trans- 
fusions between  goats,  they  were  able  to 
demonstrate  the  development  of  immune 
antibodies  in  the  recipients.  The  antibodies 
served  to  differentiate  the  bloods  of  indi- 
viduals belonging  to  the  same  species.  Ap- 
plying the  same  methods,  as  in  vitro  pro- 
cedures, Landsteiner-  demonstrated  in  hu- 
mans the  existence  of  the  normal  isohemag- 
glutinins anti-A  and  anti-B  and  established 
the  identity  of  the  four  ma.jor  blood  groups, 
A,  B,  AB  and  0.  This  discovery  stands  as  a 
genuine  epoch  in  science  because  it  not  only 
made  possible  safe  blood  transfusion  ther- 
^Py>  but  also  serves  as  the  basis  of  all  our 


tFrom  the  Southern  Baptist  Hospital  Depart- 
ment of  Intravenous  Therapy,  and  the  Departments 
of  Obstetrics  and  Gynecology,  Tulane  University, 
New  Orleans. 
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accumulated  knowledge  of  human  isoimmu- 
nization. 

Sensitization  to  the  Rh  factor  of  Land- 
Steiner  and  Wiener  is  the  best  known  ex- 
ample of  isoimmunization  in  man  and  is 
recognized  as  the  etiologic  agent  in  some 
92  per  cent  of  all  cases  of  hemolytic  disease 
of  the  newborn  and  of  intra-group  hemoly- 
tic transfusion  reactions.®  Investigations 
in  this  field  have  also  served  to  redirect  at- 
tention to  the  presence  of  several  different 
agglutinogens  in  human  erythrocytes. 
Nearly  all  of  the  factors  identified  to  date 
have  been  known  to  behave  as  antigens,  al- 
beit rarely  in  the  case  of  some  of  them.  The 
rare,  and  at  times  obscure,  sensitizations 
deserve  some  consideration  because  they  are 
concerned  in  the  8 per  cent  of  cases  of 
hemolytic  disease  and  transfusion  reactions 
not  due  to  Rh. 

The  major  group  specific  substances,  A 
and  B,  are  not  confined  to  the  erythrocytes 
but  are  present  in  almost  every  internal  or- 
gan, especially  glandular  tissue.  A large 
majority  of  individuals,  apparently  as  an 
hereditary  trait,  also  secrete  their  group 
specific  substance  in  saliva,  gastric  juice 
and  amniotic  and  other  body  fluid-s.  Char- 
acteristic of  the  A-B  groups  is  the  presence 
of  the  normal  isohemagglutinins,  anti-A  and 
anti-B,  in  plasma  or  serum.  These  are 
globulins  and  can  be  demonstrated  in  high 
protein  body  fluids  such  as  milk,  lymph  and 
transudates. 

The  higher  incidence  of  abortions  and 
miscarriages  in  group  incompatible  matings 
was  noted  two  decades  ago  and  re-empha- 
sized  in  recent  years.®-  ^ In  view  of  the  many 
instances  in  which  mother  and  fetus  are 
group  incompatible  one  would  expect  a con- 
siderable incidence  of  hemolytic  disease  due 
to  differences  in  major  group.  That  such 
is  not  the  case  is  due  to  the  fact  that  a ma- 
jority of  unborn  infants  secrete  their  group 
specific  substance  and  the  presence  of  this 
in  amniotic  fluid  and  fetal  circulation  serves 
as  a protective  mechanism  by  neutralizing 
or  absorbing  the  antagonistic  maternal 
isohemagglutinins.  Thus,  in  the  8 per  cent 
of  erythroblastosis  in  offspring  of  Rh-b 
mothers,  not  more  than  2 per  cent  probably 


are  due  to  A or  B hyperimmunization. 
These  cases,  when  seen,  however,  are  clinic- 
ally indistinguishable  from  those  caused  by 
typical  Rh  sensitization  of  Rh — mothers. 

Recently  I reported  such  a case  in  which 
the  affected  infant  and  mother  were  both 
Rh-b  , the  baby  belonging  to  group  B and 
the  mother  to  Group  0,  with  the  significant 
findings  of  a marked  specific  increase  in 
maternal  anti-B  agglutinin  and  a negative 
test  for  B substance  in  the  neonatal  serum. 
Unlike  A and  B,  these  agglutinogens  are 
confined  almost  entirely  to  the  erythrocytes 
and  natural  isohemagglutinins  are  very 
rarely  encountered,  while  transfusion  iso- 
immunization to  M or  N is  but  slightly  more 
frequent.'*  These  factors  are  identified  by 
means  of  heteroimmune  sera  prepared  from 
animals  immunized  to  human  M-j-  and  N+ 
bloods. 

M and  N,  like  A and  B,  are  inherited  as 
simple  Mendelian  dominants,  but  unlike  A 
and  B,  are  never  both  absent.  There  are, 
then,  three  types  of  MN  bloods  in  humans : 
M,N,  MN.  While  subvarieties  of  the  A fac- 
tor are  well  known,  such  is  not  the  case  for 
M and  N,  although  a subtype  of  N has  been 
described. 

The  relationship  of  M and  N is  important 
in  itself  and  further  serves  as  a useful 
analogy  in  appreciating  the  reciprocal  kin- 
ship between  the  Rh  and  Hr  factors. 

In  1928  Landsteiner  and  Levine‘S  made 
an  important  contribution  when  they  dis- 
covered yet  another  agglutinable  factor  in 
human  erythrocytes.  This  agglutinogen, 
named  P,  apparently  is  confined  to  the  ery- 
throcytes and  natural  human  anti-P  agglu- 
tinins are  extremely  rare,  although  the  sera 
of  horses  and  pigs  often  exhibit  agglutinins 
specific  for  the  factor.  It  is  inherited  as  a 
simple  Mendelian  dominant  and  the  exist- 
ence of  subtypes  has  been  suggested.  On 
infrequent  occasions  the  P factor  behaves 
in  an  antigenic  manner  and  a recent  case 
of  P isoimmunization  was  reported  bj^ 
Wiener  and  Unger  in  1944.® 

The  complex  or  mosaic  nature  of  the  Rh 
factor  is  presently  well  verified.  Essentially 
it  consists  of  three  subfactors  designated 
Rho  Rh'  and  Rh".^**  Each  of  these  is  capable 
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of  antigenic  behavior  following  entrance 
into  the  circulation  of  an  individual  lacking 
it.  The  identity  of  the  subfactors  was  es- 
tablished by  the  discoveries  of  human  iso- 
immune anti-Rh  sera  giving  respectively  85, 
70  and  30  per  cent  positive  reactions  against 
erythrocytes  of  white  individuals  in  gen- 
eral. Just  as  the  three  Rh  agglutinogens 
co-exist  in  various  combinations,  determin- 
ing the  eight  major  subtypes,  so  the  three 
Rh  antibodies  may  be  and  are  found  singly 
or  variously  together  in  the  serum  of  an 
isoimmunized  person. 

As  Levine  has  repeatedly  and  so  clearly 
shown,  the  anti-Rh(,  (85  per  cent)  serum  is 
clinically  of  greatest  value.  The  existence 
of  the  Rh  subtypes  explains  some  of  the 
rare  cases  of  erythroblastosis  in  infants  of 
Rh-j-  mothers.  In  these  instances  the  father 
and  affected  baby  possess  a subfactor  ab- 
sent from  the  blood  of  the  mother,  although 
she  may  possess  both  of  the  others.  Inter- 
mediate Rh  subfactors  have  been  encoun- 
tered, but  to  date  constitute  a rarity. 

Originally  it  was  believed  that  Rh  was 
confined  to  the  erythrocytes  and  was  not 
secreted.  However,  the  presence  of  Rh  ag- 
glutinogens in  certain  organs  and  in  saliva, 
gastric  juice  and  amniotic  fluids  of  Rh-f 
individuals  has  been  demonstrated  in  a 
small  number  of  cases.  Secretion  of 

Rh  substance  serves  as  one  explanation  of 
the  occasionally  normal  Rh-j-  infant  born  to 
an  isoimmunized  Rh — mother.  Further, 
this  information  brings  within  the  realms 
of  probability  the  development  of  a non- 
antigenic  means  of  neutralizing  Rh  anti- 
bodies in  vivo,  a procedure  which  should 
cause  a marked  decrease  in  neonatal  mor- 
bidity and  mortality  due  to  hemolytic  dis- 
ease of  the  newborn. 

In  1941  Levine  began  the  long  series  of 
studies  which  lead  to  our  present  extensive 
knowledge  of  the  Hr  factor.'^  In  the  early 
stages  of  this  investigation,  involving  ery- 
throblastosis in  infants  of  Rh+  mothers, 
he  established  the  existence  of  an  aggluti- 
nogen bearing  a reciprocal  relationship  to 
Rh  and  to  it  gave  the  apt  name.  Hr.  More 
recent  work  by  Levine  and  others  has  es- 
tablished the  complex  nature  of  Hr  and  the 


presence  of  three  Hr  agglutinogens  Hro  Hr' 
and  Hr",  each  corresponding  to  a respective 
Rh  factor.  In  other  words,  a blood  which 
is  Rh — is  Hr-f . Further,  the  red  cells  of 
some  people  contain  both  Rh  and  Hr  ag- 
glutinogens and  some  contain  only  Hr,  the 
latter  being  the  so-called  “true”  or  “com- 
plete” Rh  negatives.  Levine  was  first  to 
point  out  the  analogy  of  Rh  and  Hr  to  M 
and  N.  Thus  three  MN  types  are  possible : 
M,N,  MN,  types  M and  N being  homozy- 
gous. Similarly  three  Rh-Hr  types  are  pos- 
sible, Rr,  Hr  and  RhHr.  Some  bloods  are 
homozygous  for  Rh  (RhRh),  some  likewise 
for  Hr  (HrHr)  while  many  individuals  pos- 
sess both  factors  and  are  therefore  hetero- 
zygous (RhHr). 

Hr  is  as  highly  antigenic  as  Rh.  but  few 
cases  of  Hr  isoimmunization  are  seen  due 
to  the  high  incidence  of  heterozygous 
(RhHr)  people.  In  a case  of  erythroblas- 
tosis still  being  studied,  we  found  the  father, 
two  older  children  and  the  affected  infant 
were  all  Rh-f  Hr-f  (thus  heterozygous) 
while  the  mother  was  found  to  be  Rh-f 
Hr — (thus  homozygous  for  Rh)  and  to  ex- 
hibit anti-Hr  antibodies  in  her  serum.  Le- 
vine’s general  rule  applied  in  this  case,  to 
wit : “the  fetus  must  be  heterozygous  for 
the  factor  to  which  the  mother  is  isoim- 
munized.” 

Actually  we  have  only  touched  upon  the 
subject  of  human  agglutinogens  and  iso- 
immunization. A number  of  other  factors 
have  been  identified  in  human  blood  but 
thus  far  seem  of  no  clinical  significance.  It 
must  be  remembered  that  not  all  of  these 
substances  and  their  sub-forms  are  present 
in  the  erythrocytes  of  any  one  individual 
so  that  the  possible  permutations  and  com- 
binations are  almost  infinite  and  from  the 
original  four  major  groups  of  Landsteiner 
we  have  progressed  to  identification  of  sev- 
eral hundred  types  of  human  blood. 

CUXCLT’SIOX 

This  general  statement  may  be  made  re- 
garding human  isoimmunization : Certain 

agglutinogens  present  in  human  erythro- 
cytes at  times  behave  as  antigens,  some  to 
a greater  degree  than  others;  transfer  of 
antigen  takes  place  by  blood  transfusion 
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and  or  pregnancy,  the  erythrocytes  of  the 
donor  (fetus)  possessing  one  or  more  ag- 
glutinogens absent  from  the  erythrocytes  of 
the  recipient  (mother). 
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NEW  METHOD  OF  TREATING  PEPTIC 
ULCERS  WITH  PENICILLIN 
GASTRIC  DRIP 
PRELIMINARY  REPORT* 

RICHARD  W.  YOUNG,  M.  D. 

Baton  Rouge 

The  purpose  of  this  paper  is  to  bring 
before  the  staff  members  of  this  hospital 
the  striking  results  obtained  in  treating 
four  cases  of  proved  peptic  ulcers  by  a con- 
tinuous gastric  drip  of  penicillin  in  soda 
water  for  ten  days. 

I fully  realize  that  the  reporting  of  four 
cases  is  of  little  or  no  statistical  va,lue ; how- 
ever, the  results  were  so  striking  that  I feel 
justified  in  making  this  report. 

As  far  as  I can  ascertain,  this  method  of 
treating  peptic  ulcers  with  penicillin  gastric 
drip  has  never  been  reported,  and  inasmuch 

*Read  before  the  staff  of  the  Baton  Rouge  Gen- 
eral Hospital  July  16,  1947. 


as  it  is  simple  and  of  no  danger  to  the  pa- 
tient it  is  worthy  of  extensive  use  in  this 
type  of  disease. 

The  treatment  is  based  on  the  theory  that 
gastric  ulcers  are  infected  and  the  irri- 
tating factors  of  the  stomach,  namely, 
food  and  acid,  interfere  with  the  oppor- 
tunity to  heal.  Therefore,  the  reasoning  be- 
hind this  method  is  simple.  Remove  the 
irritating  factors  and  apply  directly  to  the 
ulcer  some  non-irritating  and  non-toxic 
antibacterial  agent..  This  we  have  in  penicil- 
lin dissolved  in  soda  water. 

The  method  I have  used  on  these  cases 
was  definitely  to  establish  the  exact  location 
of  the  ulcer  by  fluoroscopy  and  x-ray.  A 
small  soft  stomach  tube  was  passed  into  the 
stomach  via  the  nose  and  fixed  in  position 
so  the  stomach  end  is  above  the  ulcer.  The 
outside  end  is  attached  to  a 1000  c.c.  drip 
bottle  suspended  from  an  infusion  stand 
and  containing  200,000  units  of  penicillin 
dissolved  in  1000  c.c.  of  tap  water  to  which 
have  been  added  two  teaspoonfuls  of  bicar- 
bonate of  soda.  This  is  regulated  to  drip 
continuously  at  the  rate  of  60  drops  a min- 
ute. In  all  cases  it  was  continued  night  and 
day  for  eight  to  ten  days.  The  patient  is 
not  allowed  to  take  anything  by  mouth  ex- 
cept small  sips  of  water  to  keep  the  throat 
moist,  this  only  when  absolutely  necessary. 
Infusions  of  5 per  cent  glucose  in  1000  c.c. 
of  normal  saline  are  given  once  each  day. 
Codeine  and  luminal  by  hypodermic  were 
used  occasionally  at  night  to  insure  ade- 
quate rest.  Nothing  else  was  given  the 
patient. 

The  criteria  used  to  know  when  to  remove 
the  tube  were  daily  gastric  analysis,  symp- 
tomatic relief,  and,  finally,  fluoroscopy  and 
x-ray  demonstrating  absence  of  the  ulcer. 

CASE  NO.  1 

Mr.  M.  G.,  aged  42,  was  admitted  to  the  hospital 
on  June  3,  1946,  with  a history  of  pain  in  the 
epigastrium  accompanied  by  nausea  and  vomiting. 
Patient  stated  that  he  had  been  under  treatment 
for  stomach  ulcer  for  over  a year.  X-ray  diagnosis 
was  made  and  he  had  been  on  a diet  ever  since  with 
very  little  relief.  Two  days  before  admission  he 
began  to  suffer  severely  from  pain  and  nausea 
which  had  become  unbearable.  Vomiting  was  clear, 
very  acid,  no  blood. 

Physical  examination  revealed  a well  nourished 
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white  male  whose  weight  was  150  pounds,  not 
acutely  ill.  The  head  was  negative;  chest  nega- 
tive; lungs  clear;  heart  normal.  B.  P.  140/90.  Ab- 
domen was  soft.  There  was  a marked  tenderness 
over  epigastric  region  extending  down  to  the  um- 
bilical region;  genitalia  and  extremities  normal. 

X-ray  and  fluoroscopic  exavihiation : On  the 
posterior  wall  of  the  pyloric  canal  is  a residual 
fleck  which  is  persistently  observed  when  the  bari- 
um is  partially  expressed.  There  is  localized  ten- 
derness' over  the  area.  The  fleck  is  believed  to 
represent  the  crater  of  an  active  gastric  ulcer. 

Laboratory:  Gastric  analysis:  Total  acidity  70; 
HCl  free  60.  Blood:  Kahn  and  Wassermann  nega- 
tive. Red  blood  cells  4,050,000;  white  blood  cells 
5950;  hemoglobin  75  per  cent;  S.  L.  41;  L.  M.  5; 
F.  N.  5.3;  E.  1;  negative  malaria;  urine  negative; 
temperature  normal. 

Treatment:  Using  soft  stomach  tube,  via  nose, 
the  penicillin  gastidc  drip  was  started  June  10, 
1946,  with  1000  c.c.  tap  water,  two  teaspoonfuls 
of  bicarbonate  of  soda  with  200,000  units  of  peni- 
cillin. A continuous  drip,  60  drops  per  minute,  con- 
tinued for  eight  days.  An  infusion  of  1000  c.c.  of 
5 per  cent  dextrose  was  given  once  daily. 

Progress:  Daily  gasti’ic  analysis  showed  absence 
of  free  HCl  with  a total  acidity  averaging  15  per 
cent.  There  was  relief  of  symptoms  on  the  third 
day;  no  complaints;  no  hunger  or  thirst  experi- 
enced by  patient.  The  bowels  moved  daily  without 
aid.  On  the  morning  of  the  ninth  day  the  tube  was 
removed  and  an  x-ray  made. 

X-ray  and  fluoroscopic  examination,  June  18, 
1946:  No  evidence  of  fleck.  Slight  angulation  at 
pyloric-duodenal  junction  is  attributed  to  scarring 
results  from  the  healed  ulcer.  Patient  was  placed 
on  a full  diet  with  no  return  of  symptoms. 

Follow-up:  Twelve  months  after  discharge  the 
])atient  had  gained  40  pounds,  had  no  symptoms, 
and  stated  he  could  eat  anything  he  wishes  without 
and  symptoms  or  discomfort. 

CASI':  NO-,  2 

Mr.  M.  C.,  aged  23,  was  admitted  to  the  hospital 
on  May  27,  1947  with  a chief  complaint  of  pain 
in  the  stomach,  gnawing  in  character,  relieved  for 
a short  time  by  drinking  milk.  He  was  unable  to 
eat  any  solid  food  because  of  nausea.  Had  x-ray 
diagnosis  of  duodenal  ulcer  prior  to  admission.  Ex- 
amination revealed  a white  male  not  acutely  ill, 
underweight,  and  extremely  nervous.  Head  normal; 
chest  normal ; abdomen,  marked  tenderness  in  re- 
gion of  epigastrium;  extremities  and  genitalia 
normal. 

X-ray  report  on  June  7,  1947:  Findings  reveal 
large  fleck  in  first  portion  of  the  duodenum  which 
did  not  disappear  on  pressure,  and  tenderness  was 
elicited  on  palpation.  Diagnosis:  duodenal  ulcer, 
moderate  size. 

Laboratory : Gastric  analysis:  Not  reported  from 
laboratory  prior  to  treatment.  Red  blood  cells 
5.650,000;  white  blood  cells  9,000;  hemoglobin  90 


per  cent;  S.  L.  19;  P.  N.  80;  E 1;  negative  malaria. 

Treatment:  Continuous  penicillin  gastric  drip 
as  described  above  was  carried  out  for  10  days; 
one  infusion  daily  of  5 per  cent  glucose,  1000  c.c. 
given. 

Progress:  On  third  day,  complete  relief  of  all 
symptoms  was  reported  by  the  patient.  Gastric 
analysis  was  reported  free  from  HCl,  total  acidity 
of  5 on  the  third,  sixth  and  eighth  days.  During 
treatment  the  bowels  moved  normally,  no  hunger 
or  thirst  experienced.  Tube  was  removed  on  the 
morning  of  the  eleventh  day  and  x-ray  and  fluoro- 
scopy made  immediately  after.  Report:  The  find- 
ings revealed  complete  healing  of  the  n^oderate  size 
ulcer  crater  previously  described  with  a slight  cica- 
trization as  a residuum. 

The  patient  was  placed  on  a full  diet  and,  having 
no  discomfort  or  symptoms,  released  from  the  hos- 
pital. A check-up  on  the  case  at  time  of  reading 
of  this  paper.  He  states  that  he  is  eating  anything 
he  wants  and  has  no  discomfort,  and  he  is  work- 
ing full  time  without  fatigue. 

C.\SE  NO.  :i 

Mrs.  D.  T.,  aged  59,  a white  female  gave  a his- 
tory of  pain  in  the  stomach  for  past  12  months, 
accompanied  by  nausea  and  occasional  vomiting. 
She  has  had  almost  constant  pain  in  stomach 
for  past  three  months  and  she  has  been  unable 
to  eat  anything  except  milk  and  cream;  she  has 
been  very  irritable  and  nervous.  Patient  stated 
that  she  was  diagnosed  duodenal  ulcer  by  x-ray 
and  admitted  to  a New  Orleans  hospital  for  six 
weeks,  at  which  time  she  was  given  milk  and 
cream  and  amphojel.  She  was  relieved  and  came 
home  three  months  ago.  Since  being  home,  a re- 
turn of  the  symptoms  occurred  with  a gradual 
increase  in  the  severity.  The  day  prior  to  admis- 
sion she  vomited  a small  amount  of  blood. 

Physical  examination : Well  nourished  white  fe- 
male, not  acutely  ill.  Head  normal;  chest  normal; 
lungs  clear;  heart  normal;  B.  P.  148/84,  pulse  80; 
temperature  noi  mal.  Abdomen : no  scars,  marked 
tenderness  of  the  epigastrum  on  slight  pressure, 
no  masses  felt,  livdr  and  spleen  not  palpable;  ex- 
tremities normal. 

X-ray  and  fluoroscopy : The  duodenal  cap  ex- 
hibits a marked  filling  defect,  indicating  an  ulcer 
of  the  first  portion  of  duodenum.  Six  hours  after 
the  barium  meal  there  is  a retention  of  barium 
in  the  ulcer  crater. 

Laboratory:  Gastric  analysis:  Total  acidity  80, 
fi'ee  HCl  60;  urine,  negative  except  for  faint  trace 
of  albumin.  Blood:  white  cells  7,150;  S.  L.  37;  L. 
M.  3;  P.  N.  60;  no  plasmodia  found. 

T rcatment : Penicillin  gastric  drip  continuous  for 
10  days  as  previously  described. 

Progress : Complete  relief  of  symptoms  occurred 
on  the  third  day.  Patient  tolerated  the  treatment 
well ; bowels  moved  well  throughout  treatment, 
and  after  the  fourth  day  she  walked  out  on  the 
sun  porch  daily,  carrying  her  drip  bottle  which 
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she  would  hang  up  on  an  infusion  stand  and  she 
would  sit  in  a chair  for  two  hours.  She  did  not 
require  any  sedation  at  night  to  rest.  Her  daily 
gastric  analysis  revealed  no  free  HCl  and  average 
total  acidity  of  15  units  each  day  throughout  the 
10  days.  Tube  was  removed  on  the  eleventh  day 
and  x-ray  and  fluoroscopic  report  was  as  follows: 
There  is  evidence  of  a healed  ulcer  of  the  duodenum. 
On  emptying,  no  fleck  remains.  This  patient  was 
placed  on  a full  diet  and  thus  far  no  discomfort 
01  symptoms  have  occurred. 

C.\SE  NO.  4 

Mr.  P.  E.  E.,  a white  male,  aged  51,  was  admitted 
to  the  hospital  June  14,  1947,  with  a chief  com- 
plaint of  pain  in  the  stomach  of  a burning  char- 
acter; nausea  and  eructation  of  very  acid  fluid, 
inability  to  eat  anything  without  considei'able  pain 
and  nausea.  The  symptoms  began  three  months 
ago.  Prior  to  that  time  he  suffered  quite  a bit  with 
indigestion.  Has  become  very  nervous  and  irritable. 
Past  history  is  negative. 

Physical  examination  revealed  a white  male,  well 
nourished,  not  acutely  ill,  approximate  weight  170. 
Head  normal;  chest  normal;  lungs  clear;  heart 
normal.  B.  P.  130/80.  Abdomen:  marked  tender- 
ness in  epigastrium  on  palpation,  no  rigidity,  no 
masses,  liver  and  spleen  not  palpable.  Genitalia  and 
extremities  normal. 

X-ray  and  fluoroscopic  examination:  A moder- 
ately large  fleck  in  the  first  portion  of  duodenum, 
persistent  on  compression,  and  marked  tenderness 
on  pressure.  Diagnosis:  active  duodenal  ulcer. 

Laboratory:  Gastric  analysis:  Total  acidity  70, 
free  HCl  55.  Blood:  red  blood  cells  5,700,000;  hemo- 
globin 90  per  cent;  white  blood  cells  8,000;  S.  L. 
26;  L.  L.  4;  P.  N.  69;  E 1;  negative  malaria.  Urine 
negative.  Blood  Wassermann  negative. 

Treatment:  Penicillin  gastric  drip  continuously 
for  ten  days  as  described  above. 

Progress:  Complete  relief  of  symptoms  occurred 
on  the  fourth  day.  Daily  gastric  analyses  showed  a 
gradual  decline  the  first  three  days  to  total  acidity 
of  4,  no  free  HCl.  This  remained  low  for  an  aver- 
age of  4 to  6 total  acidity,  no  free  HCl.  The  treat- 
ment was  tolerated  well  and  bowels  moved  regu- 
larly after  the  second  day.  The  tube  was  removed 
on  the  morning  of  the  eleventh  day.  Immediate 
x-ray  and  fluoroscopic  examination  was  made. 

Report:  No  fleck  visible.  No  tenderness  noted  by 
patient.  Examination  of  the  patient  in  both  the 
erect  and  dorsal  decubitus,  with  and  without  com- 
pression, fails  to  reveal  the  ulcer  which  was  ob- 
served June  11,  1947.  The  findings  suggest  com- 
plete healing  of  the  previously  described  large  duo- 
denal ulcer.  The  patient  was  placed  on  a full  diet 
with  no  complaints  or  discomfort. 

Follow-up  at  the  time  of  reading  of  this  paper: 
Patient  stated  he  could  eat  anything  and  had  no 
symptoms,  that  he  was  the  happiest  man  in  town. 
No  tenderness  could  be  elicited  on  examination  of 
abdomen. 


CONCLUSION 

I would  like  to  emphasize  again  that  this 
short  series  of  cases  in  this  preliminary  re- 
port are  not  conclusive  evidence  by  any 
means  that  this  form  of  therapy  is  the  last 
word,  but  the  striking  results  warrant  fur- 
ther investigation  along  these  lines. 

I hope  that  each  member  of  the  staff 
here  tonight  will  feel  free  to  discuss  and 
criticize  this  therapy  as  he  sees  fit. 

In  conclusions  I would  like  to  thank  Dr. 
Arthur  Alexander  and  Dr.  Lester  Williams, 
radiologists,  for  their  splendid  help  and  co- 
operation with  these  cases,  and  Dr.  Brins- 
field  King  and  Dr.  Jack  Bevens,  patholo- 
gists, for  their  diligent  cooperation. 

DISCUSSION 

Dr.  C.  H.  Mosely:  Do  you  feel  that  patients  get 
well  quicker  with  this  treatment  than  with  ampho-, 
jel  or  milk? 

Answer : It  is  my  impression  that  an  ulcer  is 
infected  although  there  are  different  schools  of 
thought  on  this.  All  I can  say  until  more  time  goes 
by  is  that  the  patient  gets  well  quicker  with  this 
treatment.  I believe  a patient  could  stand  the 
treatment  over  ten  days.  However,  this  has  been 
sufficient  to  complete  healing  in  these  four  cases. 

Dr.  G.  H.  Riche,  Jr.:  Did  you  give  the  patients 
any  sedation? 

Answer:  To  the  first  patient,  I gave  codeine  for 
first  three  days,  but  after  that  he  did  not  need 
any.  The  third  patient  was  given  luminal  twice 
the  first  two  days  after  which  she  slept  all  night 
without  any  sedation. 

Dr.  J.  D.  Martin:  Do  you  think  that  simply  put- 
ting the  patient  to  bed  where  he  could  get  the 
proper  rest  and  diet  and  could  be  removed  from 
his  environment  would  cure  the  patient  as  well? 

Answer:  Perhaps,  but  the  time  limit  would  be 
longer,  while  this  treatment  is  short.  The  lady  who 
stayed  in  a hospital  six  weeks  on  an  amphojel  and 
milk  diet  was  cured  in  ten  days  with  this  treat- 
ment. 

Dr.  J.  E.  Toups:  I would  like  to  request  that 
in  the  next  case  treated  the  penicillin  be  left  out. 

Answer:  In  the  third  case,  as  soon  as  acid  dis- 
appeared on  third  day,  I stopped  the  soda  and  gave 
pure  penicillin  and  tap  water.  In  the  fourth  case, 
soda  was  cut  to  1 dram  instead  of  2. 

Dr.  R.  B.  Wallace:  Do  you  think  there  is  sec- 
ondary infection  around  an  ulcer? 

Answer:  That  is  the  theory  on  which  this  treat- 
ment is  based.  Heretofore,  the  stumbling  block  has 
been  acid  in  the  stomach,  which  is  the  reason  for 
using  soda  in  order  to  neutralize  the  acid  to  the 
point  where  penicillin  will  be  effective.  It  is  well 
known  that  the  antibacterial  effect  of  penicillin 
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is  destroyed  by  HCl  in  stomach,  thus  the  soda 
bicarb,  is  used. 

Dr.  G.  H.  Riche,  Sr.;  Has  the  first  patient  been 
followed  up? 

Answer:  Yes,  for  one  year,  with  no  symptoms 
cr  discomfort.  The  other  patients  have  also  heen 
followed  up,  for  a shorter  period,  of  course.  None 
has  had  a return  of  symptoms. 

Dr.  L.  H.  Stander:  Because  of  the  high  incidence 
of  malignancy,  I should  like  to  advise  caution  in 
the  treatment  of  gastric  ulcers  in  the  stomach 
proper  as  it  is  a well  known  fact  that  gastric  car- 
cinoma does  ulcerate.  Early  surgery  for  gastric 
ulcers  would  be  the  most  proper  form  of  therapy 
because  of  tne  high  incidence  of  carcinoma  of  this 
type. 

Answer:  I fully  agree  with  Dr.  Stander’s  state- 
ment. Caution  should  be  exercised  in  treating  ulcers 
in  the  stomach  by  this  method.  During  this  series 
of  cases  I had  a case  of  just  such  a circumstance. 
The  stomach  ulcer  was  large  and  of  long  standing. 
It  was  elected  to  do  surgery  and  he  was  referred 
to  the  surgeon.  A partial  gastrectomy  was  done. 
The  resected  ulcer  did  not  show  any  malignancy 
on  section.  In  this  particular  case  I feel  now  that 
the  penicillin  gastric  drip  would  have  been  effec- 
tive. Ten  days  more  would  not  have  harmed  the 
patient  any,  and  if  a complete  healing  did  not 
occur,  operation  could  then  have  been  undertaken. 

FOLLOW  VP  NOTE:  Since  this  paper  was  read 
July  16,  1947,  24  patients  have  been  treated. 
Of  the  24,  21  have  been  cured  and  three  were 
failures.  Of  the  three,  one  case  passed  kidney 
stones  on  the  third  day  of  treatment  and  it  was 
necessary  to  discontinue  treatment.  The  second 
patient  became  nervous  and  would  not  tolerate  the 
tube  in  his  stomach.  The  third  patient  developed 
penicillin  rash  on  the  third  day  of  tr-eatment.  He 
was  continued  on  the  drip  for  five  moie  days  with- 
out penicillin,  simply  using  a soda  water.  This  was 
discontinued  because  of  pain  in  the  stomach  and 
nausea.  X-ray  showed  that  there  was  no  healing 
of  the  ulcer  and  indicated  that  soda  water  drip 
itself  is  not  beneficial,  answering  in  a way  the 
question  asked  by  Dr.  J.  E.  Toups  during  the  dis- 
cussion. 
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T.  H.  H.,  a white  male,  was  first  seen  in  the 
Emergency  Room  of  the  Southern  Baptist  Hospital 


* Presented  at  Staff  Meeting  of  Southern  Baptist 
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tFrom  the  Staff  of  Southern  Baptist  Hospital, 
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in  New  Orleans  on  March  10,  1947  at  6 a.  m.,  com 
plaining  of  stiffness  of  the  lower  jaw;  stiffness 
and  soreness  of  the  muscles  of  the  neck,  chest,  back 
and  abdomen ; pain  and  soreness  of  right  thumb. 
A history,  obtained  from  his  wife,  revealed  that  he 
had  stuck  a splinter  under  cuticle  of  right  thumb 
two  weeks  previously,  while  fishing.  He  removed 
what  he  thought  was  all  of  the  splinter  at  that 
time,  but  received  no  medical  attention  for  the  in- 
jury. He  had  never  been  actively  or  passively  im- 
munized against  tetanus.  On  March  8,  1947,  stiff- 
ness in  jaw  muscles  and  difficulty  in  opening 
mouth  first  became  apparent.  The  symptoms  pro- 
gressively grew  worse  and  on  the  evening  before 
admission  marked  stiffness  and  soreness  in  muscles 
of  jaw,  neck,  chest  and  back  ensued,  with  inability 
to  open  mouth  more  than  a quarter  of  an  inch. 
Some  difficulty  in  swallowing  was  also  noted. 

Physical  examination  revealed  a well  developed, 
fairly  well  nourished  white  male,  weighing  about 
150  pounds,  appearing  acutely  ill,  excited  and  ap- 
prehensive. There  was  marked  rigidity  of  the 
muscles  of  the  jaws  and  neck.  Plainly  in  evidence 
was  a typical  “risus  sardonicus.”  The  abdomen 
was  tense  and  rigid,  but  not  tender  on  pressure. 
Opisthotonos  was  also  noted.  The  distal  phalanx 
of  the  right  thumb  was  reddened  and  swollen  on 
its  dorsal  aspect  and  showed  a small  area  of  sup- 
puration under  mid-portion  of  cuticle.  The  tem- 
perature was  98.2°,  pulse  95,  respiration  26,  blood 
pressure  142/80. 

The  history  of  a splinter  stuck  in  the  thumb — 
with  no  after  care — the  general  physical  findings 
and  the  symptoms  presented  made  it  fairly  easy  to 
rule  out  other  pathologic  conditions  which  must  be 
considered — such  as,  meningitis,  infection  at  root 
of  third  molar  tooth,  peritonsillar  abscess,  strych- 
nine poisoning  and  tetany.  So  a diagnosis  of 
tetanus  was  made  and  the  patient  was  admitted  to 
the  hospital. 

Immediately  after  his  admission  he  was  given 
skin  and  conjunctival  tests  for  sensitivity  to  horse 
serum.  These  being  negative,  100,000  units  of  anti- 
tetanus serum  was  given  intravenously  and  18,000 
units  into  tissues  of  right  thumb.  Amytal  gr.  11 
was  injected  intravenously  at  this  time.  At  9 o’clock 
a.  m.,  he  was  taken  to  operating  room  where  a 
wood  splinter  1.5  c.m.  long  was  removed  and  the 
adjacent  area  of  thumb  widely  opened  and  drained. 
Intravenous  sodium  pentothal,  supplemented  with, 
nitrous  oxide,  was  used  for  anesthesia.  Three  c.c. 
Intocostrin*  was  given  intravenously  during  the 
operation  with  marked  relaxing  effect  on  the  gen- 
eralized muscle  spasm.  It  was  decided  then  to 
continue  the  use  of  this  drug  and  1.5  c.c.  was 
ordered  to  be  given  every  four  hours,  either  in- 
travenously or  intramuscularly,  as  best  tolerated. 
This  was  done  night  and  day  until  March  18,  1947 
(eight  days),  when  it  was  reduced  to  three  times 

♦The  Squibb  i)rpp;ii'atioii  of  purified  Chondrodendron 
tomentosum  extract  in  aqueous  diluent. 
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daily  and  continued  thus  until  March  22.  It  proved 
to  be  very  helpful  and  markedly  reduced  the  use 
of  sedatives  and  hypnotics.  On  one  occasion  an 
intravenous  injection  relaxed  the  patient  so  much 
that  breathing  was  entirely  by  diaphragm  and 
speech  was  extremely  slurred.  Prostigmin,  as  an 
antidote,  and  oxygen  were  kept  immediately  avail- 
able, if  respiration  should  become  too  markedly  re- 
duced. However,  neither  was  used. 

An  additional  100,000  units  A.  T.  S.  intravenous- 
ly was  given  at  3 p.  m.  of  the  day  of  admission  and 

50.000  units  thereafter  daily,  intravenously,  until 
March  17,  when  it  was  discontinued  because  of 
serum  reaction.  One  intrathecal  injection  of  20,000 
units  was  given  on  March  13.  Penicillin  was  started 
the  afternoon  of  admission  with  a dosage  of  40,000 
units  intramuscularly  every  three  hours  and  was 
continued  until  March  20,  a total  of  3,200,000  units. 
Benadryl,  50  mgm.  t.  i.  d.  was  given  from  March 

17  to  20. 

Laborafory  Findmgs:  Urine  was  found  to  be 

negative,  except  for  a faint  trace  of  albumin  and 
an  occasional  white  blood  cell  and  red  blood  cell. 
Blood  picture  showed  4,200,000  red  blood  cells; 
hemoglobin  12  gm.  (83  per  cent)  ; total  leukocytes 
10,650;  neutrophiles  87  per  cent,  lymphocytes  7 
per  cent,  eosinophiles  3 per  cent,  monocytes  3 per 
cent.  Wassermann  was  negative.  Blood  chemistry: 
Total  N.  P.  N.,  39.3  mgm.  per  100  c.c. ; urea  nitro- 
gen, 14.7  mgm.;  creatinine,  1.5  mgm.;  uric  acid, 

2.0  mgm.;  dextrose,  100  mgm.  Spinal  fluid:  Nega- 
tive. Sedimentation  index,  14  mm.  in  60  minutes. 

Course  in  Hospital:  The  temperature  remained 

normal  until  March  12  when  it  rose  to  102°  F.  and 
remained  elevated  until  March  16,  when  it  returned 
to  normal.  A portable  x-ray  of  the  chest  taken  on 
March  15  was  negative  for  pulmonary  congestion. 

The  patient  was  delirious  during  the  first  four 
days  and  made  several  attempts  to  get  out  of  bed. 
Once  he  fell  but  sustained  no  apparent  injury  ex- 
cept a small  abrasion  of  the  scalp.  It  was  later 
discovered  that  he  was  attempting  to  jump  from 
window  as  he  thought  he  was  going  to  die.  He 
was  given  occasional  doses  of  a barbiturate  for 
sedation  and  narcotics  as  needed  for  pain.  How- 
ever, not  much  of  these  drugs  were  required,  as 
above  stated.  A liquid  diet  was  given  until  March 

18  on  account  of  inability  to  chew.  The  dressing 
on  thumb  was  changed  daily. 


The  patient  gradually  improved  and  on  March 
19  a diet  was  ordered  as  desired.  He  was  allowed 
up  in  wheel  chair  on  March  22.  On  this  day  he 
walked,  but  with  much  difficulty  due  to  stiffness 
of  the  back.  The  ability  to  walk  rapidly  improved 
and  he  was  discharged  on  March  24,  1947.  At  this 
time  the  infected  thumb  was  almost  healed. 

C L I X I C I.  D I S C U S S 1 0 X 

Not  overlooking'  the  great  value  of  tet- 
anus antitoxin  and  barbiturates  (and  the 
questioned  value  of  penicillin)  in  contrib- 
uting to  this  recovery,  I wish  to  stress  the 
valiant  role  played  by  Intocostrin,  as  I be- 
lieve the  patient  would  have  died  of  exhaus- 
tion— due  to  the  widespread  massive  spasm 
of  his  skeletal  muscles,  had  we  not  had  the 
relaxing  effect  secured  by  this  drug.  “The 
typical  curare  action”  consists  essentially 
of  an  interruption  of  nervous  impulses  to 
skeletal  muscle  at  the  myoneural  junction. 
When  Intocostrin  is  introduced  intraven- 
ously it  rapidly  produces  a paralysis  involv- 
ing the  skeletal  muscles,  the  diaphragm  and 
intercostals  being  last  to  be  affected.  The 
drug  is  excreted  so  rapidly  that  the  duration 
of  maximum  effect  is  transient.  This  re- 
laxing effect  was  a source  of  great  relief 
to  this  patient  undergoing  massive  spastic 
contraction.  Care  and  constant  supervision 
of  a patient  receiving  continuous  relaxa- 
tion, at  or  near,  the  level  of  respiratory 
paralysis  is  most  important,  as  experi- 
mental work  indicates  that  the  resultant 
hemoconcentration  which  apparently  arises 
from  loss  of  fluid  from  the  vascular  system 
into  the  relaxed  muscles,  may  induce  a state 
of  shock.  Adequate  care  in  the  amount  of 
dosage  and  use  of  other  measures  to  combat 
shock  will  materially  lessen  this  danger, 
which  after  all,  is  certainly  a lesser  danger 
than  would  be  faced  if  we  did  not  have  this 
drug  in  our  armamentarium. 
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THE  STATE  SOCIETY  MEETING 
The  68th  Annual  Meeting  of  the  Louisi- 
ana State  Medical  Society  will  take  place  in 
Monroe  on  April  12-14.  An  attractive  pro- 
gram has  been  prepared.  The  major  portion 
of  the  first  day,  April  12,  will  be  consumed 
by  the  two  sessions  of  the  House  of  Dele- 
gates. The  business  affairs  of  the  Society 
and  its  relation  to  government  interference 
require  your  earnest  consideration.  Impor- 
tant matters  are  to  be  reviewed  at  the  sev- 
eral sessions. 


It  will  be  noted,  by  studying  the  tentative 
program  in  this  issue,  that  the  committee 
has  followed  the  recent  trend  of  grouping 
related  subjects  in  symposia  on  April  13, 
the  second  day  of  the  meeting.  At  the  same 
time  the  needs  of  specialty  groups  have  been 
met  by  arranging  five  sectional  meetings, 
morning  and  afternoon,  on  Wednesday,  the 
last  day. 

Of  special  interest  will  be  the  cancer 
symposium ; hormone,  tissue  culture,  hered- 
itary and  surgical  features  are  being  dis- 
cussed in  six  concise  papers.  The  sympo- 
sium on  medical  diseases  of  the  kidney  will 
prove  very  interesting  to  the  internist  and 
to  general  practitioners. 

The  Society  is  fortunate  in  having  ten 
guest  speakers.  They  are ; 

Dr.  Morris  Fishbein,  Chicago 
Dr.  James  Ernest  Ayre,  Montreal 
Dr.  Ira  T.  Nathanson,  Boston 
Dr.  Harry  S.  N.  Greene,  New  Haven 
Dr.  J.  E.  Faber,  Rochester,  Minn. 

Dr.  F.  R.  Lock,  Winston-Salem 
Dr.  Wm.  F.  Guerriero,  Dallas 
Dr.  Herbert  Mantz,  Kansas  City,  Mo. 
Dr.  W.  Ambrose  McGee,  Richmond 
Dr.  George  B.  Eusterman,  Rochester, 
Minn. 

The  program  committee  is  to  be  con- 
gratulated on  having  arranged  so  inviting 
a program  and  it  is  anticipated  that  the 
members  who  attend  will  have  a lively  in- 
terest in  the  proceedings. 

0 

STATE  BROVISION  FOR  THE 
NATION’S  HEALTH 
The  Bresident  of  the  United  States,  in 
his  message  to  Congress  on  January  7, 
asked  for  “ a national  system  of  payment 
for  medical  care  based  on  well  tried  in- 
surance principles”.  In  this  section  of  the 
message  and  in  the  discussion  of  education 
the  word  “compulsory”  was  not  noted. 
There  was  a request  for  an  executive  de- 
partment or  cabinet  post  for  “health  edu- 
cation and  security”.  It  may  be  expected, 
therefore,  that  other  bills  of  the  type  typi- 
fied by  the  Wagner-Murray-Dingell  Bills 
will  be  forthcoming  with  the  compulsory 
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feature  submerged  and  the  desirable 
change  of  a cabinet  post  for  health  will  be 
offered.  Efforts  in  the  Congress  to  estab- 
lish “state  medicine”  in  some  of  its  forms 
have  been  fought  by  the  medical  profession. 
After  successive  defeats  the  advocates  of 
these  bureaucratic  experiments  have 
changed  the  form  in  which  the  plan  was 
presented.  We  anticipated,  accordingly,  a 
bill  with  some  desirable  or  questionable 
features  and  many  objectionable  ones.  It 
is  necessary  for  the  physicians  to  continue 
to  be  on  the  alert ; to  examine  the  proposals 
that  are  presented  to  Congress  in  any  guise. 
We  should  acquaint  ourselves  and  our  pa- 
tients with  what  others  would  like  to  put 
on  them  in  the  form  of  taxation,  bureau- 
cratic control,  and  professional  embarrass- 
ment. 

In  1917  the  constitutional  amendment  al- 
lowing income  taxes  was  quietly  passed  by 
the  various  theorists  and  social  planners. 
The  laws  enacted  under  this  amendment 
have  grown.  The  regulations  promulgated 
in  accordance  with  such  authority  now  con- 


stitute volumes.  As  a result  the  affairs  of 
income  tax  have  become  a concern  of  every 
individual  under  the  flag.  It  affects  every 
wage  earner  — bookkeeper,  professional 
man,  business  man — everyone  with  an  in- 
come. Every  business  policy  or  financial 
move  has  to  be  examined  in  the  light  of 
the  income  tax  law.  It  will  probably  be 
found  ultimately  that  the  income  tax  will 
produce,  in  time,  the  panics  in  finance  that 
our  Federal  Reserve  Banking  policies  were 
designed  to  prevent.  If  the  legislators  who 
ratified  the  amendment  31  years  ago  had 
any  idea  of  the  extent  of  the  effect  of  this 
law,  the  vast  majority  would  have  been 
afraid  to  approve  it. 

By  the  same  token  “health  legislation”, 
on  a national  scale,  with  or  without  the 
word  compulsory,  bears  the  same  threat.  As 
practitioners  of  medicine  we  have  our  free- 
dom now.  We  also  have  the  power  to  oppose 
being  regimented.  The  statement  which 
came  down  from  one  of  the  founders  of  our 
Country ; “The  power  to  tax  is  the  power  to 
destroy”,  was  never  more  true  than  now. 
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Orga n iza tion  Section 


9:00  A.  M. 
Luncheon 
2:00  P.  M. 
8:00  P.  M.^ 

TENTATIVE  PROGRAM 

1948  ANNUAL  MEETING—FRANCES  HOTEL— MONROE 

MONDAY,  APRIL  12 
ROOF 

House  of  Delegates 
House  of  Delegates 
House  of  Delegates 
General  Public  Meeting 

1.  *Morri&  Fishbein,  M.  D.,  Chicago 

2.  Cytologic  Diagnosis  of  Cancer — James  Ernest  Ayre,  M.  D.,  Montreal 

*Subject  to  be  announced 

TUESDAY.  APRIL  13 

9:00  A.  M. 

ROOF 

Symposium  on  Cancer;  Ambrose  Storck,  M.  D.,  New  Orleans 

1 . The  Influence  of  Sex  Hormones  and  Castration  on  Advanced  Cancer  of  the  Breast 
and  Prostate — Ira  T.  Nathanson,  M.  D.,  Boston,  Mass. 

2.  The  Incidence  and  Management  of  Lymph  Node  Involvement  in  Cancer — Ira  T. 
Nathanson,  M.  D.,  Boston,  Mass. 

3.  Clinical  Application  of  In  Vivo  Tissue  Culture — Harry  S.  N.  Greene,  M.  D.,  New 
Haven,  Conn. 

4.  Recent  Advances  in  the  Treatment  of  Carcinoma  of  the  Cervix  and  Fundus — E. 
Perry  Thomas,  M.  D.,  New  Orleans 

5.  Genetics  and  Cancer — Walter  J.  Buidette,  M.  D.,  New  Orleans 

6.  Carcinoma  of  the  Colon  and  Rectum — S.  A.  Romano,  M.  D.,  L.  H.  Kuker,  M.  D., 
and  C.  C.  Craighead,  M.  D.,  New  Orleans 

Luncheon 

General  Membership 

2:00  P.  M. 

^'Symposium — Medical  Diseases  of  the  Kidney:  Samuel  B.  Nadler,  M.  D.,  New  Orleans 
*Subjects  to  be  announced 

8:00  P.  M. 

President’s  Reception 

9:00  A.  M. 

WEDNESDAY.  APRIL  14 

ROOF 
ROOM  A 

House  of  Delegates 

Obstetrics;  R.  B.  Wallace,  M.  f).,  Alexandria 

1.  Clinical  Experience  with  the  Rh  Factor  in  Obstetrics — E.  L.  King,  M.  D.,  and 
John  A.  King,  M.  D.,  New  Orleans 

2.  Management  of  Premature  Labor — C.  J.  Lund,  M.  D.,  Nev/  Orleans 

3.  Experiences  with  Anti-Coagulants  in  Postpartum  Patients — J.  E.  Faber,  M.  D., 
Rochester,  Minn. 

4.  Maternal  Mortality  in  the  South — F.  R.  Lock,  M.  D.,  Winston-Salem,  N.  C. 
Gynecology;  Conrad  G.  Collins,  M.  D.,  New  Orleans 

1.  Some  Clinical  Considerations  on  the  Sterility  Problem  from  the  Viewpoint  of  the 
Gynecologist — B.  B.  Weinstein,  M.  D.,  New  Orleans 

Discussion — C.  R.  Mays,  M.  D.,  Shreveport 

2.  Retrodisplacements  of  the  Uterus — Peter  Graffagnino,  M.  D.,  New  Orleans 
Discussion — Howard  P.  Hewitt,  M.  D.,  Lafayette 

3.  Menopausal  Bleeding — C.  H.  Tyrone,  M.  D.,  New  Orleans 
Discussion — R.  E.  C.  Miller,  M.  D.,  Alexandria 

4.  Gyn-Like  Complaints — Wm.  F.  Guerriero,  M.  D.,  Dallas,  Texas 
Discussion — Jack  R.  Jones,  M.  D.,  Baton  Rouge 

ROOM  B 

Medicine;  M.  W.  Hunter,  M.  I).,  Monroe 

1.  Drugs  of  the  Present  and  Future — P.  M.  Tiller,  Jr.,  M.  D.,  New  Orleans 

2.  Gastroscopy — Carl  Rabin,  M.  D..  New  Orleans 
Discussion. — Felix  J.  Willey,  M.  D.,  New  Orleans 

3.  Unusual  Manifestations  of  Coronary  Heart  Disease — T.  H.  DeLaureal,  M.  D., 
Lake  Charles 

Discussion — Manuel  Gardberg,  M.  D.,  New  Orlean.s 

4.  Modern  Advances  in  Diabetes  Mellitus — Frank  W.  Pickell,  Jr.,  Baton  Rouge 

5.  Treatment  of  Acute  Brucellosis,  T.  B.  Tooke,  Jr.,  M.  D.,  Shreveport 
Orthcpedics;  Geo.  C.  Battalora,  M.  D.,  New  Orleans 

1.  Specific  Treatment  of  the  Fractured  Ankle — Irving  Redler,  M.  D.,  New  Orleans 

ROOM  D 

Radiology;  John  M.  Miles,  M.  D.,  Lafayette 
1.  *D.  D.  Moore,  Monroe 

Neuropsychiatry;  Walter  J.  Otis,  M.  D.,  New  Orleans 

1.  Psychosomatic  Problems  in  Adolescents — Herbert  E.  Harms,  M.  D.,  New  Orleans 

2.  Psychiatric  Emergencies — Max  Johnson,  M.  D.,  New  Orleans 
Public  Health;  Wm.  M.  Johnson,  M.  D.,  Leesville 

1.  Diagnosis  of  Tuberculosis — Herbert  Mantz.  M.  D.,  Kansas  City,  Mo. 

2.  Ignorance  is  Not  Bliss — M.  P.  Martin,  M.  D.,  New  Orleans 

*Subject  to  be  announced 

(Continued  on  Next  Page) 
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(Continued  from  preceding  page) 

ROOM  210  Bacteriology  and  Pathology:  Edwin  H.  Lawson,  M.  D.,  New  Orleans 

1.  Human  Equine  Encephalomyelitis  (Eastern  Type)  in  Louisiana — George  H. 
Hauser,  M.  D.,  New  Orleans 

2.  Encephalomyelitis  (Eastern  Type)  Occurring  in  Horses  and  Mules  in  Louisiana — 
E.  P.  Flower,  D.  V.  S.,  Baton  Rouge 

3.  Causes  and  Prevention  of  Transfusion  Reactions — J.  W.  Davenport,  M.  D.,  New 
Orleans 

4.  Pathology  of  Transfusion  Reactions — S.  H.  Colvin,  M.  D.,  New  Orleans 
Eye:  Wm.  B.  Clark,  M.  D.,  New  Orleans 

1.  The  Role  of  Early  Retrobulbar  Neuritis  in  Management  of  Senile  Cataracts — 


Luncheons 

Obs.  & Gynecology 
Medicine 

Orthopedics — no  luncheon 
Radiology 

Neuropsychiatry — no  luncheon 
Public  Health 

Bacteriology  and  Pathology 
Eye — no  luncheon 

Tuberculosis-Histoplasmosis  in  La. — 

Herbert  Mantz,  M.  D.,  Kansas  City,  Mo. 
Pediatrics — no  luncheon* 

Allergy — no  luncheon 
Dermatology — no  luncheon 
Urology 

Surgery— ;-no  luncheon 
Gastro-enterology 
*Dinner 

2:00  P.  M. 

ROOM  A La.  Tuberculosis  Assn.:  Sydney  Jacobs,  M.  D.,  New  Orleans 

1.  Some  Data  Pertinent  to  the  Diagnosis  and  Prognosis  of  Pulmonary  Tuberculosis — 
Philip  B.  Johnson,  M.  D.,  and  Louis  A.  Monte,  M.  D.,  New  Orleans 

2.  X-ray  Diagnosis  of  Pulmonary  Tuberculosis — J.  E.  Blum,  HI,  M.  D.,  Greenwell 
Springs 

3.  Collapse  Therapy  in  the  Treatment  of  Tuberculosis — Dewey  L.  Anderson,  M.  D., 
Monroe 


4.  Recent  Trends  in  the  Surgery  of  Pulmonary  Tuberculosis — Louis  F.  Knoenp,  M.  D., 
Shreveport 

5.  Streptomycin  in  the  Negro  with  Tuberculosis — Nathan  Goldstein,  M.  D.,  New 
Orleans 

6.  X-ray  Conference — Maurice  Campagna,  M.  D.,  New  Orleans 


ROOM  B Pediatrics:  R.  V.  Platou,  M.  D.,  New  Orleans 

1.  Clinical  Features  of  a Summer  Epidemic  Disease  (Three  Day  Fever) — Clarence  H. 
Webb,  M.  D.,  and  S.  George  Wolfe,  M.  D.,  Shreveport 

2.  Epidemiological  Studies  on  Three  Day  Fever — Verre  Simpson,  M.  D.,  Shreveport 

3.  Postgraduate  Education  in  Pediatrics  for  General  Practitioners — Sidney  S.  Chip- 
man,  M.  D.,  New  Orleans 

4.  Kerosene  Poisoning — N.  Bologna,  M.  D.,  and  N.  Woody,  M.  D.,  New  Orleans 

5.  Advantages  of  Early  Recognition  and  Treatment  of  Allergic  Disorders  of  Infancy 
and  Childhood — W.  Ambrose  McGee,  M.  D.,  Richmond,  Va. 

6.  Diagnosis  at  a Glance — Conway  S.  Magee,  M.  D.,  Lake  Charles 


ROOM  D La.  State  Allergy  Society:  B.  G.  Efron,  M.  D.,  New  Orleans 


CASE  REPORTS: 

1.  Contact  Dermatitis — Henry  D.  Ogden,  M.  D.,  New  Orleans 
Discussion — R.  E.  Selser,  M.  D.,  Baton  Rouge 

2.  Treatment  of  Asthma  with  Isuprel — H.  Whitney  Boggs,  M.  D.,  Shreveport 
Discussion — Dewey  L.  Anderson,  M.  D.,  Monroe 

3.  Provocative  Test  in  Hypersensitivity — Stanley  Cohen,  M.  D.,  New  Orleans 
Discussion — B.  G.  Efron,  M.  D.,  New  Orleans 

4.  Possible  Allergy  in  Dermatomyositis — W.  H.  Browning,  M.  D.,  Shreveport 
Discussion — J.  Dudley  Youman,  M.  D.,  Shreveport 

5.  Purpura  Due  to  Allergy — B.  G.  Efron,  M.  D.,  New  Orleans 
Discussion — Vincent  J.  Derbes,  M.  D.,  New  Orleans 


ROOM  210  Dermatology:  Medd  Henington,  M.  D.,  New  Orleans 

1.  Eruptions  of  the  Hands  and  Feet  and  Their  Treatment — Barrett  Kennedy,  M.  D., 
New  Orleans 

2.  The  Treatment  of  Certain  Dermatoses  with  Oral  Bismuth — J.  K.  Howies,  M.  D., 
New  Orleans 

Urology:  DeWitt  T.  Milam,  M.  D.,  Monroe 

1.  Modern  Treatment  of  Urinary  Tract  Infections — -Hugh  T.  Beacham,  M.  D.,  New 
Orleans 

2.  Retropubic  Prostatectomy  (moving  picture) — R.  K.  Womack,  M.  D.,  Shreveport. 

ROOF  Surgery:  J.  D.  Rives,  M.  D.,  New  Orleans 

1.  Decortication  of  the  Lung — Walter  W.  McCook,  Jr.,  M.  D.,  Shreveport 

2.  Combined  Abdomino-Thoracic  Injuries — Donald  B.  Williams,  M.  D.,  Lafayette 

3.  Vascular  Injuries — Paul  D.  Abramson,  M.  D.,  Shreveport 

4.  The  Pre  and  Postoperative  Management  of  the  Substandard  Surgical  Risk — 
Champ  Lyons,  M.  D.,  New  Orleans 

Gastro-enterology:  T.  B.  Tooke,  Jr.,  Shreveport 

1.  Penicillin  in  Treatment  of  Peptic  Ulcer — R.  W.  Young,  M.  D.,  Baton  Rouge 

2.  Newer  Aspects  of  the  Management  of  the  Peptic  Ulcer  Patient — George  B.  Euster- 
man,  M.  D.,  Rochester,  Minn. 

3.  Round  Table  Discussion — Vagotomy:  Its  Surgical  and  Medical  Aspects — George 

B.  Eusterman,  M.  D.,  Rochester,  Minn.;  Gordon  McHardy,  M.  D.,  New  Orleans; 
Howard  R.  Mahorner,  M.  D.,  New  Orleans;  R.  M.  Penick,  Jr.,  New  (Orleans 
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MISSOURI  PACIFIC  LINES 
New  Orleans-Monroe 

Leave  New  Orleans  8:30  p.  m. — Arrive  Monroe  4:25  a.  m.  (Set  out  sleeper  until  8 a.  m.) 
Leave  Monroe  11:50  p.  m.  (Sleeper  open  9:30  p.  m.) — Arrive  New  Orleans  7:59  a.  m. 


Round  trip  first  class  fare $19.21 

Pullman  fares  each  way:  Lower  berth 4.03 

Upper  berth 2.99 

Drawing  room  (2  or  more) 14.15 

Exclusive  Pullman  occupancy 86.60 


In  the  event  a sufficient  number  make  the  trip  to  justify  doing  so,  extra  Pullman 
equipment  will  be  made  available.  If  additional  information  is  desired  communicate  with 
Mr.  J.  T.  Leze,  Passenger  Department,  Missouri  Pacific  Lines,  New  Orleans. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  Issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


INTERIM  MEETING 
A.  M.  A.  HOUSE  OF  DELEGATES 

Members  of  Executive  Committee 
Louisiana  State  Medical  Society 
1430  Tulane  Avenue 
New  Orleans  13 
Gentlemen : 

Following  is  a report  of  the  interim  meet- 
ing of  the  American  Medical  Association 
House  of  Delegates  held  on  Monday  and 
Tuesday,  January  5 and  6,  1948  in  Cleve- 
land, Ohio.  Dr.  Graves  and  I,  Delegates  to 
the  meeting,  thought  it  would  be  interesting 
to  the  members  of  our  State  Society  to 
know  just  what  has  taken  place  at  this 
meeting  and  hence  this  report. 

The  meeting  was  called  to  order  shortly 
after  ten  A.  M.  by  the  Speaker  of  the  House, 
Dr.  R.  W.  Fouts,  of  Omaha,  Nebraska.  The 
Chairman  of  the  Reference  Committee  on 
Credentials  reported  138  accredited  dele- 
gates. The  Speaker  then  announced  the  ap- 
pointment of  his  committees  and  Dr.  Graves 
was  appointed  to  the  Elections  Committee 
and  I was  appointed  to  the  Committee  on 
Sections  and  Section  Work. 

The  names  of  three  general  practitioners 
were  then  submitted  for  the  General  Prac- 
titioner’s Award.  The  final  vote  showed 
that  Dr.  A.  C.  Sudan,  of  Colorado,  received 
a majority  vote  on  the  first  ballot  and  he 
was  designated  the  winner  of  the  medal. 


Remarks  of  the  President  and  President- 
elect and  report  of  officers  and  committees 
was  the  next  order  of  business.  Following 
this  adjournment  took  place  until  two-thirty 
in  the  afternoon,  when  reports  were  re- 
ceived. 

The  first  report  was  a very  lengthy  one 
by  the  Committee  to  Expedite  Work  of  the 
House  of  Delegates.  Since  the  Annual  Meet- 
ing covers  four  full  days  and  the  Interim 
Meeting  only  two  days  a complete  agenda 
for  both  meetings  was  presented  and  adopt- 
ed. There  is  no  need  to  burden  you  with 
the  order  of  business  of  these  two  different 
sessions  as  I am  sure  they  will  appear  in 
the  Journal  of  the  A.M.A. 

A uniform  method  of  electing  delegates 
was  decided  upon.  This  new  system  is  the 
one  used  by  the  Louisiana  State  Medical 
Society  so  there  will  be  no  change  in  our 
present  method  of  election  of  delegates. 

Recommendation  was  adopted  that  it  be 
a standing  rule  that  the  Speaker  of  the 
House  appoint  reference  committees  two 
months  in  advance  of  a session  and  that 
the  list  of  appointments  be  published  one 
month  in  advance  of  the  session.  This  is  in 
contradiction  to  what  is  being  done  at  the 
present  when  the  Speaker  of  the  House  an- 
nounces the  committees  as  the  first  order 
of  business. 

There  was  a rather  controversial  discus- 
sion of  just  what  an  executive  ses.sion  of  the 
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House  means  and  this  was  clarified  to  the 
satisfaction  of  all  of  the  delegates. 

The  Committee  on  the  Constitution  and 
By-Laws  has  almost  finished  its  extensive 
work  and  the  committee  feels  sure  that  it 
will  be  able  to  submit  its  final  draft  at  the 
June  meeting  in  Chicago. 

There  v/as  some  discussion  about  the  time 
of  the  Interim  meeting  this  year  since  it 
was  held  when  thousands  of  college  and 
school  students  were  on  their  way  back 
from  the  Christmas  holidays.  It  was  de- 
cided that  the  usual  time  for  the  Interim 
Meeting  would  be  in  the  month  of  December 
unless  accommodations  can  not  be  obtained ; 
under  such  conditions  the  decision  will  be 
left  to  the  Board  of  Trustees. 

It  was  brought  out  that  the  A.M.A. 
worked  with  a deficit  of  over  |100,000.00 
during  the  past  year  and  a recommendation 
was  made  and  passed  that  the  dues  for 
1948  should  be  increased  to  812.00.  After 
this  year  the  Board  of  Trustees  will  have 
the  authority  to  raise  the  dues  to  any 
amount  not  exceeding  812.00. 

A Committee  from  the  A.M.A.,  the  Amer- 
ican Hospital  Association  and  the  American 
Nurses  Association,  consisting  of  fifteen 
members,  was  recommended;  this  commit- 
tee to  be  known  as  “a  coordinating  commit- 
tee for  the  study  of  nursing  problems”. 

Approval  was  given  for  the  formation 
of  a Committee  on  Multiple  Sclerosis  Pro- 
gram of  Education. 

A committee  was  appointed  to  study  the 
formation  of  regulations  governing  rotat- 
ing internships  in  hospitals  before  a doctor 
is  permitted  specialty  training.  This  com- 
mittee is  also  to  formulate  plans  to  staff 
hospitals  with  interns  by  limiting  the  num- 
ber of  interns  to  the  bed  capacity  of  the 
hospital.  This  will  be  a committee  of  five, 
two  of  whom  are  to  be  general  practition- 
ers, and  the  committee  is  to  report  at  the 
Annual  Meeting  in  June.  They  are  also  to 
stress  the  form.ation  of  a Residency  of  gen- 
eral practice  in  hospitals. 

A classification  of  medical  students  in 
some  form  of  membership  in  the  A.M.A. 
is  now  under  consideration. 


Dr.  Bortz  complimented  the  work  of  the 
Woman’s  Auxiliary  and  exhorted  the  dele- 
gates to  organize  such  auxiliaries  in  states 
where  none  are  present. 

Case  findings  with  x-ray  have  produced 
such  great  results  in  finding  of  tuberculosis 
that  the  A.M.A.  will  endeavor  to  further 
measures  to  make  as  widespread  as  possible 
the  dissemination  of  this  information  and 
it  was  agreed  that  complete  physical  exam- 
ination, including  x-rays  of  the  chest  would 
be  required  of  all  immigrants  before  they 
are  admitted  to  this  country. 

A resolution  limiting  the  term  of  dele- 
gates was  not  approved. 

Another  resolution  asking  for  a better 
geographical  distribution  of  the  Board  of 
Trustees  failed  to  pass. 

The  so-called  exploitation  of  the  x-ray 
and  pathological  departments  by  hospitals 
was  referred  to  a new  committee  that  is  to 
be  appointed  to  study  this  problem  and  to 
report  at  the  June  meeting. 

The  brochure  as  presented  by  the  Com- 
mittee on  Rural  Medical  Service  was  dis- 
tributed and  the  committee  was  congratu- 
lated for  the  excellent  work  it  has  accom- 
plished. We  were  pleased  to  see  the  excel- 
lent report  from  the  Chairman  of  our  State 
Committee  in  this  brochure. 

The  reference  committee  to  study  the 
Blood  Bank  of  the  Red  Cross  approved 
again,  in  principle,  the  establishment  of 
blood  banks  by  the  American  Red  Cross 
provided  that  the  American  Red  Cross  ac- 
cept the  following  principle : To  insure 
safety  to  recipients,  the  responsibility  for 
technical  details  must  rest  on  properly 
trained  personnel  under  the  control  of  local 
or  state  medical  societies.  The  committee 
further  recommends  that  the  American  Red 
Cross  be  asked  to  accept  a permanent  com- 
mittee from  the  A.M.A.  to  coordinate  the 
medical  work  of  the  Red  Cross. 

It  was  reported  that  the  News  Letter  is 
now  being  sent  to  approximately  3500  prac- 
ticing physicians  in  the  United  States  and 
that  any  doctor  who  desires  to  receive  this 
can  apply  to  the  A.M.A.  to  be  placed  on  the 
mailing  list. 


390 


Louisiana  State  Medical  Society  News 


It  was  brought  out  that  any  prepayment 
medical  plan,  whether  profit  or  non-profit, 
if  it  is  acceptable  to  the  county  or  state 
medical  society,  may  apply  for  recognition 
in  the  Associated  Medical  Care  Plans,  how- 
ever they  must  meet  certain  requirements 
before  being  accepted.  No  doubt  you  have 
seen  in  the  newspapers  of  Sunday,  January 
11,  that  General  Hawley,  former  director 
of  the  medical  services  of  the  Veterans  Ad- 
ministration, will  be  the  coordinator  or  di- 
rector of  a combined  committee  of  the  Blue 
Cross  Commission  and  Associated  Medical 
Care  Plans. 

The  interim  session  adjourned  on  Tues- 
day afternoon  at  four-thirty. 

On  Monday  evening  at  seven  o’clock  a 
joint  dinner  of  the  delegates  was  held  with 
the  members  of  the  Council  on  Industrial 
Health,  sponsored  by  the  Cleveland  Cham- 
ber of  Commerce  and  the  Cleveland  Aca- 


demy of  Medicine.  This  was  a very  inter- 
esting meeting  with  some  excellent  motion 
pictures  of  atom  bomb  destruction  at  Bi- 
kini. Also  a patient  was  brought  over  from 
New  York  and  demonstrated  as  an  example 
of  what  can  be  accomplished  by  rehabilita- 
tion training.  This  was  a young  man  who 
had  suffered  from  poliomyelitis  and  both 
arms  and  both  legs  were  involved. 

Dr.  Graves  received  the  assurance  of  Dr. 
Morris  Fishbein  that  he  will  attend  and  ad- 
dress the  Annual  Meeting  of  the  Louisiana 
State  Medical  Society  in  Monroe. 

If  there  is  any  further  information  any 
member  of  the  Executive  Committee  desires 
I am  sure  Dr.  Graves  or  I will  be  glad  to 
furnish  whatever  we  can. 

Respectfully  submitted, 

VAL  H.  FUCHS,  M.  D., 

Delegate. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


Society 

East  Baton  Rouge 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 

Second  District 
Shreveport 
Vernon 

PUBLIC  RELATIONS  PROGRAM 
ANNOUNCED  BY  COUNCIL 

The  public  relations  program  for  the  year  1948 
was  announced  recently  by  Dr.  A.  V.  Friedrichs, 
Chairman  of  the  Council  on  Medical  Service  and 
Public  Relations  and  will  be  mailed  to  all  members 
of  the  State  Society. 

The  purpose  of  this  program  shall  be  to  further 
a better  understanding  of  problems  common  both 
to  the  laity  and  the  profession,  to  disseminate  in- 
formation which  is  of  general  interest  and  value 
to  keep  both  the  public  and  the  medical  profession 
informed  of  significant  progress  in  the  field  of 
public  relations. 

The  program  is  to  be  promulgated  under  the 
leadership  of  the  Council  on  Medical  Service  and 
Public  Relations  in  cooperation  with  the  Executive 


Committee  and  the  House  of  Delegates  of  the 
Louisiana  State  Medical  Society,  and  is  to  serve  as 
a guide-post  to  component  parish  medical  societies 
and  their  respective  committees. 

The  public  relations  program  is  composed  of 
the  following  projects: 

1.  Professional  Relations  between  Physicians. 

2.  Professional  Relations  with  Allied  Profes- 

sions and  Auxiliary  Groups. 

3.  General  Public  Relations. 

4.  Promotion  of  Voluntary  Health  Insurance. 

5.  Relations  with  Civic  Agencies  and  Societies. 

6.  Relations  with  Government  Agencies. 

7.  Relations  with  Civic  Clubs. 

8.  Relations  with  Molders  of  Public  Opinion. 

9.  Patient-Physician  Relations. 

10.  Public  Relations  in  Rural  Health. 


Louisiana  State  Medical  Society  News 


391 


11.  Assist  in  Establishing  Health  Councils. 

12.  Miscellaneous. 

The  Council  has  an  overall  program  proposed 
which  will  take  quite  some  time  to  develop  in  its 
entirety.  There  are  a number  of  important  phases 
associated  with  the  Council’s  program,  especially 
under  the  heading  of  “general  public  relations”,  and 
it  is  proposed  to  establish  ultimately  an  active 
News  Bureau  and  through  this  medium  keep  the 
general  public  properly  informed  of  news  pertain- 
ing to  the  medical  profession. 

Another  important  phase  of  the  program  is  the 
establishment  of  Health  Radio  programs  through- 
out the  State  of  Louisiana  on  as  many  radio  sta- 
tions as  it  is  possible  to  secure  time  as  a public 
service  feature.  One  radio  program  has  already 
been  started  and  within  a short  time  a number  of 
other  programs  will  be  announced.  It  is  also 
proposed  that  a Speakers’  Bureau  be  established 
both  on  a statewide  basis  and  on  a parish  or  com- 
munity basis.  Through  the  medium  of  this  Bu- 
reau, speakers  will  be  made  available  to  civic  clubs, 
women’s  clubs,  political  rallies,  government  hear- 
ings, and  on  all  occasions  when  a prominent 
speaker  is  necessary  to  discuss  such  subjects  as 
voluntary  health  insurance,  compulsory  health  in- 
surance, health,  physical  and  safety  education, 
public  health,  the  operations  of  a medical  society, 
socialized  medicine,  and  numerous  other  subjects 
of  public  interest. 

The  cooperation  of  every  component  medical  so- 
ciety will  be  needed  to  successfully  present  this 
public  relations  program.  The  Woman’s  Auxiliary 
to  the  various  parish  medical  societies  can  be  of 
great  value  to  the  Council  in  assisting  it  in  fulfill- 
ing its  objective. 

A copy  has  been  mailed  to  every  member  of  the 
Louisiana  State  Medical  Society  and  we  ask  that 
you  review  same  and  keep  it  in  your  files  for  fu- 
ture use.  You  will  see  that  it  contains  many  phases 
in  which  each  member  of  the  medical  profession  can 
actively  participate.  Your  wholehearted  cooperation 
in  its  presentation  and  fulfillment  will  be  your 
answer  to  offset  the  government’s  cry  for  socializa- 
tion of  medicine. 


PUBLIC  RELATIONS  COUNCIL  STARTS 
FIRST  BROADCAST 

The  first  of  a series  of  broadcasts,  presented  by 
the  Council  on  Medical  Service  and  Public  Rela- 
tions of  the  Louisiana  State  Medical  Society  in 
cooperation  with  the  Ouachita  Parish  Medical  So- 
ciety and  its  Woman’s  Auxiliary,  was  presented  on 
Wednesday,  January  14  over  Radio  Station  KNOE 
in  Monroe.  The  series  consists  of  13  weekly 
broadcasts  of  15  minutes  each  and  is  entitled 
“Before  the  Doctor  Comes”. 

The  series  is  a practical,  reassuring  group  of  in- 
terviews in  which  the  mother  asks  the  doctor  what 


to  do  about  her  everyday  health  problems.  The 
series  tells  what  to  do  “Before  the  Doctor  Comes” 
in  case  the  patient  is  suffering  from  sniffles,  sore 
throat  and  coughs,  fever,  rash,  headache,  ear- 
ache, or  in  cases  suffering  from  bad  bumps  or 
other  accidents.  Radio  Station  KNOE  in  Monroe 
has  donated  this  time  as  a public  service  feature 
to  the  Council  on  Medical  Service  and  Public 
Relations. 

The  broadcasts  will  be  from  transcriptions  pre- 
pared by  the  American  Medical  Association.  Ma- 
terial is  from  the  library  and  publications  of  the 
A.M.A.  Numerous  eminent  physicians,  both  in 
medical  practice  and  public  health  work,  have  been 
brought  before  the  microphone  to  be  interviewed. 
All  scripts  are  professionally  prepared  by  experi- 
enced radio  writers  and  the  voice  of  the  inter- 
viewer is  that  of  Hari’iet  Hester,  formerly  of  the 
staff  of  WLS  of  Chicago,  well-known  NBC  inter- 
viewer. Harriet  Hester  and  William  J.  Murphy, 
veteran  writer  of  medical  scripts,  have  written  the 
continuity.  In  the  musical  portion  of  the  pro- 
gram, Elwyn  Owen  is  at  the  organ. 

The  preparation  of  the  series  is  under  the  gen- 
eral direction  of  Dr.  W.  W.  Bauer,  Director  of 
Bureau  of  Health  Education  of  the  American 
Medical  Association,  who  appears  on  the  program 
and  his  associate  in  the  bureau.  Dr.  William  W. 
Bolton.  The  broadcast  was  made  possible  through 
the  wholehearted  cooperation  of  Mr.  R.  W.  Dumm, 
General  Manager  of  KNOE.  ^ 

Members  of  the  Public  Relations  Committee  of 
the  Woman’s  Auxiliary  to  the  Ouachita  Parish 
Medical  Society  assisted  in  the  arrangements  and 
presentation  of  the  broadcast  in  that  area.  Mem- 
bers of  the  committee  are  Mrs.  H.  B.  Collins,  Chair- 
man; Mrs.  C.  B.  Flinn;  Mrs.  C.  P.  Gray,  Jr.;  Mrs. 
Hayden  Cutler;  and  Mrs.  J.  E.  McConnell. 


HEALTH  BROADCASTS  NOW  AVAILABLE 
TO  PARISH  SOCIETIES 
Series  of  transcribed  health  broadcasts  are  now 
available  and  may  be  presented  by  the  parish  medi- 
cal societies  in  cooperation  with  the  Council  on 
Medical  Service  and  Publfc  Relations  of  the  Louis- 
iana State  Medical  Society,  Frank  Lais,  Jr.,  Ex- 
ecutive Director  of  the  Council  announced  recently. 

The  programs  are  of  a 15-minute  duration  to  be 
presented  weekly  and  will  be  furnished  to  any  radio 
station  selected  by  the  parish  medical  society,  at 
no  cost  to  the  station  or  the  society.  All  organiza- 
tions interested  in  presenting  a series  of  health 
broadcasts  in  their  community  should  contact  the 
office  of  the  Council,  Room  103,  1430  Tulane  Ave- 
nue, New  Orleans,  Louisiana. 


WHAT  OTHER  STATES  ARE  DOING  IN 
REGARD  TO  PUBLIC  RELATIONS 
After  a meeting  of  the  Virginia  Medical  Public 
Relations  Conference,  held  in  Richmond,  Virginia, 
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on  December  20,  a report  was  prepared  by  Frank 
Lais,  Jr.,  Executive  Director  of  the  Council  on 
Medical  Service  and  Public  Relations. 

We  thought  it  would  be  interesting  to  know  what 
some  of  the  other  states  are  doing  in  public  rela- 
tions and  also  some  of  the  comments  made  by  per- 
sons closely  associated  with  the  medical  profession. 

Dr.  Walter  B.  Martin  of  Norfolk,  Virginia, 
membei'  of  the  Council  on  Medical  Service  of  the 
A.M.A.,  spoke  on  benefits  of  medical  care  under  a 
voluntary  system.  He  paid  a particular  compli- 
ment to  the  Southern  Regional  Conference  held 
in  New  Orleans  and  expressed  the  desire  for  semi- 
annual conferences  such  as  the  one  held  and  also 
commented  on  the  value  of  the  conferences  held  in 
Atlanta  and  Philadelphia.  He  advised  the  group 
that  it  was  through  this  medium  that  the  A.M.A. 
is  bringing  information  to  the  individual  state  so- 
cieties. He  stated  that  the  A.M.A.  District  Coun- 
cils have  been  organized  and  that  the  A.M.A.  will 
use  the  Councilors  as  contact  men.  He  stated  that 
the  .\.M.A.  cannot  formulate  an  overall  program  of 
medical  care  that  will  satisfy  all  sections  of  the 
country — all  plans  should  be  formulated  on  a dis- 
trict or  local  basis  and  that  public  opinion  should 
he  developed  in  the  local  areas. 

He  stated  that  the  A.M.A.  can  only  be  used  to 
formulate  policies  and  evaluate  certain  principles, 
and  that  the  implementation  of  any  program  must 
go  back  to  the  individual  state  societies.  He  strongly 
recommended  the  formation  and  organization  of 
state,  parish  and  local  health  councils — health  coun- 
cils should  include  lay  individuals  and  representa- 
tive citizens.  The  council  should  be  composed  of 
1.5  or  20  individuals  including  two  or  three  doctors. 
He  stated  that  doctors  should  not  dominate  the 
council  or  try  to  control  it  but  should  take  leader- 
ship in  the  operation.  He  stated  that  the  council 
should  be  an  influence  on  the  type  of  medical  care 
that  is  available,  and  should  not  be  organized  on 
the  basis  of  personal  gain  for  individuals.  They 
should  he  impressed  as  to  the  advantages  of  good 
medical  care  and  also  why  certain  practices  such 
as  that  of  chiropractors  and  naturopaths  are  not 
acceptable. 

He  cautioned  members  about  sidetracking  such 
pi  ograms  as  the  V.A.  program  and  the  Coalminers 
Medical  Care.  He  stated  that  the  coalminers  pro- 
giam  may  include  16  to  20  million  people,  and  50 
to  60  million  persons,  including  veterans  and  their 
dependents,  will  ultimately  he  covered  by  the  V.A. 
progi’am.  He  stated  that  if  such  programs  are 
carried  out  on  an  individual  basis,  it  would  elimi- 
nate a large  quantity  of  medical  care  from  the 
community  and  he  urged  all  doctors  to  cooperate 
with  these  services  to  keep  them  on  a local  basis. 
If  this  is  not  done  on  a community  basis,  large 
groups  will  be  organized  on  a national  basis  and 
little  will  he  left  on  an  individual  basis. 


Dr.  J.  M.  Emmett,  Chairman  of  the  Public  Rela- 
tions Committee  of  the  Medical  Society  of  Virginia, 
stated  if  doctors  do  not  assume  the  responsibility 
of  the  distribution  of  medical  care,  then  the  Fed- 
eral Government  will  take  over  the  provision  of 
this  care.  Doctors  should  not  however  dominate 
the  local  health  councils  and  should  use  lay  in- 
dividuals to  assist  them  in  the  local  health  coun- 
cils. The  interest  of  adequate  medical  care  is  be- 
ing sponsored  by  too  small  a group  of  individual 
doctors  and  he  urged  more  doctors  to  become  inter- 
ested in  the  promotion  of  adequate  medical  care. 
Adequate  medical  care  must  be  presented  by  large 
groups  of  doctors  and  a small  group  of  standard- 
bearers  should  not  be  forced  to  carry  the  load. 

He  stated  that  an  attempt  to  tell  the  people  that 
the  practice  of  medicine  is  perfect,  is  wrong,  be- 
cause it  is  not  perfect.  It  is  doubtful  that  the  pub- 
lic believes  that  medicine  as  it  is  today  is  on  an 
adequate  basis.  The  system  is  as  far  advanced 
as  a group  can  go  individually.  Surely,  there  is  no 
better  way  than  to  keep  medicine  as  a private  prac- 
tice hut  the  secret  is  to  get  the  people  who  believe 
as  do  the  doctors  to  associate  with  them. 

Dr.  H.  B.  Mulholland,  a member  of  the  Public 
Relations  Committee  and  Assistant  Dean  of  the 
University  of  Virginia  Medical  School,  stated  that 
the  people  are  now  interested  in  adequate  medical 
care  and  that  much  of  the  need  for  medical  care 
has  come  out  of  Washington  rather  than  from  the 
doctors  themselves.  Doctors  have  been  more  in- 
terested in  the  delivery  of  medical  care  than  in 
seeing  that  all  have  adequate  medical  care. 

Doctors  must  show  the  people — even  though  the 
doctors  provide  adequate  facilities,  the  people  must 
be  educated  to  use  these  facilities  and  shown  how 
to  use  them  when  they  are  available.  He  suggested 
that  this  be  started  in  the  schools  and  that  doctors 
must  be  leaders  in  their  community  in  the  organi- 
zation of  health  councils.  The  doctor  must  dis- 
cuss his  problems  with  other  leaders  and  he  should 
be  particularly  informed  on  the  availability  of  pre- 
payment medical  care  insurance  because  most 
people  are  interested  in  acquiring  health  insurance. 

Dr.  L.  J.  Roper,  a member  of  the  Public  Rela- 
tions Committee  and  Commissioner  of  Health  for 
the  State  of  Virginia,  stated  that  the  relation- 
ship of  public  health  services  and  the  doctors  de- 
pends upon  the  cooperation  of  both  groups.  The 
relationship  between  the  two  groups  is  broadening 
considerably  throughout  the  nation.  Both  are 
working  harmoniously  in  Virginia.  He  stated  that 
his  public  health  department  has  implemented  a 
program  for  cancer  and  for  other  services 
far  ahead  of  the  old  public  health  program. 
He  stated  that  there  was  a time  when  the  rela- 
tionship between  the  two  groups  was  not  too 
good  but  now  the  differences  have  been  adjusted. 

The  public  health  program  of  Virginia  utilizes 
the  services  of  physicians  and  physicians  are  al- 
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ways  willing  to  help.  He  said  the  public  health 
service  now  uses  the  services  of  all  physicians  in 
the  examination  of  school  children. 

Health  officers  in  Virginia  are  the  friends  of  the 
doctors  and  it  is  their  desire  to  cooperate  in  every 
way.  The  public  health  doctor  in  Virginia  is  con- 
sidered as  a “wholesaler”  because  he  deals  with  the 
masses,  and  the  individual  doctor  is  the  “retailer” 
of  medical  services  because  he  deals  with  the  in- 
dividual. 

Dr.  William  Shands  Meacham,  Director  of  the 
Virginia  Council  on  Health  and  Medical  Care, 
spoke  on  the  organization  of  health  councils  on  a 
state,  county,  and  community  basis  in  Virginia. 
The  health  council  in  Virginia  is  organized  on  an 
incorporated  basis,  separate  from  any  particular 
organization.  All  of  the  health  councils  are  sup- 
ported by  voluntary  contributions  from  all  coop- 
erating government  agencies,  the  medical  societies, 
and  other  interested  individuals. 

Dr.  W.  R.  Pretlow,  President  of  the  Virginia 
Medical  Service  Association  (the  Virginia  prepay- 
ment medical  care  plan),  advised  the  physicians 
present  that  it  is  up  to  the  doctors  in  their  indi- 
vidual state  to  do  something  for  the  people  who  are 
in  need  of  medical  care  or  the  government  is  going 
to  do  it.  He  does  not  believe  that  talking  to  Con- 
gressmen, talking  to  your  nextdoor  neighbor, 
articles  in  the  newspapers  about  the  fallacies  of 
socialized  medicine  are  sufficient.  These  will  offer 
only  temporary  relief  and  the  medical  profession 
will  still  be  in  a state  of  emergency. 

The  only  assurance  against  socialized  medicine  is 
for  the  doctors  to  get  behind  their  voluntary  pre- 
payment insurance  plans  and  actively  promote 
them  so  that  people  will  be  protected,  and  then, 
and  only  then,  will  there  be  an  answer  to  the  gov- 
ernment’s demand. 

People  will  feel  the  need  for  medical  care  plans 
during  the  next  depression  and  the  doctors  should 
get  behind  the  plans  to  enroll  everyone.  He  earn- 
estly recommends  the  inclusion  of  promotional 
literature  in  the  monthly  bills  of  each  physician. 

The  most  enlightening  and  constructive  paper 
of  the  day  was  delivered  by  Dr.  John  T.  Hundley, 
a member  of  the  District  Council — Lynchburg 
Academy  of  Medicine.  Dr.  Hundley  conducted  an 
individual  survey  to  determine  the  attitude  of  a 
selected  group  of  individuals  toward  the  medical 
profession.  The  survey  included  newspaper  edi- 
tors, union  leaders,  bankers,  lawyers,  persons  in 
every  walk  of  life,  rich  and  poor,  persons  who  are 
confined  to  some  of  their  charity  institutions.  The 
survey  asked  that  these  individuals  list  any  griev- 
ance of  which  they  have  knowledge  pertaining  to 
the  medical  profession.  His  survey  was  startling 
and  members  in  attendance  were  wide-eyed  as  he 
read  some  of  the  comments  from  his  survey. 

The  survey  prepared  by  Dr.  Hundley  is  to  be 
mimeographed  and  possibly  reproduced  in  the 
A.M.A.  Journal. 


Dr.  Guy  Fisher,  President  of  the  Medical  Society 
of  Virginia,  in  closing  the  meeting,  stated  that  the 
humanitarian  spirit  of  medicine  is  lacking  and  that 
is  one  reason  why  the  laity  is  doubting  the  medical 
profession. 


ORGANIZATION  OF  HEALTH  COUNCIL 

Citizens  of  Lake  Providence  recently  met  in  the 
courthouse  for  the  purpose  of  organizing  a per- 
manent health  council.  The  meeting  was  called  in 
cooperation  with  the  East  Carroll  Parish  Farm 
Bureau  and  the  Council  on  Medical  Seiwice  and 
Public  Relations  of  the  Louisiana  State  Medical 
Society.  About  two  hundred  persons  attended  the 
meeting  and  unanimously  endorsed  the  organiza- 
tion of  a permanent  health  council  in  East  Carroll 
Parish.  Dr.  Forrest  M.  Terral  of  Lake  Providence 
was  elected  permanent  chairman  of  the  East  Car- 
roll  Parish  Health  Council. 

Dr.  John  Snelling  of  Monroe  represented  the 
Council  on  Medical  Service  .and  Public  Relations 
and  talked  on  the  advantages  to  be  obtained 
through  the  organization  and  establishment  of  a 
health  council.  Also  attending  the  meeting  were 
Frank  Lais,  Jr.,  Executive  Director  of  the  Council 
on  Medical  Service  and  Public  Relations  and  Mr. 
P.  A.  Colvin  of  Monroe,  who  explained  the  advan- 
tages of  voluntary  health  insurance.  Also  appear- 
ing on  the  program  were  Mrs.  T.  R.  Tomlinson, 
Chairman  of  the  Louisiana  Rural  Health  Council, 
and  Miss  Mary  Mims,  State  Extension  Sociologist. 

A representative  from  the  department  of  Insti- 
tutions also  appeared  before  the  council  and  inter- 
ested the  group  in  the  construction  of  a hospital 
in  the  Lake  Providence  area. 


NEW  OFFICERS  OF  COMPONENT 
SOCIETIES 

The  following  officers  have  been  elected  by  their 

respective  parish  societies  to  serve  for  1948. 

Avoyelles  Parish  Medical  Society — 

President — Dr.  James  Knoll,  Bunkie 
Vice-Pres. — Dr.  Philip  P.  Giuffre,  Cottonport 
Sec.-Treas. — Dr.  S.  R.  Abramson,  Marksville 
Delegate — Dr.  Kirby  A.  Roy,  Mansura 

Beauregard  Parish  Medical  Society — 

President — Dr.  John  D.  Frazar,  DeRidder 
Vice-Pres. — Dr.  Luke  M.  Marcello,  DeRidder 
Sec.-Treas. — Dr.  Sam  T.  Roberts,  DeRidder 
Delegate — Dr.  John  D.  Frazar,  DeRidder 
Alternate — Dr.  Luke  M.  Marcello,  DeRidder 

Claiborne  Parish  Medical  Society — 

President — Dr.  S.  A.  Tatum,  Homer 
Vice-Pres. — Dr.  J.  E.  Batchelor,  Haynesville 
Sec.-Treas. — Dr.  Martin  L.  Forcht,  Haynesville 
Delegate — Dr.  Thomas  M.  Deas,  Homer 
Alternate — Dr.  J.  W.  Featherston,  Homer 

DeSoto  Parish  Medical  Society — ■ 

President — Dr.  W.  B.  Hewitt,  Mansfield 
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Vice-Pres. — Dr.  R.  P.  Thaxton,  Mansfield 
Sec.-Treas. — Dr.  R.  A.  Tharp,  Mansfield 
Delegate — Dr.  R.  A.  Tharp,  Mansfield  , 

Franklin  Parish  Medical  Society — 

President — Dr.  W.  L.  Strahan,  Winnsboro 
Vice-Pres. — Dr.  John  N.  Bostick,  Gilbert 
Sec.-Treas. — Dr.  A.  J.  Reynolds,  Winnsboro 
Delegate — Dr.  H.  T.  Rogers,  Winnsboro 

Jackson-Lincoln-Union  Parish  Medical  Society — 
President — Dr.  Carl  F.  Langford,  Ruston 
Vice-Pres. — Dr.  T.  D.  Boaz,  Jonesboro  (Jackson^ 
Dr.  W.  P.  Lambeth,  Farmerville 
(Union) 

Sec.-Treas. — Dr.  John  A.  Thomas,  Ruston 
Delegate — Dr.  T.  A.  Dekle,  Jonesboro 
Alternate — Dr.  M.  T.  Green,  Ruston 

Jefferson-Davis  Medical  Society — 

President — Dr.  Morgan  Smith,  Jennings 
Vice-Pres. — Dr.  John  G.  McClure,  Welsh 
Sec.-Treas. — Dr.  L.  E.  Shirley,  Jennings 
Delegate — Dr.  John  G.  McClure,  Welsh 
Alternate — Dr.  F.  W.  Harrell,  Jennings 

St.  Landry  Parish  Medical  Society — 

President — Dr.  F.  O.  Pavy,  Leonville 
Vice-Pres. — Dr.  Charles  W.  Lewis,  Eunice 
Sec.-Treas. — Dr.  C.  L.  Mengis,  Opelousas 
Delegate — Dr.  F.  Creighton  Shute,  Opelousas 
.Alternate — Dr.  S.  J.  Rozas,  Opelousas 

St.  Mary  Parish  Medical  Society — 

President — Dr.  T.  H.  Gueymard,  Morgan  City 
Vice-Pres. — Dr.  C.  R.  Brownell,  Morgan  City 
Sec.-Treas. — Dr.  S.  J.  Russo,  Morgan  City 

Vernon  Parish  Medical  Society — 

President — Dr.  Joe  E.  Broyles,  Leesville 
Vice-Pres. — Dr.  E.  H.  Byrd,  Leesville 
Sec.Treas. — Dr.  William  M.  Johnson,  Leesville 
Delegate — Dr.  William  M.  Johnson,  Leesville 
.\lternate — Dr.  M.  W.  Talbot,  Leesville 


RESIDENT  NEEDED 

Information  has  been  received  that  there  is  need 
at  this  time  for  a part  time  resident  at  the  Metairie 
Hospital  in  New  Orleans.  For  further  information 
contact  the  Secretary  of  the  Hospital,  Mr.  J. 
Strauss,  310  Codifer  Boulevard,  New  Orleans. 


NEW  ORLEANS  ACADEMY  OF  INTERNAL 
MEDICINE 

The  newly  formed  New  Orleans  Academy  of 
Internal  Medicine  held  its  first  dinner  meeting  on 
Thursday,  January  15,  1948. 

Following  a short  business  meeting  and  dinner, 
the  guest  speaker.  Dr.  Robert  Nieset,  delivered 
the  address.  His  subject  was  “Some  Relations  of 
Modern  Physics  to  Medical  Research”.  Dr.  Nieset 
is  Director  of  Biophysics  Research  at  Tulane 
University. 


The  officers  of  the  new  organization  are  Dr. 
Thomas  Findley,  President;  Dr.  Willard  Wirth, 
Vice-President;  Dr.  Sam  Nadler,  Secretary-Treas- 
urer, and  Dr.  Edgar  Hull  and  Dr.  Chaille  Jami- 
son, additional  members  of  the  Executive  Com- 
mittee. 

The  next  meeting  of  the  Acadeiny  will  be  some 
time  in  April,  to  be  announced  later. 


APPOINTMENT  OF  COMMISSIONED  OFFI- 
CERS IN  THE  MEDICAL  CORPS  AND 
DENTAL  CORPS  OF  THE  REGULAR 
NAVY 

The  statutory  authority  contained  in  Public  Law 
365 — 80th  Congress,  Title  II  (Army-Navy-Public 
Health  Service  Medical  Officer  Procurement  Act 
of  1947)  makes  it  possible  now  for  civilian  doctors 
to  become  commissioned  officers  in  the  regular 
Navy,  provided  they  meet  the  professional  and 
physical  qualifications.  This  law  is  unique  in  that 
it  does  away  with,  for  the  first  time,  the  age 
limitation  of  thirty-two  years  of  age  and  permits 
doctors  in  civilian  practice  to  enter  the  Navy  and 
be  commissioned  with  the  rank  up  to  and  including 
Captain.  The  law  considers  all  strata  of  the  medi- 
cal profession,  internes,  residents,  reserves,  former 
medical  officers  who  have  resigned,  and  present 
practicing  physicians. 

In  order  to  make  application  a doctor  must  be 
a citizen  of  the  United  States,  a graduate  from 
a Class  “A”  medical  school  and  have  served  at 
least  one  year’s  internship  in  an  approved  hospital. 
Candidates  will  then  be  judged  on  a number  of 
qualifications  such  as  being  a member  of  a spe- 
cialty board,  his  teaching  connections,  the  number 
of  years  of  professional  or  scientific  practice,  hos- 
pital or  laboratory  connections,  a statement  of  mili- 
tary service,  etc. 

The  allocation  of  rank  to  successful  candidates 
will  depend  upon  their  academic  age,  professional 
standing,  and  experience  in  the  medical  field.  Suc- 
cessful candidates  will  then  be  integrated  in  line 
with  medical  officers  of  the  regular  Navy  and 
assigned  running  mates  accordingly.  This  means 
that  they  will  be  eligible  for  promotion  along  with  | 
their  fellow  officers  of  equal  rank. 

This  law  offers  a fine  opportunity  for  civilian 
doctors  to  make  a career  in  the  regular  Navy  and 
to  enjoy  its  professional  advantages  as  well  as  its 
retirement  benefits.  Doctors  interested  in  such  a | 
career  should  write  to  the  Bureau  of  Naval  Per-  I 
sonnel,  via  the  Bureau  of  Medicine  and  Surgery,  i 
Navy  Department,  Washington,  D.  C. 


NEW  HOSPITAL 

The  organizational  meeting  of  the  staff  of  the 
new  Physicians  & Surgeons  Hospital  at  Shreveport 
was  held  on  December  12,  1947,  after  a dinner  in 
the  Physicians  and  Surgeons  Cafeteria,  with 
thirty-nine  members  in  attendance.  Dr.  J.  R.  I 
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Stamper  was  elected  president,  Dr.  W.  S.  Harmon, 
vice-pi'esident,  and  Dr.  Joe  E.  Holoubek,  secretary. 
An  executive  committee  consisting  of  Dr.  L.  W. 
Gorton,  Dr.  Wallace  Brown  and  Dr.  Keith  Mason 
was  appointed  and  will  draw  up  the  by-laws  and 
constitution  of  the  staff. 

The  Physicians  & Surgeons  Hospital  is  a new 
106  bed  hospital  constructed  under  the  guidance  of 
Dr.  J.  R.  Stamper  near  the  Physicians  & Surgeons 
Building.  The  architecture  is  modernistic  in  design, 
the  building  is  completely  air-conditioned  and  is 
so  constructed  that  expansion  will  be  easily  made. 

The  staff  of  the  Physicians  & Surgeons  Hospital 
is  open  to  physicians  who  are  members  of  the  local 
and  state  medical  societies. 

GORDON  MORGAN 
1867-1948 

Dr.  Gordon  Morgan,  of  Melville  died  on  January 
20.  Dr.  Morgan  had  been  an  active  member  of  the 
State  Society  since  1915  and  at  the  time  of  his 
death  was  Vice-President  of  the  St.  Landry  Parish 
Medical  Society. 

WOMAN’S  AUXILIARY,  LOUISIANA  STATE 
MEDICAL  SOCIETY 

The  National  Federation  of  Small  Business, 
Inc.,  is  sponsoring  radio  broadcasts  on  socialized 
medicine.  So  far  there  have  been  two  discussions 
made  by  them  over  the  radio  on  this  subject.  This 
is  of  particular  interest  to  the  Woman’s  Auxiliary 
to  the  Louisiana  State  Medical  Society  and  ma- 
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terial  for  distribution  or  information  may  be  had 
by  writing  to:  National  Federation  of  Small  Busi- 
ness, Inc.,  San  Mateo,  California.  These  pam- 
phlets are  splendid  and  were  especially  written  to 
be  read  from  coast  to  coast,  so  we  urge  you  to  get 
this  material  as  we  are  sure  you  will  find  it  of 
invaluable  aid. 

To  emphasize  the  importance  of  these  forceful 
talks,  we  quote  the  last  paragraph  of  the  second 
discussion: 

“Through  these  broadcasts  and  other  activ- 
ities we  hope  to  arouse  the  professions  to  a 
realization  of  what  is  happening.  We  hope 
to  make  civic  clubs  and  similar  groups  realize 
that  it  will  take  more  than  luncheon  singing 
and  meaningless  speeches  to  give  their  clubs 
a purpose  in  life,  and  we  want  to  reach  labor 
leaders,  big  and  little  businessmen,  workeis 
in  factories,  farmers  and  all  others  in  all 
walks  of  life,  with  the  story,  that  ONLY  in 
the  greatest  of  unselfish  and  patriotic  effort, 
can  Americans  live  out  their  destiny  of  free- 
dom and  world  leadership.’’ 

While  we  are  on  the  subject  of  socialized  medi- 
cine, if  you  will  refer  to  your  September,'  1947 
issue  of  the  Reader’s  Digest  you  will  find  an 
article  entitled  “Our  Most  Dangerous  Lobby’’. 
This  article  is  written  by  Christian  T.  Herter, 
Member  of  Congress  from  Massachusetts.  Also, 
“Our  Most  Dangerous  Lobby — II’’,  by  Forest  A. 
Harness,  Member  of  Congress  from  Indiana,  will 
be  found  in  the  December,  1947  issue  of  the 
Reader’s  Digest. 
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A Text  Book  of  Pathology.  By  E.  T.  Bell,  M.-D., 
6th  ed.  Philadelphia,  Lea  & Febiger,  1947. 
Pp.  910.  Ulus.  PI.  Price,  $10.00. 

This  sixth  edition  of  a work  that  has  come  to 
be  accepted  as  a classical  textbook  has  been  thor- 
oughly revised  and  is  a worthy  successor  of  the 
previous  edition.  It  is  a review  of  general  pathol- 
ogy. The  subjects  discussed  are  necessarily  brief 
but  are  comprehensive  enough  to  be  intelligible. 
The  style  is  lucid  and  most  readable.  Although  in- 
tended as  a student  text  it  can  be  read  with  much 
profit  and  enjoyment  by  the  physician.  The  format 
is  good.  The  paper  and  printing  are  most  satisfy- 
ing features.  The  index  is  thorough.  The  references 
are  few  but  authoritative. 

I.  L.  Robbins,  M.  D. 


Philosophy  and  Medicine  in  Ancient  Greece : By 
W.  H.  S.  Jones,  Litt.  B.,  F.  B.  A.  Baltimore, 
Johns  Hopkins  Press,  1946.  Pp.  100.  Price,  $2.00. 
This  is  a most  interesting  study  and  should  prove 


of  great  interest  and  charm  to  the  medical  his- 
torian and  philosopher. 

I.  L.  Robbins,  M.  D. 


Trichomonas  Vaginalis  and  Trichomoniasis : By 
Ray  E.  Trussell,  M.  D. ; with  an  introduction 
by  E.  D.  Plass,  M.  D.  Springfield,  Illinois, 
Charles  C.  Thomas,  1947.  Pp.  277.  Ulus.  PI. 
Price,  $6.00. 

This  is  the  first  comprehensive  presentation  of 
information  concerning  Trichomonas  vaginalis  and 
its  relationship  to  vaginitis.  The  author  is  par- 
ticularly well  qualified  to  consider  this  subject 
because  of  his  careful  laboratory  and  experimental 
clinical  studies  on  the  subject. 

The  volume  takes  up  in  logical  order  the  mor- 
phology of  the  three  species  of  Trichomonas  found 
in  man,  their  methods  of  propagation  and  transfer 
from  host  to  host,  and  the  growth  requirements  of 
these  flagellate  organisms  in  vivo  and  in  vitro. 
Dr.  Trussell  gives  particular  attention  to  the  culti- 
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vation  of  Trichovionas  vac/inolis  in  a bacteria-free 
medium,  which  is  his  own  achievement. 

In  Part  II  of  the  monograph  attention  is  given 
to  the  organism  and  its  relationship  to  diseases 
of  the  female  and  male  genito-urinary  organs.  A 
clear  point  is  made  that  bacteria-free  T.  vaginalis, 
when  introduced  into  the  vagina  under  aseptic 
conditions,  will  at  times  produce  a vaginitis  of 
moderate  intensity  and  of  a type  which  Dr.  Trus- 
sell  regards  as  relatively  peculiar  to  this  infection. 
On  the  other  hand,  experimental  clinical  infection 
may  produce  only  a carrier  condition.  Part  III  con- 
siders treatment  of  Trichomonas  vaginalis.  The 
reviewer  is  impressed  with  the  very  large  number 
of  drugs  which  have  been  used  in  attempts  to  clear 
up  the  infection.  Such  an  extensive  array  of  chemo- 
therapeutics  and  procedures  indicates  that  none 
is  preeminently  a satisfactory  therapeutic  agent. 

The  book  is  well  documented.  Much  of  the  ma- 
terial is  presented  in  tabular  form  and  there  is  an 
extensive  bibliography  as  well  as  a satisfactory 
index.  There  are  a few  serious  errors.  One  is  the 
consistent  misspelling  of  the  word  “pruritus”.  In 
the  second  place,  when  referring  to  the  Tri- 
chomonas of  the  mouth,  the  author  uses  the  specific 
names  “biiccalis”  and  “fenax"  interchangeably, 
confusing  the  reader  who  does  not  realize  that 
"biiccalis”  has  in  the  recent  literature  been  le- 
placed  by  "tenax”.  Possibly  the  most  serious  criti- 
cism of  the  volume  is  the  style,  which  tends  to  be 
verbose  and  repetitious.  It  is  probable  that  the 
material  could  have  been  presented  to  better  ad- 
vantage in  about  one-half  the  space. 

As  is  usual  with  Charles  C.  Thomas  publications, 
the  book  is  attractively  printed  and  bound.  Un- 
fortunately, in  the  copy  reviewed  pages  13  through 
30  are  missing. 

Ernest  Carroll  Faust,  M.  D. 


Historg  of  Medicine-.  By  Cecilia  C.  Mettler,  A.  B., 
Ed.  B.,  Ph.  D.  Edited  by  Fred  A.  Mettler,  A.  M., 
M.  D.,  Ph.  D.  Philadelphia,  Blakiston  Co.,  1947. 
Illus.  PI.  Pp.  1215.  Price,  $8.50. 

An  historical  work  can  only  be  measured  accu- 
rately by  the  yardstick  of  time.  However,  Dr. 
Cecilia  Mettler’s  “History  of  Medicine”  promises 
to  be  one  of  usefulness  particularly  to  the  medical 
student  whose  desire  for  historical  knowledge  has 
been  accelerated  in  recent  years  by  newly  formed 
societies,  courses  in  medical  schools,  and  by  jour- 
nals devoted  to  cultural  and  scientific  history. 

A grant  provided  by  the  Benjamin  Salzer  Fund 
enabled  the  author  to  devote  nine  years  of  patient 
labor  to  hei'  task  which  was  completed  only  a few 
days  before  her  sudden  death  in  1944.  The  final 
editing  and  proof  reading  was  done  by  her  hus- 
band, the  eminent  Dr.  Fred  A.  Mettler,  Associated 
Professor  of  Anatomy,  College  of  Physicians  and 
Surgeons  of  Columbia  University,  who  contrib- 
uted the  chapter  on  neurology  and  psychiatry. 
Early  classical  studies  with  formal  training  in  his- 


tory and  in  medicine  had  equipped  Dr.  Mettler  for 
her  work  as  historian.  In  1939  she  became  Assist- 
ant Professor  of  Medical  History  at  the  University 
of  Georgia  Medical  School,  one  of  the  first  full- 
time teachers  of  medical  history  in  this  country. 
It  was  there  that  she  initiated  a graded  series  of 
lectures  for  each  of  the  four  years  of  the  medical 
curriculum,  and  applied  her  correlated  method 
of  teaching  to  the  plan  of  her  published  history. 

According  to  the  jacket,  the  book  is  intended  for 
the  practising  physician  and  the  lay  reader  as  well 
as  the  medical  student.  Because  of  some  surprising 
omissions  of  names,  which  the  author  confesses  are 
“biographical  gaps”,  the  book  will  not  completely 
satisfy  those  concerned  with  careful  research  and 
must  be  used  with  supplementary  references,  many 
of  which  are  given  in  lists  of  selected  readings 
that  follow  each  chapter.  Aside  from  minor  flaws 
the  general  organization  of  the  book  is  excellent 
and  while  the  reading  is  necessarily  sketchy  at 
times  and  encyclopedic  in  form,  the  work  is  a fine 
achievement  and  will  undoubtedly  serve  as  a handy 
reference  and  guide  for  those  who  would  seek  more 
detailed  information  on  some  particular  period  or 
personality.  Especially  valuable  are  the  volume’s 
presentations  of  timely  material  and  the  fund  of 
translations  from  ancient  documents,  for  as  the 
foreword  tells  us  Dr.  Mettler  has  “tracked  down 
original  sources,  made  her  own  translations,  and 
compared  these  with  previously  constructed  ver- 
sions” . . . choosing  the  latter  if  her  own  offered 
nothing  to  be  gained. 

Vera  Morel 


PUBLICATIONS  RECEIVED 
Appleton-Century  Company,  New  York:  Text- 
book of  General  Surgery  (5th  edition),  by  Warren 
H.  Cole,  M.  D.,  F.  A.  C.  S.  and  Robert  Elman, 
M.  D.,  F.  A.  C.  S. 

Grune  & Stratton,  New  York:  Psychopathology 
and  Education  of  the  Brain-injured  Child,  by  Al- 
fred A.  Strauss  and  Laura  E.  Lehtinen. 

W.  B.  Saunders,  Philadelphia:  A Manual  of 
Clinical  Therapeutics  (2nd  edition),  by  Windsor 
C.  Cutting,  M.  D.;  A Manual  of  Pharmacology 
(7th  edition),  by  Torald  Sollmann,  M.  D. ; Minor 
Surgeiy  (6th  edition),  by  Frederick  Christopher, 
B.  S.,  M.  D.,  F.  A.  C.  S.;  Sexual  Behavior  in  the 
Human  Male,  by  Alfred  C.  Kinsey,  Warded  B. 
Pomeroy,  and  Clyde  E.  Martin. 

Chailes  C.  Thomas,  Springfield,  Illinois:  The 
Pathology  of  Nutritional  Disease,  by  Richard  H. 
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THE  DIAGNOSIS  AND  TREATMENT 
OF  ACUTE  MALIGNANT  OBSTRUC- 
TION OF  THE  LARGE  BOWEL* 
MARSHALL  L.  MICHEL,  M.  D.f 
New  Orleans 

Recent  reports  on  the  treatment  of  car- 
cinoma of  the  large  bowel  reveal  excellent 
results  in  elective  resection.  These  studies, 
however,  pass  lightly  over  one  phase  of  the 
disease  which  is  a frequent  cause  of  disas- 
ter. I refer  to  acute  obstruction  of  the 
colon  due  to  carcinoma.  Furthermore,  this 
serious  complication  is  infrequently  dis- 
cussed in  its  own  right  and  often  it  is 
glossed  over  with  brief  statements  to  the  ef- 
fect that  surgical  decompression  is  the 
treatment  of  choice. 

It  is  my  impression,  from  a recent  study^ 
of  55  cases  of  acute  intestinal  obstruction 
of  the  colon  due  to  carcinoma,  that  there  is 
no  unanimity  of  opinion  concerning  the 
manner  in  which  this  condition  should  be 
handled. 

The  55  cases  which  make  up  this  series 
were  collected  from  Charity  Hospital  and 
Touro  Infirmary,  in  New  Orleans.  During 
the  three  year  period  ending  December  31, 
1945,  135  patients  with  carcinoma  of  the 
large  bowel,  exclusive  of  the  rectum,  were 
treated  at  Charity  Hospital,  35  of  whom 


*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  13, 
1947. 

fFrom  the  Department  of  Surgery,  Tulane  Uni- 
versity School  of  Medicine  and  from  Surgical  Serv- 
ices of  Charity  Hospital  and  Touro  Infirmary, 
New  Orleans. 


(25.9  per  cent)  were  completely  obstructed. 
During  the  six  year  period  ending  Decem- 
ber 31,  1946,  68  patients  with  carcinoma  of 
the  large  bowel,  exclusive  of  the  rectum, 
were  treated  at  Touro  Infirmary,  20  of 
whom  (29.4)  per  cent  were  completely  ob- 
structed. 

In  this  series,  25  different  surgeons  were 
involved,  one  of  whom  treated  eight  of  these 
patients,  but  10  of  whom  were  responsible 
for  one  patient  each.  As  a result  of  the  dis- 
tribution of  material  among  so  many  sur- 
geons, there  was  no  such  uniformity  of 
treatment  as  there  would  be,  for  instance, 
in  a series  of  cases  reported  from  a clinic 
such  as  Wangensteen’s".  On  the  other  hand, 
the  high  case  fatality  rate  (almost  33  per 
cent)  is  probably  more  representative  of 
the  general  mortality  of  acute  malignant 
obstruction  of  the  large  bowel  than  is  the 
far  more  favorable  rate  reported  from 
clinics  in  which  all  cases  are  managed  by 
the  same  general  routine. 

In  this  series,  52  of  the  55  were  operated 
on  and  eight  different  types  of  operative 
procedures  were  performed.  In  three  other 
cases,  conservative  treatment  was  used  en- 
tirely. Such  a wide  difference  of  opinion 
among  surgeons  in  the  same  section  of  the 
country  handling  a similar  condition,  shows 
a lack  of  unanimity  of  opinion  concerning 
this  condition,  and  for  this  reason  I be- 
lieve that  a closer  study  of  this  condition  is 
merited. 

GENERAL  CONSIDERATIONS 

There  are  certain  considerations  in  acute 
malignant  obstruction  of  the  colon  which 
set  it  apart  as  a definite  disease  entity  and 
deserve  special  discussion. 
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The  fact  that  malignancy  is  the  cause  of 
obstruction  immediately  introduces  the  fact 
that  the  patient  is  in  double  jeopardy,  both 
from  the  malignant  disease  and  from  a 
complication  that  is  exceedingly  serious  in 
its  own  right.  In  obstruction  due  to  non- 
malignant  causes,  the  correction  of  the  ob- 
struction also  corrects  the  cause  of  the  ob- 
struction. In  acute  malignant  obstruction 
of  the  colon,  the  obstruction  must  be  re- 
lieved first  and  resection  is  to  be  performed 
at  a later  date. 

Carcinoma  is  by  far  the  most  common 
cause  of  acute  obstruction  of  the  large 
bowel.  There  is  a general  agreement  that 
approximately  90  per  cent  of  all  obstruc- 
tions of  the  large  bowel  are  of  malignant 
origin  and  that  about  one-third  of  all  pa- 
tients with  carcinoma  of  the  colon  will 
eventually  develop  acute  complete  obstruc- 
tion or  such  a degree  of  chronic  incomplete 
obstruction  that  surgical  decompression  is 
necessary  before  resection  can  be  per- 
formed. This  series  which  I have  studied, 
as  already  intimated,  includes  only  the 
acute  complete  obstructions.  Cases  of  in- 
termittent or  partial  obstruction,  even 
those  which  were  submitted  to  surgical  de- 
compression prior  to  radical  surgery,  have 
not  been  included. 

The  incidence  of  acute  colic  obstruction 
in  other  series  ranges  from  35  per  cent  to 
as  little  as  5 per  cent.  Some  series  in  which 
the  incidence  of  obstruction  is  high  include 
cases  of  subacute  or  chronic  obstruction. 
Series  in  which  the  incidence  is  unusually 
low  are  from  clinics  in  which  little  emer- 
gency surgery  is  done. 

A second  consideration,  in  acute  malig- 
nant obstruction  of  the  colon,  is  that  the 
patients  are  most  often  in  the  older  age 
group.  This  introduces  complications  not 
met  with  in  younger  persons,  particularly 
degenerative  diseases.  Age  itself,  however, 
is  not  regarded  as  a contraindication  to 
prompt  surgical  intervention.  That  age 
plays  some  part,  however,  is  clear  from  the 
fact  that  in  this  series  the  average  age  of 
the  group  which  survived  was  53.4  years, 
against  an  average  age  of  55.8  years  for 


the  whole  series  and  of  60.7  years  for  the 
group  which  did  not  survive. 

The  age  range  in  this  series  was  from  13 
to  86  years;  both  patients  at  the  extremes 
of  life,  incidentally,  were  numbered  among 
the  survivors.  That  11  of  the  55  patients 
were  under  50  years  of  age  and  that  two 
were  under  30  years  of  age  is  an  interesting 
commentary  on  the  all  too  general  belief 
that  carcinoma  is  a disease  of  middle  and 
late  life.  In  this  series,  there  were  25  fe- 
males and  30  males.  It  is  of  interest  that 
24  of  the  35  cases  at  Charity  Hispital  oc- 
curred in  negroes,  and  it  is  also  not  surpris- 
ing that  10  of  the  12  deaths  at  that  institu- 
tion occurred  in  the  same  race. 

A third  important  consideration  is  that 
the  patient  with  obstruction  of  the  colon 
due  to  malignant  disease  has  been  ill  for  a 
considerable  period  of  time,  even  if,  as  hap- 
pens occasionally,  there  has  been  no  pre- 
vious evidence  of  disease.  For  a variable 
length  of  time,  before  the  patient  becomes 
completely  obstructed,  the  malignant 
growth  has  been  slowly  reducing  the  pa- 
tient’s vitality.  Often,  in  malignancies  of 
the  right  side  of  the  colon,  marked  anemia 
is  present.  In  this  series,  it  was  found  that 
a large  percentage  of  the  patients  had 
marked  deficiencies  in  plasma  proteins. 
Usually,  the  patient  has  been  losing  weight, 
and,  as  Wangensteen-  has  aptly  expressed 
it,  is  “autocannibalistic.” 

Such  patients  are  in  marked  contrast  to 
those  with  acute  small  bowel  obstruction,  or 
with  large  bowel  obstruction  of  non-malig- 
nant  origin,  who,  as  a general  rule,  are  pre- 
cipitated into  their  acute  illness  from  a 
state  of  previous  good  health.  When  ob- 
struction of  the  colon  due  to  malignancy  is 
not  complete,  the  patient  can  be  carefully 
prepared  for  operation  by  replacement  of 
the  carbohydrate,  protein,  vitamin  and 
hemic  deficiencies,  as  well  as  by  chemo- 
therapy and  bowel  irrigation.  Such  prepa- 
ration is  a time-consuming  process,  and 
the  patient  with  acute  obstruction  has  no 
time  whatsoever  for  such  procedures.  In 
most  of  these  cases,  therefore,  the  debility 
caused  by  the  primary  disease  is  added  to 
the  infirmities  of  age  and  the  seriousness 


Michel — Malignant  Obstruction  of  Large  Bowel 


399 


of  the  acute  obstruction,  and  the  surgical 
risk  is  thereby  compounded. 

PHXSIOLOUY  AND  PATHOLOGY 

Acute  obstruction  of  the  colon  differs 
from  acute  obstruction  of  the  small  bowel 
in  that  the  former  is  most  often  of  the 
closed  loop  type,  the  growth  forming  the 
distal  occlusion  and  the  ileocecal  valve  the 
proximal  occlusion.  When  once  this  loop  is 
closed,  distention  of  the  colon  is  rapid,  be- 
cause each  peristaltic  wave  forces  the  con- 
tents of  the  ileum  into  the  cecum.  The 
competency  of  the  ileocecal  valve  prevents 
regurgitation  from  the  cecum  into  the 
ileum.  As  distention  increases,  edema, 
thrombosis,  ulceration  and  infection  occur 
in  the  bowel  wall  until  eventually,  if  sur- 
gical relief  is  not  achieved,  perforation  will 
occur. 

In  this  particular  series  of  cases,  the 
statement  often  made  that  perforation 
usually  occurs  in  the  cecum,  because  of  its 
relatively  thin  wall  and  distensibility,  is 
not  necessarily  true.  Perforation  can  occur 
at  any  point  above  the  lesion.  Of  the  eight 
proved  perforations  in  these  55  cases,  only 
two  developed  in  the  cecum.  Four  of  the 
remaining  perforations  were  in  the  sig- 
moid, in  two  instances  as  the  result  of  trau- 
matic manipulation  at  operation.  One  per- 
foration occurred  in  the  descending  colon, 
and  one  occurred  at  the  hepatic  flexure. 

Wangensteen^  and  his  associates  have 
made  important  contributions,  both  experi- 
mentally and  clinically,  to  the  knowledge 
of  the  role  of  the  ileocecal  valve  in  obstruc- 
tion of  the  large  intestine.  Its  competency 
is  variable.  By  correlation  of  roentgeno- 
logic observations  and  findings  at  opera- 
tion, Dennis^  determined  that  this  valve 
was  competent  in  61  percent  of  53  cases  of 
acute  colic  obstruction.  However,  it  is  to 
be  emphasized  that  attempts  to  differenti- 
ate clinically  between  a competent  and  an 
incompetent  ileocecal  valve  are  likely  to  de- 
lay surgical  relief  of  the  obstruction  and 
may  greatly  jeopardize  the  patient’s 
chances  of  recovery. 

In  every  case  in  this  series,  the  malig- 
nant growth  was  an  adenocarcinoma,  and 
in  the  great  majority  of  cases  it  was  of  the 


annular  type,  which  readily  gives  rise  to 
obstruction  because  it  constricts  the  lumen 
of  the  bowel.  In  the  few  cases  in  which  the 
growths  showed  gross  fungating  or  poly- 
poid characteristics,  they  also  showed  a 
marked  tendency  to  infiltrate  the  wall  of 
the  colon  and  encircle  the  lumen,  thus  giv- 
ing rise  to  obstruction. 

LOCATION  OF  OBSTRUCTION 

The  exact  location  of  an  acute  obstruc- 
tion of  the  colon  is  an  extremely  important 
consideration  from  the  standpoint  of  diag- 
nosis and  subsequent  therapy.  In  this  series, 
31  of  the  45  cases  of  obstruction  occurred  in 
the  left  colon.  The  same  predominance  of 
left  sided  obstruction  is  noted  in  all  other 
reported  series  and  can  readily  be  ex- 
plained. 

The  lumen  of  the  left  colon  is  generally 
smaller  than  the  lumen  of  the  right  colon. 
Its  walls  are  thicker  and  less  distensible 
than  the  walls  of  the  right  colon.  The  fe- 
cal contents,  which  are  more  solid  on  the 
left  than  on  the  right,  easily  traumatize 
the  malignant  growth,  causing  secondary 
infection  with  ulceration,  edema  and  swell- 
ing. Finally,  the  annuar  type  of  adeno- 
carcinoma, which  by  its  very  nature  readily 
gives  rise  to  obstruction,  is  somewhat  more 
frequent  on  the  left  side  than  on  the  right. 

The  fact,  however,  that  14  cases  of  acute 
malignant  obstruction  did  occur  on  the 
right  side  of  the  colon  is  important  to  note. 
This  contradicts  a rather  widespread  belief 
that  such  a condition  rarely  occurs. 

CLINICAL  PICTURE 

In  cases  of  acute  malignant  obstruction 
of  the  colon,  the  history  can  often  be  di- 
vided into  two  distinct  periods,  one  of  long 
term,  indefinite  symptoms  and  the  other  of 
acute  symptoms.  However,  very  often  the 
period  of  indefinite  symptoms  will  be  en- 
tirely absent  or  may  blend  gradually  into 
the  symptoms  of  acute  complete  obstruc- 
tion. 

In  the  typical  case,  the  original  period 
was  characterized  by  an  insidious  onset  and 
a triad  of  symptoms  including:  (1)  altered 
bowel  function;  (2)  melena,  and  (3)  ab- 
dominal pain,  which,  until  the  onset  of 
acute  symptoms,  was  mild  and  transient. 
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Some  patients  had  had  previous  mild  acute 
attacks  suggestive  of  incomplete  obstruc- 
tion. In  a small  number  of  cases,  the  de- 
velopment of  the  acute  obstruction  seemed 
to  be  the  first  manifestation  of  the  disease. 

The  signs  and  symptoms  of  acute  obstruc- 
tion of  the  lage  bowel  in  this  series  were 
as  follows: 

1.  An  inability  to  defecate  or  to  expel 
flatus.  In  many  cases,  the  patients  com- 
plained of  a great  desire  to  defecate.  This 
probably  explains  why  so  many  resorted  to 
purgation  before  consulting  a physician. 

2.  Cramping  abdominal  pain  was  pres- 
ent in  practically  every  case.  It  was  spas- 
modic and  often  extremely  severe.  Visible 
peristalsis  was  frequently  present. 

3.  Thirty-nine  of  the  55  patients  vomited 
during  the  acute  attacks  and  four  others 
complained  of  nausea  but  did  not  vomit. 
The  remaining  12  patients  did  not  complain 
of  either  nausea  or  vomiting.  Wangensteen 
has  commented  repeatedly  on  the  possibility 
that  acute  obstruction  of  the  large  bowel 
can  occur  without  vomiting.  This,  in  his 
opinion,  is  due  to  the  closed  loop  character 
of  the  obstruction  and  the  absence  of  dis- 
tention or  the  presence  of  only  minimal  dis- 
tention of  the  small  intestine. 

4.  Abdominal  distention  was  usually 
pronounced  in  acute  malignant  obstruction 
of  the  colon,  except  in  cases  in  which  a 
closed  loop  type  of  obstruction  was  present 
due  to  a colic  neoplasm. 

5.  Abdominal  tenderness  was  a fre- 
quent finding  and  was  often  localized  in  the 
lower  right  quadrant.  This  localization  of 
tenderness  is  explained  by  the  presence  in 
that  area  of  a distended  cecum,  which  some- 
times could  be  palpated  as  a tender  mass, 
even  when  the  malignancy  was  located  in 
the  left  colon.  Wangensteen  has  pointed  out 
that  this  is^the  result  of  the  thinness  of  the 
wall  of  the  cecum  and  its  greater  distensi- 
bility  as  compared  to  the  rest  of  the  colon. 

6.  The  presence  of  an  intra-abdominal 
mass,  which  is  the  malignant  tumor  itself. 
Palpable  growths  were  more  often  found 
in  malignancies  of  the  right  colon,  but  oc- 


casionally the  growths  on  the  left  side  could 
be  palpated. 

7.  A low  grade  fever,  which  was  present 
in  a large  number  of  cases,  was  probably 
the  result  of  ulceration  and  infection  of  the 
wall  of  the  colon  proximal  to  the  neoplasm. 

The  pronounced  chemical  changes  which 
ensue  so  rapidly  in  obstruction  of  the  small 
intestine  are  not  present  in  obstruction  of 
the  colon.  In  this  series,  the  only  consistent 
abnormal  laboratory  findings  were  a slight 
leukocytosis,  increased  polymorphonuclear 
leukocytes,  varying  degrees  of  anemia  (es- 
pecially in  carcinoma  of  the  right  colon), 
and  a persistent  reduction  in  serum  protein 
levels. 

DI.4GNOSIS 

In  the  majority  of  cases  in  this  series 
the  diagnosis  was  correct,  or  obstruction 
of  the  large  intestine  due  to  malignancy 
was  listed  as  an  alternative  diagnosis.  Small 
bowel  obstruction  was  the  only  diagnosis  or 
alternative  diagnosis  in  six  cases,  volvulus 
in  four,  acute  appendicitis  in  three,  acute 
cholecystitis  in  two,  diverticulitis  or  para- 
lytic ileus  in  one  case  each. 

An  analysis  of  the  cases  incorrectly  diag- 
nosed as  small  bowel  obstruction  is  instruc- 
tive. In  two  patients  the  obstruction  was 
due  to  carcinoma  of  the  cecum.  It  is  actually 
impossible  to  differentiate  obstruction  of 
the  ileocecal  junction  due  to  this  cause  from 
any  other  type  of  low  ileal  obstruction  by 
either  clinical  or  roentgenological  methods. 
Such  a diagnostic  error  can  be  important, 
however,  because  some  surgeons  may  be 
tempted  to  treat  lower  small  bowel  obstruc- 
tion by  intubation  methods,  which,  as  will 
be  shown  later,  are  definitely  contraindi- 
cated in  malignant  obstruction  of  the  colon. 
In  the  other  cases  in  which  an  incorrect 
diagnosis  of  small  bowel  obstruction  was 
made,  the  error  was  due  entirely  to  a failure 
correctly  to  interpret  the  flat  films  or  a 
failure  to  take  any  x-rays  whatsoever. 

The  frequency  of  localization  of  symp- 
toms and  signs  in  the  right  lower  quadrant, 
which  has  already  been  commented  on,  is 
the  obvious  explanation  of  the  diagnosis  of 
acute  appendicitis  in  malignant  obstruction 
of  the  large  bowel.  This  mistake  is  most 
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likely  to  occur  when  the  obstruction  is  on 
the  right  side  of  the  colon,  though  it  can 
also  occur  when  left-sided  lesions  are  pres- 
ent. The  latter  is  explained  by  the  marked 
distensibility  of  the  cecum. 

A low-grade  fever,  leukocytosis,  an,  in- 
crease in  the  polymorphonuclear  leukocytes, 
which  all  may  be  present  in  malignant  ob- 
struction of  the  colon,  are  further  reasons 
for  a possible  incorrect  diagnosis  of  acute 
appendicitis.  In  this  connection,  the  follow- 
ing case  is  of  special  interest. 

A 32  year  old  woman  had  had  recurrent 
attacks  of  pain  in  the  right  lower  quad- 
rant, nausea  and  vomiting  for  six  months. 
A few  days  after  the  latest  attack,  she  was 
operated  on  through  a right  rectus  incision, 
with  a diagnosis  of  acute  appendicitis,  which 
was  not  verified  by  the  surgeon  at  opera- 
tion or  by  the  pathologist.  She  returned  to 
the  hospital  two  weeks  after  her  discharge, 
with  the  same  symptoms  as  before  opera- 
tion and  with  marked  abdominal  distention. 
A barium  enema  at  this  time  permitted  a 
diagnosis  of  obstruction  due  to  carcinoma 
of  the  sigmoid  colon,  which  was  relieved 
by  colostomy. 

Carcinoma  of  the  colon  introduces  a re- 
verse diagnostic  problem  in  acute  appendi- 
citis. In  Boyce’s®  material  on  acute  appendi- 
citis, collected  over  an  almost  16  year  period 
from  Charity  Hospital,  three  patients  over 
40  years  of  age  died  without  operation 
from  appendiceal  peritonitis  because  the 
diagnosis  of  carcinoma  of  the  colon  had 
been  made.  In  six  other  cases,  operation  was 
delayed  because  of  a similar  mistake  in  di- 
agnosis. One  of  these  cases  ended  fatally, 
because  the  patient  was  being  prepared  for 
surgery  with  the  idea  of  a colectomy  being 
performed. 

It  is  of  interest  that  is  some  of  the  cases 
in  which  the  right  side  of  the  colon  was  re- 
sected for  obstructing  malignancy,  the 
pathologist  reported  the  appendix  to  be 
acutely  inflamed.  These  pathologic  changes 
are  the  result  of  back  pressure,  which 
causes  inflammatory  changes  in  the  wall  of 
the  appendix,  just  as  in  the  wall  of  the 


cecum  and  the  colon  proximal  to  the  ob- 
structing growth. 

The  incorrect  diagnoses  are  significant 
from  the  standpoint  of  their  responsibility 
for  a delay  in  surgical  therapy.  A patient 
with  obstruction  due  to  a paralytic  ileus  is 
not  likely  to  be  operated  on  at  all.  A pa- 
tient with  cholecystitis  may  or  may  not  be 
operated  on.  Many  surgeons  may  not 
operate  immediately  for  presumed  simple 
obstruction  of  the  lower  ileum. 

On  the  other  hand,  a patient  with  vol- 
vulus and  a patient  with  acute  appendicitis 
is  usually  operated  on  without  delay  and 
these  particular  errors,  fortunately,  were 
in  the  category  of  conditions  which  demand 
prompt  operation.  However,  it  is  to  be  em- 
phasized that  in  dealing  with  acute  malig- 
nant obstruction  of  the  colon  the  import- 
ance of  an  exact  diagnosis  beforehand  can- 
not be  too  strongly  emphasized.  Abdominal 
exploration  in  such  cases  definitely  places 
the  patient  in  a more  precarious  situation. 

In  this  series,  the  fact  was  brought  out 
that  the  majority  of  patients  had  had  ab- 
dominal symptoms  for  relatively  long  pe- 
riods of  time  before  seeking  medical  ad- 
vice. It  is  true  that  unless  an  individual 
seeks  medical  aid,  medical  aid  cannot  be 
given  to  him.  The  importance  of  early  diag- 
nosis in  cancer  and  the  value  of  our  present 
campaigns  for  increasing  the  layman’s 
knowledge  of  the  disease  is  well  brought 
out. 

However,  on  the  other  hand,  it  is  ironic 
and  tragic  that  eight  patients  in  this  series 
did  seek  medical  aid,  at  intervals  varying 
from  one  to  eight  months  before  they  en- 
tered the  hospital  with  acute  malignant  ob- 
struction. The  patients  all  consulted  their 
physicians  because  of  abdominal  symptoms, 
particularly  vague  abdominal  pain.  Three 
patients  were  told  by  their  physicians  to 
take  purgatives.  One  was  treated  for  seven 
months  for  dysentery,  which  he  might  or 
might  not  have  had  also.  The  presence  of 
dysentery  bacilli  or  ameba  in  the  stools 
does  not  rule  out  the  presence  of  a con- 
current neoplasm.  One  patient  was  told 
that  he  had  a gastric  ulcer  and  another  was 
told  that  her  abdominal  symptoms  were  due 
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to  a gynecological  disturbance.  The  conclu- 
sion is  inevitable  that  in  none  of  these  cases 
was  the  slightest  attempt  made  to  study  the 
patient  exhaustively  and  to  arrive  at  an 
accurate  diagnosis,  though  most  of  them 
presented  the  well-known  triad  of  altered 
bowel  function,  melena  and  cramping  ab- 
dominal pain. 

KOEiNT(;ENOr.OGIC  DIAGNOSIS 

X-ray  studies  of  the  abdomen,  both  by 
flat  plate  and  barium  enema,  are  of  extreme 
importance  in  making  a correct  diagnosis 
in  acute  malignant  obstruction  of  the  colon. 

In  this  series,  flat  plates  were  made  in 
practically  all  cases  with  generally  uniform 
findings,  in  the  form  or  marked  distention 
of  the  colon  up  to  the  site  of  growth.  Dis- 
tention of  the  small  intestine  was  present 
in  a larger  proportion  of  cases  than  the 
writings  of  Wangensteen  might  indicate. 

The  presence  of  distention  of  the  small 
intestine  can  be  explained  in  several  ways. 
When  the  ileocecal  valve  is  incompetent, 
naturally  the  small  intestine  takes  part  in 
the  distention.  Even  when  the  valve  is  com- 
petent, and  a so-called  closed  loop  obstruc- 
tion is  present,  it  is  logical  to  assume  that 
pressure  in  the  cecum  will  eventually  reach 
such  a point  that  the  valve  cannot  open  in 
response  to  ileal  peristalsis  and  small  bowel 
distention  will  eventually  occur. 

Furthermore,  when  pronounced  disten- 
tion of  the  large  bowel  is  present,  plus  ex- 
tensive inflammatory  changes  in  the  wall 
of  the  colon,  some  degree  of  paralytic  ileus 
is  likely  to  take  place  in  the  small  bowel. 
The  chief  importance  of  the  presence  of 
small  bowel  distention  in  association  with 
large  bowel  obstruction  is  that  the  primary 
source  of  the  occlusion  may  be  overlooked 
and  decompression  by  non-surgical  methods 
may  be  substituted  for  surgical  decom- 
pression. 

It  should  also  be  noted  that  carcinoma 
of  the  cecum  with  involvement  of  the  ileo- 
cecal valve  causing  obstruction  presents 
roentgenologic  findings  distinctly  different 
from  those  observed  in  occlusion  elsewhere 
in  the  large  bowel.  In  such  cases  there  is 
no  distention  of  the  colon  and  the  findings 
are  typical  of  low  ileal  obstruction. 


The  plain  film  should  be  taken  with  the 
patient  in  the  upright  position.  Additional 
information  often  can  be  gained  from  the 
upright  film  that  is  not  evident  from  a film 
taken  with  the  patient  lying  down. 

An  immediate  barium  enema  should  al- 
ways be  done  in  cases  in  which  malignant 
occlusion  of  the  colon  is  suspected.  In  the 
series  which  we  have  reviewed,  this  meth- 
od of  examination  was  used  before  opera- 
tion in  only  15  of  the  55  patients.  It  seems 
significant  that  it  was  not  employed  in  any 
of  the  incorrectly  diagnosed  cases.  Even 
if  the  diagnosis  of  colonic  obstruction  can 
be  definitely  made  without  the  assistance 
of  the  roentgenogram,  the  barium  enema  is 
necessary  for  exact  localization  of  the 
growth,  so  that  the  incision  can  be  correctly 
placed  in  reference  to  it  and  that  explora- 
tion at  operation  can  be  reduced  to  a min- 
imum. Furthermore,  if  the  growth  is  ac- 
curately located  before  operation,  the  ex- 
act operative  procedure  can  be  decided  upon 
beforehand  and  can  be  done  rapidly  with 
a minimum  of  manipulation. 

Certain  precautions,  of  course,  are  neces- 
sary. The  barium  must  be  introduced  gently 
and  slowly  and  under  low  pressure.  Care 
must  be  taken  that  it  is  not  forced  past 
the  site  of  obstruction  for  two  reasons.  In 
the  first  place,  the  exertion  of  undue  pres- 
sure can  readily  cause  perforation  of  a 
friable,  secondarily  infected  intestinal  wall, 
infiltrated  with  malignancy,  which  lacks 
the  distensible  properties  of  the  normal 
colon.  In  the  second  place,  if  barium  is 
forced  past  an  incompletely  obstructing 
growth,  the  possibility  exists  that  the  ob- 
struction may  be  completed.  If  barium  re- 
mains in  the  right  side  of  the  colon  for 
even  a short  period,  the  normal  absorptive 
properties  of  the  colon  soon  reduce  the 
barium  to  an  inspissated  mass  which  can 
completely  block  the  intestinal  lumen.  A 
case  of  this  kind,  which  is  not  included  in 
this  series,  recently  came  under  my  obser- 
vation. 

Useful  as  barium  is  in  the  diagnosis  of 
obstruction  of  the  large  bowel  when  given 
as  an  enema,  it  is  extremely  dangerous 
when  given  by  mouth  in  any  type  of  intes- 
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tinal  obstruction.  An  incomplete  obstruc- 
tion may  be  converted  into  a complete  one, 
the  presence  of  the  opaque  medium  in  the 
bowel  can  greatly  complicate  the  operation, 
and  the  risk  of  perforation  is  greatly  in- 
creased. In  one  case  in  this  series,  in  which 
conservative  treatment  was  used,  a dual 
perforation  of  the  bowel  in  the  transverse 
colon  and  sigmoid,  and  fatal  generalized 
peritonitis  followed  immediately  on  the  use 
of  barium  by  mouth  as  a diagnostic 
measure. 

TREATMENT 

That  there  is  a lack  of  uniformity  of 
opinion  concerning  the  handling  of  acute 
malignant  obstruction  of  the  colon  is  evi- 
dent from  this  series  which  I have  reviewed. 
Three  of  the  patients  were  treated  conserv- 
atively, and  eight  different  types  of  opera- 
tive procedures  were  performed  in  the 
other  patients. 

There  is  no  question  but  that  prompt 
surgical  decompression  of  the  colon  is  in- 
dicated in  acute  malignant  obstruction  of 
the  colon  regardless  of  the  exact  site  of  the 
lesion.  This  opinion  is  also  that  of  Wangen- 
steen,5  Dennis,^  Rankin,^  and  others.  Con- 
servative therapy  and  attempts  at  intes- 
tinal intubation  have  no  place  whatsoever 
in  the  treatment  of  acute  malignant  ob- 
struction of  the  colon. 

Conservative  therapy:  In  three  patients 
in  this  series,  conservative  treatment  was 
used  completely.  Two  of  these  cases  ter- 
minated fatally  in  the  hospital.  Necropsy 
examination  in  the  first,  a carcinoma  of  the 
sigmoid,  revealed  generalized  peritonitis 
following  perforation  of  the  bowel  at  the 
hepatic  flexure.  In  the  second,  a carcinoma 
at  the  hepatic  flexure,  the  patient  died  sud- 
denly after  15  days  of  hospitalization,  with 
signs  and  symptoms  suggestive  of  perfora- 
tion of  the  cecum.  The  fact  that  one  of  these 
three  patients  was  able  to  overcome  the  ob- 
struction after  conservative  treatment  is 
certainly  no  indication  that  this  is  the  cor- 
rect way  to  handle  such  cases.  The  phy- 
sician who  elects  to  treat  complete  malig- 
nant obstruction  of  the  large  intestine  by 
conservative  measures  is  indulging  in  wish- 
ful thinking.  As  Pfeiffer  and  Martin"  have 


put  it,  “relief  by  this  means  may  be  hoped 
for  but  should  not  be  expected.” 

In  patients  in  whom  the  obstruction  of 
the  colon  due  to  carcinoma  is  not  complete, 
close  observation  must  be  the  policy.  If 
there  is  any  question  of  the  obstruction 
becoming  complete,  surgical  decompression 
should  be  undertaken  as  soon  as  possible 
because  of  the  possibility  of  closed  loop  ob- 
struction and  perforation  of  the  colon. 

Due  to  the  fact  that  the  onset  of  complete 
obstruction  is  occasionally  insidious,  it  is 
evident  that  surgical  decompression  is  often 
unnecessarily  delayed  while  the  patient  is 
in  the  hospital.  In  seven  of  the  15  patients 
who  died,  operation  was  delayed  from  two 
to  14  days.  In  eight  of  the  37  patients  who 
survived  operation,  surgical  intervention 
was  delayed  from  10  to  34  days.  The  ob- 
struction was  temporarily  relieved  and  the 
patient  treated  from  10  and  for  34  days, 
respectively,  but  in  each  instance  it  re- 
curred as  soon  as  treatment  was  discon- 
tinued and  surgical  decompression  had  to 
be  resorted  to. 

In  at  least  three  cases  in  this  series,  there 
seems  little  doubt  that  while  an  incomplete 
obstruction  was  being  treated  conservative- 
ly, the  obstruction  became  complete.  In  an- 
other case,  the  patient  was  being  prepared 
for  elective  colectomy  for  carcinoma  of  the 
cecum  by  the  use  of  castor  oil.  In  the  course 
of  the  preparation,  she  developed  signs  and 
symptoms  of  acute  obstruction,  for  which 
ileostomy  was  performed.  Death  occurred 
48  hours  later,  and  necropsy  revealed  an 
obstructing  carcinoma  of  the  cecum  which 
had  perforated. 

That  intestinal  intubation  with  the 
Miller-Abbott  tube  is  of  permanent,  cura- 
tive value  in  any  type  of  obstruction  of  the 
colon  is  not  now  generally  believed.  In  this 
series,  it  was  practiced  in  20  cases,  but  the 
tube  entered  the  small  intestine  in  only 
three  cases,  two  of  which  terminated  fatal- 
ly. Although  it  is  entirely  permissible  to 
use  the  tube  in  conjunction  with  surgical 
decompression,  the  use  of  intestinal  intuba- 
tion is  certainly  not  a substitute  for  surgi- 
cal decompression  in  such  cases.  When  the 
ileocecal  valve  is  competent,  the  colon  is 
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unable  to  empty  its  contents  in  the  direction 
of  the  ileum,  although  the  ileum  itself  is 
able  to  evacuate  itself  into  the  cecum,  with 
a resulting  increase  in  a distention  which  is 
already  present.  The  length  of  time  neces- 
sary for  a Miller-Abbott  tube  to  traverse 
the  distance  from  the  stomach  to  the  ileo- 
cecal junction  is  entirely  too  long  to  delay 
decompression  of  the  large  bowel  proximal 
to  the  growth. 

The  tube  is  useful  only  when  it  can  be 
passed  with  a reasonable  degree  of  speed 
(which  can  be  increased  by  the  use  of  mer- 
cury in  the  balloon,  as  suggested  by  Harris®) 
and  thereby  can  deflate  edematous,  dis- 
tended loops  of  small  intestine  which  may 
be  present  and  prevent  further  influx  of 
the  contents  of  the  small  intestine  into  the 
cecum.  It  usually  has  no  other  influence 
on  a large  bowel  distention  and  such  relief 
if  secured  may  be  highly  misleading,  thus 
leading  to  further  delay. 

These  remarks,  of  course,  have  nothing 
to  do  with  the  use  of  intubation  after  opera- 
tion, which  should  be  routine  in  all  surgery 
of  the  large  bowel.  Simple  duodenal  suction 
is  usually  all  that  is  necessary,  but  the 
Miller-Abbott  tube  should  be  employed  if 
small  bowel  distention  is  pronounced.  One 
criticism  which  can  be  advanced  against 
the  postoperative  treatment  applied  in  this 
series  was  that  in  many  cases  the  impres- 
sion seems  to  have  occurred  that  because 
the  Miller-Abbott  tube  was  not  effective 
before  operation,  it  would  also  be  of  no 
value  after  operation  and  was  therefore 
removed. 

KESECTION  IN  THE  FACE  OF  OBSTRUCTION 

In  this  series,  immediate  resection  was 
carried  out  10  times,  with  a mortality  of  50 
per  cent.  Five  resections  were  done  for  car- 
cinoma of  the  sigmoid,  with  two  deaths; 
two  in  obstruction  of  the  cecum,  with  two 
deaths;  and  once  each  in  carcinoma  of  the 
hepatic  and  splenic  flexures  and  of  the 
right  transverse  colon.  The  patient  with 
carcinoma  of  the  splenic  flexure  also  died. 

This  is  a prohibitive  mortality,  and  the 
performance  of  resection  in  the  face  of 
acute  obstruction  of  the  colon  reveals  a 
fundamental  misconception  of  the  patho- 


logic background  of  the  disease.  As  already 
intimated,  there  are  two  distinct  problems 
to  be  dealt  with.  One,  which  is  urgent  and 
immediate,  is  the  relief  of  the  obstruction 
before  the  viability  of  the  intestinal  wall  is 
irreversibly  damaged  by  impairment  of 
circulation.  The  second  problem,  which  is 
not  immediately  urgent,  is  the  removal  of 
the  malignant  tumor.  This  should  be  dealt 
with  at  subsequent  operation  after  the  ob- 
struction has  been  overcome. 

When  resection  is  done  in  the  face  of  ob- 
struction, all  circumstances  are  against 
success.  The  condition  of  the  patient  is  fre- 
quently very  poor.  The  blood  supply  to  the 
intestinal  wall  is  impaired.  The  mucosa  is 
ulcerated  and  infection  of  the  bowel  wall 
is  present.  The  patient  is  dehydrated, 
starved  and  exhausted,  and  he  may  show 
impairment  of  the  vascular  system. 

Immediate  resection  is  certainly  a temp- 
tation which  always  has  to  be  faced  when 
operating  on  such  cases.  It  seems  highly 
significant  that  the  only  patient  in  the 
group  of  fatal  cases  who  was  considered  to 
be  a good  risk  before  operation  lost  that 
advantage  when  immediate  resection  was 
attempted  in  the  face  of  obstruction.  Two 
patients  in  the  group  of  survivors  who  pre- 
sented fair  risks  when  they  were  first  seen 
also  lost  that  advantage  when  immediate 
resection  was  attempted.  The  pathologist 
reported  that  in  these  two  instances  the 
growth  had  been  incompletely  removed. 

Resection  was  done  as  a subsequent  op- 
eration in  22  of  32  patients  who  had  surgi- 
cal decompression  only  at  the  first  opera- 
tion. Of  these  22  patients,  there  was  only 
one  fatality,  which  was  the  result  of  mas- 
sive atelectasis.  Had  resection  been  at- 
tempted in  these  cases  at  the  first  opera- 
tion, it  seems  fair  to  assume,  on  the  basis 
of  five  deaths  in  the  10  cases  in  which  re- 
section was  done  in  the  face  of  obstruction, 
that  a similarly  prohibitive  mortality  would 
have  occurred. 

SURGICAU  DECOMPRESSION 

The  type  of  surgical  decompression 
which  should  be  used  depends  on  the  loca- 
tion of  the  obstruction.  For  this  reason, 
definite  localization  of  the  growth  by  means 
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of  the  barium  enema  before  operation  is  in- 
dicated. 

In  acute  malignant  obstruction  of  the 
left  colon  (left  half  of  the  transverse  colon, 
descending  and  sigmoid  colon),  the  choice 
of  operation  lies  between  cecostomy  and 
transverse  colostomy. 

Cecostomy  was  done  in  24  patients  in  this 
series,  with  six  fatalities.  That  cecostomy 
is  frequently  a life-saving  measure  and  is 
a simple  operative  procedure  there  is  no 
doubt.  Another  advantage  of  cecostomy  is 
that  very  often  it  closes  spontaneously. 

However,  there  are  numerous  disadvan- 
tages to  cecostomy  in  acute  malignant  ob- 
struction of  the  colon.  Aseptic  decompres- 
sion is  seldom  possible.  Drainage  of  the 
bowel  contents  frequently  occurs  directly 
onto  the  skin.  The  operation  may  be  diffi- 
cult and  dangerous  when  the  bowel  wall  is 
thin  and  distended.  Exteriorizp.tion  of  an 
intact  segment  of  the  cecal  wall  is  often  im- 
possible and  decompression  is  usually  ac- 
complished at  the  expense  of  some  soiling. 
Decompression  is  less  effective  than  when 
colostomy  is  performed.  Defunctionaliza- 
tion is  not  achieved.  Infection  of  the  wound 
is  common  and  wound  dehiscence  is  not  in- 
frequent. If  spontaneous  closure  does  not 
occur,  surgical  closure  may  be  difficult. 

In  my  opinion,  the  operation  of  choice  in 
acute  obstructing  malignancy  of  the  left 
colon  is  a simple  loop  colostomy  of  the  right 
side  of  the  transverse  colon.  In  this  series, 
it  was  performed  in  only  four  patients. 

Such  an  operative  procedure  has  numer- 
ous advantages.  The  intestinal  opening  is 
considerably  removed  from  incisions  used 
for  subsequent  resection  of  left-sided 
growths.  The  operation  is  easily  performed, 
for  the  transverse  colon  is  very  mobile  and 
easily  delivered.  If  the  operation  is  per- 
formed through  a small  transverse  incision, 
extrusion  of  the  distended  bowel  is  practi- 
cally spontaneous.  This  is  not  as  easily  ac- 
complished through  a vertical  incision,  be- 
cause of  the  twisting  of  the  bowel  on  its 
axis.  The  use  of  a glass  or  plastic  rod  to 
support  the  bowel  eliminates  the  necessity 
for  suturing  the  colon  to  the  layers  of  the 
abdominal  wall. 


Immediate  decompression  is  obtained  by 
placing  catheters  in  both  loops  of  the 
colostomy  for  48  hours  before  the  bowel  is 
actually  severed. 

This  procedure  is  further  simplified  by 
the  adoption  of  Wangensteen’s'^  suggestion 
that  during  roentgenologic  examination  a 
small  opaque  object  be  placed  over  the  um- 
bilicus, for  later  identification  of  the  exact 
location  of  the  transverse  colon.  Incision 
can  then  be  placed  directly  over  the  colon 
and  manipulation  reduced  to  a minimum. 

When  transverse  colostomy  is  done,  de- 
functionalization of  the  bowel  is  almost 
complete.  The  patient  can  be  ambulated 
rapidly  and  can  usually  consume  his  usual 
diet.  The  material  which  accumulates  in  the 
distal  colon  can  be  easily  evacuated  by 
means  of  irrigation. 

Surgical  closure  is  necessary  in  such 
colostomies,  but  is  not  particularly  diffi- 
cult. End-to-end  closure  can  readily  be 
performed  after  adequate  chemotherapy, 
and  the  complications  and  difficulties  of 
spur  formation  and  spur  crushing  are 
avoided. 

Good  results  of  the  simple  loop  trans- 
verse colostomy  are  evident  in  such  a re- 
port as  Fallis’“  which  shows  52  such  op- 
erations for  obstruction  of  the  left  colon, 
with  only  two  deaths. 

Devine  was  the  first  to  suggest  the  util- 
ization of  the  right  half  of  the  transverse 
colon  as  the  site  of  a temporary  colostomy 
for  lesions  of  the  left  colon.  A special  type 
of  procedure  was  prescribed  and  such 
colostomies  were  done  in  three  patients  in 
this  series.  Defunctionalization  is  complete 
and  satisfactory  by  this  method,  but  in  my 
opinion  this  procedure  is  unduly  compli- 
cated and  has  no  advantages  over  a simple 
loop  colostomy  in  acute  left  colic  obstruc- 
tion. 

In  this  series,  three  colostomies  of  the 
sigmoid  colon  were  done  directly  above  the 
site  of  the  growth.  Such  a procedure  is 
not  desirable  because  of  the  resulting  fixa- 
tion of  the  left  side  of  the  colon  and  techni- 
cal difficulties  involved  in  subsequent  re- 
section. There  is  a uniformity  of  opinion, 
among  those  who  have  studied  this  condi- 
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tion,  that  some  type  of  right-sided  decom- 
pression (either  cecostomy  or  colostomy) 
should  be  done  in  left-sided  obstruction  and 
that  no  manipulation  or  exploration  of  the 
lesion  is  indicated. 

Right-sided  malignant  obstruction  of  the 
large  bowel  presents  a different  problem 
from  that  of  obstruction  of  the  left  colon. 
The  choice  of  operative  procedure  for  right- 
sided malignant  obstruction  lies  between 
cecostomy,  ileostomy,  or  ileotransverse 
colostomy.  Cecostomy,  as  has  previously 
been  mentioned,  is  an  adequate  procedure 
for  decompression  of  the  colon  and  is  par- 
ticularly useful  in  obstructing  carcinomas 
which  occur  either  in  the  ascending  colon, 
hepatic  flexure,  or  right  side  of  the  trans- 
verse colon.  Naturally,  it  is  of  no  use  and 
should  not  be  performed  in  obstructing 
carcinoma  of  the  cecum  or  ileocecal  region. 
One  disadvantage  of  cecostomy  is  that  the 
right  side  of  the  colon  is  fixed  to  the  ab- 
dominal wall  and  subsequent  resection  may 
be  rendered  somewhat  difficult. 

As  Rankin^  suggested  some  20  years  ago, 
and  as  Wangensteen'^  also  advocates,  it  is 
a feasible  plan  in  obstructing  carcinoma  of 
the  right  colon  to  open  the  terminal  ileum 
and  insert  the  catheter  through  the  ileocecal 
valve  into  the  cecum  and  perform  a cathe- 
ter ileostomy.  Such  a procedure  would  per- 
form essentially  the  same  degree  of  decom- 
pression as  a cecostomy  or  appendicostomy. 
Ileostomy  was  performed  in  only  two  pa- 
tients in  this  series,  and  both  died.  How- 
ever, both  patients  were  moribund  when 
operated  upon,  and  the  value  of  the  pro- 
cedure cannot  be  judged  from  these  two 
isolated  cases. 

In  right-sided  obstruction,  ileotrans- 
verse colostomy,  producing  a short  circuit 
around  the  growth,  has  certain  advan- 
tages over  enterostomy.  At  subsequent 
operation  there  is  no  enterostomy  to  be 
dealt  with  and  there  is  no  fixation  of  the 
right  side  of  the  colon.  It  is  undoubtedly 
a safe  and  useful  procedure  in  selected 
cases,  in  which  the  intestine  proximal  to 
the  growth  is  not  markedly  distended  and 
in  which  the  ileocecal  valve  seems  to  be  in- 
competent. However,  it  is  more  time-con- 


suming than  a simple  enterostomy.  This  is 
a serious  consideration  in  gravely  ill  pa- 
tients. 

On  the  other  hand,  if  the  ileocecal  valve 
is  competent,  the  closed  loop  may  still  per- 
sist after  the  performance  of  ileotrans- 
verse colostomy.  Therefore,  some  type  of 
decompression  may  be  necessary  in  addi- 
tion to  the  ileotransverse  colostomy.  An  ex- 
cellent procedure  is  to  completely  sever  the 
ileum  and  bring  the  distal  end  out  as  a mu- 
cous fistula. 

In  the  six  persons  in  which  ileo-trans- 
verse  colostomy  was  done,  an  ileostomy  was 
utilized  as  an  adjunct  in  one  case,  while  in 
another  case  the  surgeon  performed  ap- 
pendectomy, decompressed  the  cecum  via 
the  appendiceal  stump  and  then  closed  the 
stump. 

OTHEU  TIIEUAI’EUTIC  CONSIDER.VTION 

Anesthesia:  My  personal  preference,  in 
such  cases  in  which  abdominal  distention  is 
marked,  is  for  the  use  of  spinal  anesthesia. 
The  maximum  of  relaxation  is  obtained,  and 
excessive  respiratory  movements,  which  are 
likely  to  be  present  during  general  anes- 
thesia, are  not  encountered.  If  the  patient 
is  unduly  apprehensive,  nitrous  oxide, 
ethylene  or  sodium  pentothal  can  be  added. 

The  frequency  with  which  patients  come 
to  the  operating  table  with  gastric,  duo- 
denal or  Miller-Abbott  tubes  in  situ  may 
complicate  the  use  of  general  anesthesia, 
but  the  latter  is  perfectly  feasible  if  spinal 
anesthesia  is  contra-indicated  and  if  a com- 
petent anesthetist  is  available. 

In  this  particular  series,  competent  phy- 
sician-anesthetists were  available  in  all 
cases,  and  in  no  instance  did  the  anesthe- 
sia -per  se  play  any  part  in  the  fatal  out- 
come. 

Chemotherapu : Chemotherapeutic  and 

antibiotic  agents  were  used  in  only  15  of 
the  55  cases  in  this  series.  This  number  in- 
cluded five  of  the  18  fatal  cases.  Whether 
a wider  use  of  these  new  agents  would  have 
reduced  the  number  of  fatalities,  it  is  im- 
possible to  say.  However,  it  is  my  opinion 
that  the  unwise  surgical  procedures  which 
were  used  in  some  of  the  cases  and  long  pe- 
riods of  temporizing  measures  introduced 
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in  others  were  really  the  important  factors 
in  the  mortality  and  that  the  addition  of 
chemotherapy  would  have  had  little  effect. 

My  own  opinion  is  that  sound  surgery  is 
of  preeminent  importance  in  the  condition 
herein  discussed,  but  the  adjunct  use  of 
penicillin  in  massive  doses  postoperatively 
is  justified.  The  method  recently  described 
by  Crile^-  for  appendiceal  peritonitis,  in 
which  doses  of  100,000  units  of  penicillin 
every  two  hours  are  given  intramuscularly, 
can  readily  be  applied  in  acute  malignant 
obstruction  of  the  colon  in  which  perfora- 
tion may  occur. 

Suture  material:  In  this  particular  se- 
ries, the  four  incidents  of  wound  dehiscence 
are  perhaps  the  proportion  to  be  expected 
in  a series  of  cases  of  malignant  obstruc- 
tion due  to  carcinoma  of  the  colon.  No  par- 
ticular conclusions  can  be  drawn  as  to  why 
these  occurred,  because  of  the  numerous 
varieties  of  suture  material  which  were  em- 
ployed by  the  25  surgeons  involved.  The 
level  of  protein  deficiencies  in  these  pa- 
tients was,  of  course,  important. 

My  personal  preference  is  for  the  use  of 
fine  cotton  for  the  closure  of  abdominal 
wounds,  particularly  in  such  cases  as  these. 

I also  believe  that  the  incidence  of  wound 
infection  can  be  markedly  reduced  by  the 
use  of  secondary  wound  closure  in  all  cases 
in  which  contamination  has  occurred. 

MOUTALITY 

Three  previous  series  of  cases  of  in- 
testinal obstruction  studied  at  New  Or- 
leans Charity  Hospital  invite  comparison 
with  this  series.  In  the  first,  reported  by  the 
late  C.  Jeff  Miller^s  in  1929,  there  were 
nine  cases  of  malignant  obstruction  of  the 
large  bowel,  with  seven  deaths.  In  the  sec- 
ond, reported  by  Moss^^  in  1934,  there  were 
four  instances  of  this  type  of  obstruction, 
with  two  deaths.  In  the  third,  reported  by 
Boyce^^  in  1937,  there  were  11  such  cases 
with  nine  deaths.  Case  fatality  rates  for 
these  early  series  are  higher  than  those 
for  the  series  which  I have  reported  (32.7 
per  cent),  but  this  latest  series  also  bears 
out  Rankin’s  gloomy  prophecy  that  “even 
with  the  simplest  possible  surgery  the  case 
fatality  rate  for  this  type  of  obstruction 


will  be  at  least  30  per  cent,  and  the  rate 
will  rise  proportionately  as  more  extensive 
surgery  is  done.’’ 

CAUSE  OF  JIORTALITY 

It  is  evident  from  a study  of  this  series, 
that  the  high  mortality  rate  can  be  attrib- 
uted to  the  following:  (1)  attempts  at  con- 
servative therapy;  (2)  resection  in  the  face 
of  acute  obstruction;  (3)  delay  of  patients 
seeking  medical  attention;  (4)  delay  in 
diagnosis  after  the  patient  is  seen  by  a 
physician;  (5)  attempts  at  surgical  ex- 
ploration at  operation  with  resulting  per- 
foration of  the  growth  due  to  trauma;  (6) 
the  use  of  purgatives;  (7)  the  use  of  bari- 
um by  mouth;  (8)  the  patient’s  age;  (9) 
associated  systematic  disease;  (10)  de- 
bilitation due  to  metastasis. 

SfiMMARY 

1.  Fifty-five  cases  of  acute  obstruction 
of  the  colon  due  to  carcinoma  have  been 
analyzed. 

2.  A lack  of  uniformity  of  treatment  and 
a mortality  of  33  per  cent  indicate  a neces- 
sity for  further  study  of  this  condition. 

3.  The  patient  is  in  double  jeopardy  from 
the  obstruction  and  from  the  carcinoma. 
The  obstruction  must  be  treated  first. 

4.  The  age  and  the  duration  of  the  malig- 
nant disease  add  to  the  risk. 

5.  Obstruction  of  the  colon  is  most  often 
of  the  closed  loop  type. 

6.  In  31  cases  the  obstruction  was  in  the 
left  colon. 

7.  The  clinical  picture  presents  two 
phases:  (1)  longstanding  signs  and  symp- 
toms; (2)  acute  complete  obstruction. 

8.  An  exact  preoperative  diagnosis  of  the 
site  of  obstruction  is  important  and  can 
be  readily  determined  by  the  flat  x-ray 
plate  of  the  abdomen  and  the  barium 
enema. 

9.  Conservative  treatment  and  resection 
(in  the  face  of  obstruction)  cause  a pro- 
hibitive mortality. 

10.  Simple  loop  colostomy  of  the  right 
side  of  the  transverse  colon  is  the  treatment 
of  choice  in  obstructing  carcinoma  of  the 
left  colon. 

11.  Cecostomy,  ileostomy,  or  ileotrans- 
verse  colostemy  are  the  procedures  of 
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choice  when  the  obstruction  occurs  in  the 
right  colon. 
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EPIDEMIOLOGY  AND  RECENT 
DEVELOPMENTS  IN 
POLIOMYELITIS* 

JOSEPH  G.  MOLNER,  M.  D.f 

Detroit,  Mich. 

INTRODUCTION 

Poliomyelitis  as  a disease  has  attracted 
the  attention  of  lay  individuals,  laboratory 
workers  and  members  of  the  medical  pro- 
fession for  well  over  a century  and  a half. 

The  recognition  of  the  existence  of  the 
disease  is  noted  by  many  as  dating  back  to 
1600  B.C.  Actually  the  first  good  clinical 
description  of  the  disease  is  made  by  Under- 
wood in  a paper  entitled  “Debility  of  the 
Lower  Extremities”  published  by  J.  Mat- 
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thews  in  London,  England  in  1789. 

In  recent  years  a great  deal  of  interest 
has  been  manifested  in  this  disease  and  but 
few  diseases  can  boast  as  much  interest  as 
has  been  centered  around  poliomyelitis. 
This  interest  has  centered  around  the  mode 
of  transmission  of  the  disease,  prevention 
and  treatment.  A great  deal  of  progress 
has  been  made  along  these  particular  fields, 
but  the  sum  total  of  our  knowledge  of  the 
disease  is  still  rather  limited — limited  at 
least  from  the  point  of  view  of  practical 
application. 

ETIOLOGY 

Although  there  are  proponents  of  the 
bacterial  etiology  of  the  disease,  it  is  gen- 
erally recognized  that  the  causative  agent 
is  a virus.  There  is  also  general  agreement 
that  the  poliomyelitis  virus  is  a neurotropic 
virus  which  probably  is  disseminated 
through  the  body  by  passage  along  the 
nerve  fibers.  More  specifically,  Toomey^-  - 
believes  that  the  virus  travels  best  along 
non-medullated  or  gray  nerve  fibers. 

In  1909  Flexner  and  Lewis-'’  described  a 
virus  as  the  etiologic  agent  of  this  disease 
and  described  in  detail  their  experimental 
work  with  the  M.  Rhesus  monkey.  By  cere- 
bral inoculation  of  macerated  spinal  cord 
tissue,  experimental  animals  developed  a 
disease  closely  simulating  infantile  paraly- 
sis. The  isolation  of  this  virus  and  experi- 
mental work  herein  described  have  been  re- 
peated many  times  since. 

THE  PORTAL  OF  ENTRY 

Although  it  is  generally  agreed  that  the 
virus  of  poliomyelitis  is  a neurotropic  virus 
which  enters  the  central  nervous  system  by 
traveling  along  nerve  tracts  there  has  been 
no  agreement  as  to  ways  and  means  by 
which  this  virus  reaches  the  nerve  tracts. 
There  are  two  concepts  which  may  be  men- 
tioned as  to  the  portal  of  entry  of  the  virus, 
namely  the  nasopharynx  and  the  intestinal 
tract. 

Toomey’-  - is  the  principal  proponent  of 
the  gastrointestinal  route  of  entry.  By  ex- 
perimental inoculation  of  the  virus  into  the 
gastrointestinal  tract,  Toomey  was  able  to 
produce  a disease  in  monkeys  which  simu- 
lated poliomyelitis.  However,  he  was  obliged 
to  create  severe  stagnation  of  the  gastro- 
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intestinal  tract  before  he  could  promote  the 
development  of  this  condition  in  his  experi- 
mental animals.  Other  investigators  are  of 
the  opinion  that  such  unusual  stagnation  is 
probably  non-existent  normally  and  there- 
fore the  gastrointestinal  work  of  Toomey 
and  his  associates  should  be  looked  upon  as 
additional  good  scientific  information  with- 
out a great  deal  of  practical  application 
value. 

Sabin  and  his  associates'^  are  proponents 
of  the  olfactory  route  of  entry.  This  theory 
probably  has  more  supporters  than  any 
other  theory.  Proponents  of  the  theory 
point  out  that  the  virus  has  been  isolated 
from  the  nasopharynx  of  cases  and  appar- 
ently healthy  carriers;  further  that  the 
epidemiologic  characteristics  of  the  disease 
suggest  a droplet  type  of  infection.  Sup- 
porters of  this  theory  also  point  out  the 
ease  with  which  entrance  into  the  olfactory 
system  might  be  brought  about  through  the 
nasopharynx.  Certainly  the  virus  has  been 
isolated  in  acute  cases  from  the  naso- 
pharynx. All  of  these  facts  taken  together 
are  strongly  suggestive  of  the  nasopharyn- 
geal route  of  entry  of  the  virus. 

ESCAPE 

The  escape  and  liberation  of  the  virus 
from  the  human  body  have  been  repeatedly 
studied  and  innumerable  publications  are 
available  for  study.®  The  virus  of  poliomye- 
litis has  been  isolated  from  the  stools  and 
nasopharynx  of  apparently  healthy  car- 
riers and  persons  acutely  ill  with  the  dis- 
ease. The  virus  in  the  nasopharynx  is 
usually  present  only  for  relatively  short  pe- 
riods of  time.  The  virus,  however,  may  be 
present  in  the  gastrointestinal  tract  weeks 
before  the  onset  of  clinical  symptoms*’  and 
for  months  after  the  acute  symptoms  have 
subsided.  There  is  of  course  a question 
which  arises  in  the  minds  of  investigators 
as  to  whether  or  not  the  primary  localiza- 
tion of  the  virus  is  in  the  upper  respiratory 
tract  and  that  the  gastrointestinal  localiza- 
tion is  secondary  and  is  brought  about  by 
the  swallowing  of  'sputum  contaminated 
with  the  virus. 

RESERVOIRS 

Although  extensive  research  work  has 


been  directed  at  the  recognition  of  reser- 
voirs of  this  virus,  there  is  but  one  definite 
reservoir  known,  namely,  that  of  the  human 
being.  The  reported  recovery  of  the  virus 
of  poliomyelitis  from  a mouse  found  dead 
in  a home  where  there  had  been  a case  of 
poliomyelitis  only  adds  greater  confusion 
to  an  already  confused  situation.  To  the 
best  of  the  speaker’s  knowledge,  this  find- 
ing has  not  been  repeated.  Fowls,  birds,  ro- 
dents and  various  other  animals  have  been 
examined  but  without  satisfactory  recog- 
nition of  the  poliomyelitis  virus. 

The  virus  has  been  isolated  from  sewage'^ 
and  it  has  been  shown  that  it  will  resist® 
the  effect  of  chlorine  in  concentrations  of 
0.5  per  1,000,000  parts  for  over  a half  hour. 
There  have  been  variously  reported  out- 
breaks which  according  to  the  epidemiologi- 
cal evidence  would  tend  to  incriminate  food 
and  milk,  but  all  of  these  factors  are  affect- 
ed by  missing  links  of  information  and  cer- 
tainly it  has  been  repeatedly  pointed  out 
that  the  pattern  of  behavior  of  poliomye- 
litis is  such  that  it  does  not  correspond  with 
the  characteristic  behavior  of  food  or 
water-borne  infections. 

The  recognition  of  the  virus  in  the  naso- 
pharyngeal secretions  of  persons  affected 
with  the  disease  and  the  recognition  of  the 
virus  in  sewage’’’’  ’^*’  and  its  presence  in 
the  stools  of  apparently  healthy  persons® 
lends  emphasis  to  the  significance  of  the 
human  reservoir.  The  repeated  recognition 
of  the  virus  in  apparently  healthy  human 
carriers  and  the  rapid  development  of  the 
carrier  state  is  reported  by  Brown,  Francis 
and  Peerson:  Certainly  the  report  of  the 
recognition  of  the  virus  of  poliomyelitis 
nineteen  days  before  the  development  of 
clinical  symptoms  in  the  stool  of  an  appar- 
ently healthy  individuaF  is  a notable  con- 
tribution to  the  knowledge  of  poliomyelitis. 

MODE  OF  TRANSMISSION 

There  is  no  definite  agreement  as  to  the 
mode  of  transmission  of  this  disease.  The 
virus  of  poliomyelitis  has  been  isolated 
from  the  nasopharyngeal  washings  of  ap- 
parently healthy  individuals  as  well  as 
those  suffering  from  the  disease.  It  has 
been  isolated  from  sewage,  from  food  and 
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from  the  gastrointestinal  tract  of  flies.  This 
wealth  of  confusing  facts  only  lends  further 
confusion  to  the  possible  ways  and  means 
by  which  this  disease  is  transmitted.  It  has 
also  been  proposed  only  because  of  some 
epidemiologic  evidence  that  possibly  the 
disease  is  transmitted  by  insect  vectors. 

Certainly  the  epidemiologic  character- 
istics of  the  disease  are  such  that  they  do 
not  coincide  with  water  or  food-borne  dis- 
eases. Water  and  food-borne  epidemics  are 
usually  explosive  in  nature  and  affect  large 
numbers  of  people  simultaneously.  Usually 
epidemics  of  poliomyelitis  are  progressive, 
develop  gradually,  show  evidence  of  radial 
spread  and  reach  their  peaks  within  several 
weeks  from  the  date  of  onset.  The  distribu- 
tion of  cases  within  the  area  affected  is 
scattered  with  occasional  aggregation, 
while  in  water-borne  epidemics  the  dis- 
tribution is  somewhat  more  uniform.  The 
attack  of  poliomyelitis  in  urban  epidemics 
seldom  exceeds  one  per  one  thousand  and  in 
rural  epidemics  the  attack  rates  seldom  ex- 
ceed three  per  thousand.  In  food  and  water- 
borne outbreaks  the  attack  rate  among  ex- 
posed persons  is  usually  much  higher. 

One  cannot  too  emphatically  discount  the 
food  and  water  bases  as  the  modes  of  trans- 
mission because  as  has  been  noted  many 
times  the  rate  of  infection  with  poliomyeli- 
tis virus  probably  far  exceeds  the  incidence 
of  reported  cases.  Proponents  of  the  food 
and’  water-borne  mode  of  transmission 
therefore  have  this  very  impoi’tant  argu- 
ment in  their  favor. 

Probably  the  oldest  and  the  best  theory 
of  the  mode  of  transmission  of  poliomyelitis 
is  that  of  person  to  person  contact  and 
droplet  infection.  Certainly  the  number  of 
persons  succumbing  to  the  disease  who  have 
had  contact  with  other  cases  is  statistically 
significant.  An  investigation  which  has  been 
carried  on  evidence  of  contact  with  cases 
has  been  reported  as  high  as  60  to  80  per 
cent.  There  are  contradictory  points  to  this 
method  of  transmission.  The  low  secondary 
attack  rate,  intra  and  extra-familially,  is 
certainly  suggestive  of  some  important  ex- 
trinsic or  intrinsic  factors  limiting  the  oc- 
currence of  secondary  cases.  There  is  also 


the  important  fact  that  additional  cases  in 
families  and  households  may  develop  in 
subsequent  years  in  persons  who  escaped 
the  first  exposure. 

.\OK.  SE.X  AND  It.VCE  DISTRIBUTION 

The  disease  affects  primarily  persons  be- 
tween the  ages  of  five  and  fourteen  years 
of  age  with  a reasonably  high  incidence 
under  four  and  with  greatest  concentration 
of  cases  between  five  and  nine  years.  The 
disease,  however,  does  affect  persons  of  all 
ages  and  the  speaker  has  had  the  experi- 
ence of  seeing  a case  seventy  years  of  age 
and  has  seen  poliomyelitis  in  a new-born 
infant. 

By  sex,  the  distribution  of  the  disease 
shows  a somewhat  greater  incidence  among 
males  than  among  females,  the  ratio  being 
approximately  1.4  males  to  one  female.  A 
great  deal  has  been  said  and  written  about 
the  racial  distribution  of  poliomyelitis  de- 
pending almost  entirely  upon  the  section  ot 
the  community  or  section  of  the  country 
which  is  affected.  My  associates  and  I havt 
not  been  able  to  show  any  difference  in  the 
race  distribution  of  poliomyelitis.  By  indi-' 
vidual  epidemics  difference  of  significant 
amount  has  not  been  noted,  but  over  a peri- 
od of  many  years  the  attack  rate  among: 
negroes  and  whites  is  approximately  the 
same.  The  differences  which  have  beer 
noted  in  attack  rate  by  race  were  due  tc, 
geographic  or  area  location  of  the  epidemic 

The  rural  as  against  the  urban  incidence, 
of  the  disease  is  noteworthy.  In  the  most, 
severe  urban  outbreaks  the  incidence  of 
the  disease  seldom  exceeds  one  per  1,00( 
population  while  in  rural  areas  when  epi-, 
demies  occur  the  attack  rates  are  two  or 
three  times  as  great  as  in  urban  areas.  As  £| 
matter  of  fact  the  actual  incidence  of  thi( 
disease — the  rural  against  urban — shows  £| 
much  greater  incidence  in  the  rural  areaf) 
than  in  the  urban.  The  rural  incidence  o1| 
poliomyelitis  is  so  much  greater  that  it  if| 
frequently  referred  to  as  primarily  a rura 
disease.  The  Henderson  County  outbreak  o:lf 
1945  in  Tennessee  is  a good  illustration  o: 
this  theory. 

There  is  a definite  seasonal  variation  o:' 
the  disease.  It  has  been  repeatedly  note(( 
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that  poliomyelitis  has  an  apparent  selec- 
tive occurrence  both  as  to  season  and  in- 
dividuals. Epidemics  seem  to  occur  in  sum- 
mer and  early  fall  and  as  previously  noted, 
clinical  poliomyelitis  affects  but  a very  few 
persons  who  live  in  the  epidemic  area. 

SEASONAL  VARIATION 

The  seasonal  variation  is  of  significant 
epidemiologic  importance  because  coupled 
with  this  seasonal  variation  is  the  fact  that 
the  incidence  of  paralytic  disease  in  areas 
where  seasonal  changes  are  not  so  radical 
is  considerably  lower  than  in  the  more  tem- 
perate climates  where  the  seasons  change 
and  change  radically.  This  has  brought 
about  the  prognostication  that  possibly 
there  is  something  in  the  physiology  of  the 
human  being  which  in  part  at  least  is  re- 
lated to  the  possibility  of  successful  and 
clinical  invasion  of  the  virus.  In  other 
words,  the  prognostication  is  that  a certain 
percentage  of  the  people  in  these  areas  fail 
to  make  adequate  physiologic  adjustments 
with  the  varying  climate  and  season  with 
the  end  result  that  the  infection  with  polio- 
myelitis virus  results  in  clinical  disease.  On 
the  other  hand,  the  person  whose  physiology 
follows  a more  favorable  pattern  of  ad- 
justment is  infected  but  escapes  clinical 
disease. 

PREDISPOSING  FACTORS 

There  is  a great  deal  of  evidence  to  sug- 
gest that  there  is  a hereditary  predisposi- 
tion to  poliomyelitis  and  that  the  clinical 
disease  is  prone  to  recur  in  families.  This 
fact  is  proposed  along  with  drawing  atten- 
tion to  the  fact  that  the  incidence  of  sec- 
Imdary  cases  in  households  during  the  same 
ipidemic  is  rather-  infrequent.  In  a survey 
5f  the  incidence  of  poliomyelitis  in  families, 
kycock  pointed  out  that  51  per  cent  of  the 
cases  gave  a history  of  disease  among  rela- 
tives while  only  five  per  cent  of  his  controls 
|?ave  a similar  history. 

Further  investigations  by  other  workers, 
lotably  Adair  and  his  associates^®  confirm 
his  familiar  predisposition  to  poliomyelitis, 
fhere  have  been  attempts  by  Aycock  and 
[Draper  to  associate  the  disease  with  en- 
docrine imbalance  and  to  point  out  that 
[ertain  institutional  types^^  are  more  apt  to 
jicquire  clinical  poliomyelitis  than  are  oth- 


ers. Aycock  further  suggests  that  suscepti- 
bility may  reside  in  a subclinical  endocrine 
difference  and  more  particularly  a sub- 
clinical  difference  between  periods  of 
growth  and  development.  These  theories 
needless  to  say  cannot  be  completely  ignored 
but  evidence  to  the  contrary  is  proposed  by 
other  investigators. 

Aycock  also  points  out  that  there  appears 
to  be  a predisposition  to  attacks  of  polio- 
m.yelitis  among  pregnant  women.  He  noted 
that  poliomyelitis  is  associated  with  preg- 
nancy about  four  times  as  frequently  as  it 
would  be  expected  in  non-pregnant  individ- 
uals. The  closer  examination  of  this  rela- 
tionship shows  that  the  greatest  risk  oc- 
curs in  the  second  and  third  trimester  of 
pregnancy.^®  ’ 

Here  again  Aycock  draws  attention  to  the 
fact  that  this  may  be  associated  with  some 
endocrine  disturbance.  Experiments  have 
been  attempted  by  Jungblut  to  associate  the 
incidence  of  the  disease  with  vitamin  C de- 
ficiency. Helm^®  has  proposed  that  vitamin 
B is  the  major  factor  for  increased  sus- 
ceptibility for  the  virus  and  Weaver  in 
turn^'  in  his  experimentation  with  cotton 
rats  was  unable  to  show  any  relationship 
between  vitamin  B deficiency  and  the  polio- 
myelitis virus. 

It  is  conceivable  therefore  that  the  en- 
docrine and  vitamins,  or  the  lack  of  endo- 
crines  or  vitamins,  is  associated  with  sus- 
ceptibility to  clinical  poliomyelitis.  If  there 
is  an  intimate  association  the  method  of  its 
operation  is  not  clearly  understood. 

Certainly  from  the  overwhelming  amount 
of  information  which  is  available,  it  is  ob- 
vious that  the  incidence  of  infection  with 
poliomyelitis  virus  far  exceeds  the  reported 
incidence  of  clinical  disease. 

It  has  also  been  noted  by  some  investiga- 
tors that  trauma,  over-exertion  and  exhaus- 
tion are  predisposing  to  clinical  poliomye- 
litis. One  must  question  this  proposition 
because  although  trauma  may  be  very  def- 
inite, the  degree  of  trauma  may  be  variable 
or  at  least  the  interpretation  placed  upon 
the  severity  of  such  trauma  by  the  investi- 
gator is  variable.  Also,  exhaustion  and  over- 
exertion are  relative  terms.  In  the  Detroit 
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studies  virtually  no  correlation  existed  be- 
tween these  factors  and  the  incidence  of 
the  disease.  The  incidence  of  severe  polio- 
myelitis among  recently  tonsillectomized 
persons  is  quite  significant.  For  example, 
there  is  evidence  to  indicate  that  recently 
tonsillectomized  children  develop  bulbar 
poliomyelitis  much  more  frequently  than 
those  children  who  have  not  recently  been 
tonsillectomized.^*^  There  are,  of  course, 
persons  who  do  not  agree  with  this.  But 
the  evidence  is  overwhelmingly  in  favor  of 
the  proponents  of  the  predisposing  effect 
of  tonsillectomies  to  the  development  of 
bulbar  poliomyelitis. 

CARIUKKS 

As  has  been  previously  noted  the  inci- 
dence of  infection  with  poliomyelitis  virus 
far  exceeds  the  incidence  of  clinical  cases.*^'  ® 
My  associates  and  I were  able  to  show  that 
in  one  outbreak  involving  an  institution 
caring  for  children  between  infancy  and  ten 
years  of  age,  several  individuals  without 
any  clinical  symptoms  were  found  to  be 
carriers  of  the  virus  of  poliomyelitis.  A 
nurse  and  a physician,  in  addition  to  several 
of  the  children,  who  had  intimate  contact 
with  cases  were  found  to  be  positive.  It 
seems  quite  possible  that  abortive  and  sub- 
clinical  cases  may  carry  the  virus  for  vary- 
ing periods  of  time.  Brown  and  his  asso- 
ciates, for  example,  were  able  to  show  that 
a person  who  developed  clinical  poliomye- 
litis had  actually  harbored  the  virus  of 
poliomyelitis  in  his  stools  nineteen  days  be- 
fore the  onset  of  the  first  clinical  symp- 
toms. 

rUKVEXTION 

The  principals  of  prevention  of  poliomye- 
litis have  varied  many  times  even  within 
the  past  decade.  Vaccines  have  been  de- 
veloped which  have  been  most  unsuccess- 
ful. Prophylactic  spraying  of  the  naso- 
pharynx with  various  and  sundry  chemicals 
has  proved  to  be  a total  failure.  As  a matter 
of  fact  there  are  observers  who  believe  that 
both  the  vaccine  and  the  nasal  spraying  had 
actually  the  opposite  effect  of  that  which 
was  expected. 

The  closing  of  schools,  the  avoidance  of 
crowds  and  the  isolation  of  the  patient  and 
contacts  appear  to  have  the  effect  of  only 


a placebo.  Certainly  the  wide  and  general 
distribution  of  the  virus  in  nature  andj 
among  humans  particularly  precludes  the! 
possibility  of  any  effective  means  of  avoid-i 
ing  possible  infection.  Based  upon  these! 
facts  the  rules  and  regulations  for  the  con-i 
trol  of  communicable  diseases  have  brought' 
about  a change  in  attitude  towards  the  iso-; 
lation  of  poliomyelitis  cases  and  contacts.j 
Presently  but  few  states  isolate  cases  and 
contacts.  j 

SUMM.UJY  i 

The  only  significant  statement  which  a' 
person  can  make  as  far  as  prophylaxis  of 
poliomyelitis  is  concerned  is  that  up  to  this 
time  nothing  has  been  found  to  be  effective! 
and  the  only  encouraging  statement  which 
can  be  made  is  that  clinical  and  research 
efforts  are  ever  expanding  in  the  hope  of 
finding  some  effective  ways  and  means 
through  which  preventive  measures  may  be 
exercised.  | 
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DICOUMARIN — MEDICAL  ASPECTS* 
THOMAS  FINDLEY,  M.  D.f 
New  Orleans 

To  the  great  discredit  of  the  internist, 
hrombo-embolism  is  today  widely  regarded 
,s  a surgical  problem.  Actually,  of  course, 
t is  a phenomenon  apt  to  arise  whenever  bed 
est  and  immobilization  for  even  a few  days 
re  imposed  upon  the  patient  for  any  rea- 
on,  but  the  medical  profession  is  indebted 
hiefly  to  the  surgeon  for  the  current  inter- 
st  in  this  insidious  threat  to  life.  There  is 
s yet  no  unanimity  of  opinion  as  to  the 
ptimum  methods  of  prevention  and  treat- 
lent  but  new  weapons  are  available  and 
ew  records  are  being  set.  This  paper  will 
e concerned  with  the  application  of  one  of 
le  newer  anticoagulants,  dicoumarin, 
3,3'-methylenebis  (4-hydroxycoumarin)  ], 

) the  prevention  and  treatment  of  intra- 
mous  clotting. 

THRO.MBO-EMBOLISM  OF  PERIPHERAL  ORIGIN 

Those  who  feel  that  venous  thrombosis  is 
redominantly  a postoperative  problem 
lould  examine  the  careful  leg  dissections 
iported  by  Hunter  and  coworkers^  which 
lowed  that  intravascular  clots  developed 
about  60  per  cent  of  middle-aged  and 
derly  individuals  put  to  bed  for  even  a 
w days,  an  event  generally  attributed  to 
rculatory  stasis  and  possibly  also  to 
Tercoagulability  of  the  blood.  Similar 
udies  have,  of  course,  been  made  before, 
id  all  authors  are  agreed  on  the  frequency 
id  menace  of  these  loosely  attached  clots. 
There  is  considerably  less  agreement, 
'wever,  regarding  the  best  method  of  cop- 
g with  venous  thrombosis.  The  prophylac- 

"Read  before  the  meeting  of  the  Orleans  Parish 
idical  Society,  June  9,  1947  in  New  Orleans. 
tFrom  the  Departments  of  Medicine,  Tulane 
liversity  School  of  Medicine  and  the  Ochsner 
inic,  New  Orleans. 
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tic  importance  of  ambulation  or  leg  exer- 
cises is  illustrated  by  the  observation  that 
the  incidence  of  venous  thrombosis  in  the 
legs  of  those  so  treated  up  to  48  hours  be- 
fore death  was  18  per  cent,  whereas  in 
those  inactive  prior  to  death  it  was  53  per 
cent.i  The  further  importance  of  deep 
breathing  to  accelerate  the  return  of  blood 
to  the  thorax  and  of  compression  bandages 
around  the  leg  to  increase  the  rate  of  blood 
flow  through  the  deeper  veins  has  been  re- 
peatedly advocated  by  Ochsner.^  No  one 
can  estimate  the  number  of  lives  which  have 
been  saved  by  the  adoption  of  these  sensi- 
ble measures,  but  certainly  no  one  can 
maintain  that  they  are  completely  effec- 
tive. We  have,  for  example,  in  one  year 
seen  seven  deaths  from  pulmonary  em- 
bolism on  a hospital  service  where  these 
measures  have  been  routinely  adopted  and 
keenly  enforced. 

Because  prophylaxis  against  clotting  fre- 
quently fails,  venous  ligation  is  now  widely 
advocated  as  a method  of  protecting  the 
patient  from  detachment  of  the  clot.  Bi- 
lateral ligation  of  the  femoral  veins  is  said 
to  be  a safe  and  adequate  method  of  pre- 
venting thrombosis  and  embolism^  but  the 
reasons  for  this  confidence  are  not  entirely 
clear.  It  probably  is  a satisfactory  way  of 
dealing  with  thromboses  limited  to  the  low- 
er legs^  but  one  is  entitled  to  suspect  that 
the  surgeon  can  seldom  be  sure  that  the 
ligatures  are  always  placed  proximal  to 
the  danger  zone,^  and  there  is  some  reason 
to  believe  that  the  ligature  itself  induces 
thrombosis  central  to  it.^  Pulmonary  em- 
bolism has  occurred  in  5 per  cent  of  cases 
following  bilateral  ligation  of  the  superfi- 
cial femoral  veins'  and  in  an  effort  to  con- 
trol detachment  of  clots  from  the  vena  pro- 
funda femoris,  ligation  of  the  common  iliac 
vein  has  been  advised.®  It  is  not  within  the 
province  of  this  paper  to  evaluate  the  rela- 
tive merits  of  the  various  operations  but 
the  principle  involved  seems  to  lead  to  the 
conclusion  that  the  only  vessel  which  can 
be  ligated  with  confidence  is  the  inferior 
vena  cava.**  This  seems  too  radical  a pro- 
cedure except  in  cases  of  suppurative  pel- 
vic thrombophlebitis.^® 
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The  staunchest  advocate  of  venous  liga- 
tion-^ writes  that  interruption  of  the  super- 
ficial femoral  vein  is  an  effective  method 
of  treatment  but  that  “Patients  with  con- 
tinued infarcts  following  this  procedure 
should  have  anticoagulant  therapy.  Those 
with  continued  pain  and  swelling  . . . 
should  be  treated  by  lumbar  sympathetic 
procaine  blocks.”  These  cjualifications  seem 
to  bespeak  a lack  of  total  confidence  in  the 
surgical  treatment  and  to  justify  considera- 
tion of  certain  chemical  methods  now 
available. 

Objection  to  the  use  of  anticoagulants 
has  been  voiced  by  DeBakeyd^  and  it  is  cer- 
tainly hazardous  therapeutics  to  treat  one 
disease  by  substituting  another.  A very 
large  number  of  patients  has  been  treated 
with  consistently  impressive  results,  how- 
ever. No  discussion  of  the  many  favorable 
experiences  with  heparin  can  be  given 
here.i“-  Barker  and  associates,^'’  who  gave 
dicoumarin  to  1000  patients  postoperative- 
ly,  reported  one  embolic  death  and  that  was 
in  a patient  whose  prothrombin  time  had 
been  allowed  to  return  to  normal.  Barker’" 
gave  the  drug  to  180  patients  with  pulmo- 
nary embolization;  only  1.1  per  cent  of 
these  had  subsequent  infarction  with  a 0.6 
per  cent  mortality  rate  whereas  a control 
group  of  678  patients  exhibited  a 43.8  per 
cent  incidence  of  recurrence  and  a mortal- 
ity rate  of  18.3  per  cent.  Levan’^  noted  re- 
currence of  slight  superficial  thrombo- 
phlebitis in  only  one  of  60  cases.  Murray*’ 
found  no  instance  of  thrombo-embolism  in 
400  “dicoumarinized”  postoperative  pa- 
tients; 149  patients  with  pulmonary  em- 
bolism were  treated  without  a death  and 
371  cases  of  peripheral  venous  thrombosis 
were  managed  without  pulmonary  emboliza- 
tion and  with  a lower  incidence  of  post- 
phlebitic  edema  and  varicosities.  Under 
conservative  treatment  Jorpes’"’  had  a 16 
per  cent  mortality  rate  in  543  cases  of  dis- 
ease of  the  peripheral  vein  but  anticoagu- 
lant therapy  (heparin  and  dicoumarin)  ap- 
plied to  900  patients  reduced  the  mortality 
rate  to  0.67  per  cent.  In  a summary  of  a 
very  large  experience  with  heparin  in 
Sweden  (there  is  no  reason  to  think  that 


essentially  similar  results  might  not  be  ob 
tained  with  dicoumarin)  Zilliacus”  demon 
strated  a mortality  rate  of  less  than  one 
tenth  of  that  in  conservatively  treatec 
cases;  21  of  65  patients  with  pulmonary  em 
holism  treated  non-specifically  died,  bu 
there  were  no  deaths  in  103  heparinized  pa 
tients.  Bruzelius’*’  reduced  the  mortalit; 
rate  of  thrombo-embolism  to  one-third  b; 
using  dicoumarin  and  the  postoperativ 
death  rate  of  pulmonary  embolism  fror 
0.49  per  cent  to  0.16  per  cent.  Allen,-®  wh 
gave  dicoumarin  to  1628  surgical  patients 
saw  a dramatic  reduction  in  the  incidenc 
of  thrombo-embolism. 

This  list  is  by  no  means  complete  but  i 
shows  what  can  be  achieved.  It  no  longe 
seems  necessary  to  choose  between  venou 
ligation  and  anticoagulant  therapy ; on 
supplements  the  other  and  judicious  con: 
bination  of  the  two  should  provide  almos 
complete  protection.  Venous  ligation  af 
pears  to  be  unnecessary  in  cases  of  acut 
non-suppurative  thrombophlebitis ; dicoi 
marin  gives  far  better  results  and  lumba 
sympathetic  block  with  procaine  • hydrc 
chloride  may  also  be  profitably  employe 
if  vasospasm  co-exists.  Obviously,  howeve; 
blocks  cannot  be  repeated  during  adminii 
ti’ation  of  dicoumarin  for  fear  of  hemoi 
rhage.  The  patient  with  phlebothrombos; 
deserves  the  double  protection  offered  b 
venous  ligation  and  anticoagulants.  A 
though  it  obviously  is  neither  feasible  nc 
necessary  to  give  dicoumarin  to  every  pi 
tient  who  takes  to  bed  because  of  illnes 
its  prophylactic  use  in  persons  over  4 
years  of  age  who  face  a period  of  immobi 
ization  and  who  present  no  contraindic: 
tions  should  be  seriously  considered.  Alle: 
Linton  and  DonaldsoiB’  noted  that  a rough 
similar  plan  resulted  in  the  “dicoumariniz: 
tion”  of  16.5  per  cent  of  985  surgical  pi 
tients  and  a lowering  of  the  incidence  ( 
thrombosis  and  embolism  to  about  25  p< 
cent  of  a control  series. 

TIIUOMBO-EMBOLISM  OF  CARDI.\C  ORIGIN 

Corollary  thrombosis:  It  has  long  be( 
known  that  the  chambers  and  valves  of  tl 
heart  are  occasionally  a source  of  embc 
but  the  frequency  of  this  event  is  not  i 
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widely  appreciated  as  it  should  be.  The  in- 
cidence of  mural  thrombi  in  myocardial  in- 
farction is  especially  high,  the  estimates 
ranging  from  17  to  83  per  cent.-^.  32 
frequency  with  which  portions  of  these 
thrombi  detach  themselves  and  cause  clin- 
ically detectable  disturbances  in  either  side 
of  the  circulation  is  difficult  to  estimate. 
Blumer-'  reported  that  50  per  cent  of  his 
patients  had  mural  thrombi  and  that  in  14 
per  cent  of  these  emboli  were  clinically  de- 
tectable. Bean-''*  noted  that  75  per  cent  of 
patients  with  mural  thrombosis  of  the  right 
ventricle  had  pulmonary  embolism  but  that 
fatalities  were  due  to  large  emboli  arising 
from  clots  in  the  pelvis  and  legs.  Nay  and 
Barnes-^^  estimate  that  the  incidence  of  pul- 
monary embolism  in  clinical  series  of  cor- 
onary occlusion  is  3 per  cent  and,  in  post- 
mortem series,  42  per  cent.  Pulmonary  em- 
bolism accounts  for  from  5 to  11  per  cent 
of  the  deaths  which  occur  in  the  convales- 
cent period.-®’ 

Final  decision  regarding  the  efficacy  of 
anticoagulants  in  the  prevention  and  treat- 
ment of  this  form  of  thrombo-embolism 
must  be  postponed,  but  encouraging  epc- 
periences  have  been  reported.  Although 
dicoumarin  might  be  expected  to  prevent 
extension  of  the  original  coronary  thrombus 
or  recurrence  elsewhere  in  the  coronary 
tree,  its  chief  usefulness  is  in  the  prevention 
of  mural  and  peripheral  venous  thrombosis. 
Solandt  and  Eest-^^  reported  that  heparin 
could  prevent  mural  thrombosis  experi- 
mentally but  dicoumarin  is  the  drug  of 
clinical  choice  since  Mallory®®  showed  that 
mural  thrombi  do  not  form  until  the  sixth 
postinfarction  day  and  that  such  clots  are 
organized  probably  by  the  sixteenth  day.  An 
additional  argument  for  its  use  rests  upon 
the  claim  that  there  is  a tendency  toward 
hypercoagulability  of  the  blood  in  coronary 
occlusion  and  during  the  administration 
of  digitalis®®’  ^®  and  xanthine  derivatives.^^ 
The  changes  are  at  best  not  striking,  and 
large  doses  of  aminophylline  given  to  man 
have  produced  no  significant  alterations  in 
the  prothrombin  time.'*®  The  effect  of  digi- 
talis on  the  prothrombin  time  has  not  been 
confirmed.^® 


No  attempt  ha?  been  made  to  assemble  all 
the  cases  of  patients  with  myocardial  in- 
farction who  have  been  treated  with  anti- 
‘coagulants.  The  first  report  was  that  of 
Nichol  and  Page,®-  who  treated  50  attacks 
in  44  patients  with  an  immediate  mortality 
rate  of  16  per  cent  but  in  their  six  autopsies 
they  noted  no  mural  thrombi  or  emboli. 
Peters,  Guyther  and  Brambel®®  reported  a 
series  of  50  “dicoumarinized”  patients  with 
an  immediate  mortality  rate  of  4 per 
cent  and  a 2 per  cent  incidence  of 
clinical  embolism  as  opposed  to  a control 
group  of  60  cases  in  which  the  mortality 
was  20  per  cent  and  the  incidence  of  em- 
bolism 16  per  cent.  Wright**^  reported  fa- 
vorable experience  with  76  patients  but: 
gave  no  figures.  Parker  and  Parker^®  used 
dicoumarin  alone  or  in  combination  with 
heparin  in  the  management  of  50  patients 
with  acute  myocardial  infarction;  the  mor- 
tality rate  was  10  per  cent  and  the  incidence 
of  thrombo-embolism  was  only  4 per  cent., 

Auricular  fibrillation:  The  occurrence  of 
embolism  from  detached  auricular  thrombf 
is  unpredictable®®  and  no  evidence  proving 
that  anticoagulants  will  diminish  the  haz- 
ards has  been  published. 

Congestive  heart  failure:  No  studies  on 
the  effect  of  anticoagulants  upon  the  inci- 
dence of  thrombo-embolism  in  congestive 
heart-failure  not  due  to  myocardial  infarc- 
tion have  appeared  but  there  is  no  apparent 
contraindication  to  their  use  and  every 
likelihood  that  good  results  will  be  achieved. 

Bacterial  endocarditis : It  is  now  thought 
unwise  to  use  anticoagulants  in  this  condi- 
tion because  of  the  accompanying  capillary 
fragility  and  the  tendency  to  spontaneous 
hemorrhage. 

MIS'CELLANIOOUS  CONDITIONS 

Cerebrovascular  disease:  Young^®  has  ad- 
vocated dicoumarin  in  the  management  of 
patients  with  hypertensive  encephalopathy,, 
cerebral  arteriosclerosis  and  cerebral 
thrombosis  but  this  appears  to  be  dangerous. 
Dicoumarin  should  always  be  used  cau- 
tiously in  patients  with  hypertension  and 
it  is  notoriously  difficult  to  differentiate 
clinically  between  small  hemorrhages  and 
thromboses  in  the  brain.  The  drug  is  prob- 
ably useful  in  the  treatment  of  thrombosis 
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of  the  larger  intracranial  veins,  however. 
Its  application  to  multiple  sclerosis  does 
not  look  promising."^^"' 

HypercoagulabUitu  of  the  blood :'D\coi\-» 
marin  might  be  useful  in  controlling  the 
tendency  to  thrombocytosis  which  common- 
ly occurs  in  patients  with  leukemia,  Hodg- 
kin’s disease  and  polycythemia  vera,  and 
following  splenectomy  but  no  studies  of 
statistical  value  are  available.  Carcinoma 
of  the  body  of  the  pancreas  is  another  con- 
dition frequently  associated  with  peripheral 
thromboses.  Preliminary  studies  are  also 
underway  concerning  the  usefulness  of  anti- 
coagulants in  the  management  of  thrombo- 
angiitis obliterans,  arteriosclerosis  obliter- 
ans, frost-bite,  trench  foot  and  arterio- 
embolism  of  the  extremities. 

I>OS.\GE  ,\NI)  ADMINISTR.VTION 

There  is  no  standard  schedule  for  admin- 
istration of  dicoumarin  since  patients  vary 
in  body  weight  and  in  sensitivity  to  the 
drug.  Enough  must  be  given  to  maintain 
the  concentration  of  prothrombin  in  the 
blood  between  10  and  30  per  cent  of  nor- 
mal.2^  Daily  estimations  of  prothrombin 
time  by  a reliable  method  are  imperative, 
and  treatment  must  not  be  started  until 
this  value  is  known.  When  normal,  the  in- 
itial dose  is  300  mg.  by  mouth  and  200  mg. 
is  given  on  the  following  day.  No  more  is 
given  until  the  prothrombin  time  for  the 
day  is  known.  On  each  subsequent  day  that 
the  plasma  prothrombin  concentration  is 
20  per  cent  or  more,  a single  dose  of  200 
mg.  is  given  but  none  is  given  if  it  is  less 
than  20  per  cent.  The  maintenance  dose  may 
vary  from  100  to  300  mg.,  however,  since 
individuals  may  differ  in  sensitivity.  The 
drug  has  a delayed  action  of  from  24  to  48 
hours  and  hyperprothrombinemia  may  per- 
sist for  many  days  after  its  use  has  been 
discontinued.  Patients  with  cardiac  disease 
are  said  to  be  hypersensitive  and  smaller 
doses  may  be  required. The  strictest  lab- 
oratory control  is  essential  if  hemorrhage 
is  to  be  prevented. 

COMl’LICATIONS 

The  only  important  danger  from  use  of 
anticoagulants  is  hemorrhage.  Aggeler''- 
collected  1471  cases  in  which  hemorrhagic 
death  due  to  dicoumarin  occurred  in  0.34 


per  cent  and  less  important  hemorrhage  in 
8.3  per  cent;  the  latter  figure,  however,  in- 
cluded many  cases  of  microscopic  hema- 
turia, which  is  not  in  itself  an  indication  to 
discontinue  using  the  drug  and  also  cases 
in  which  the  prothrombin  time  had  been 
allowed  to  drop  below  10  per  cent.  Of  the 
50  patients  treated  by  Peters,  Guyther  and 
BrambeP®  the  only  evidence  of  bleeding  was 
microscopic  hematuria  in  three.  Evans-'”’^  re- 
ported two  hemorrhage  deaths  in  56  pa- 
tients and  an  incidence  of  spontaneous 
bleeding  in  14  per  cent.  Bruzelius'®  found 
that  4.8  per  cent  of  1656  patients  bled  but 
only  half  of  them  importantly,  and  there 
were  two  deaths  in  this  large  series.  Barker 
and  associates^'*  saw  major  bleeding  in  2.5 
per  cent  of  1000  patients,  minor  bleeding  in 
3.9  per  cent.  Gefter,  Kramer  and  Reinhold*^^ 
had  eight  cases  of  mild  hemorrhage  and  no 
deaths  in  30  cases.  Minor  hemorrhage 
(epistaxis,  hematuria,  petechiae  and  ecchy- 
moses)  occurred  in  3.1  per  cent  and  major 
hemorrhage  in  1.9  per  cent  of  Allen’s  large 
series.-*’  In  the  series  of  50  cases  reported 
by  Parker  and  Barker^®  the  prothrombin 
concentration  was  difficult  to  control  in  36 
per  cent  of  the  patients  and  three  of  them 
exhibited  minor  hemorrhages.  Bleeding  due 
to  dicoumarin  may  be  controlled  by  the 
transfusion  of  blood  and  the  intravenous  ad- 
ministration of  menadione  bisulfite  in  doses 
of  50  to  100  mg.  every  four  hours  until  the 
prothrombin  concentration  of  plasma  is  re- 
stored to  30  per  cent  or  more.  All  potent 
drugs  are  dangerous  in  inexperienced  or 
careless  hands  and  dicoumarin  is  certainly 
no  exception,  but  its  controlled  use  is  per- 
fectly justifiable. 

CONTRAINDICATIONS 

There  are  certain  conditions  which  def- 
initely preclude  full  dosage  schedules  of 
dicoumarin:  (1)  Blood  dyscrasias  accom- 
panied by  purpura  are  obvious  contraindica- 
tions; (2)  hepatic  disease  must  be  ap- 
proached cautiously  if  it  is  accompanied  by 
prothrombin  deficiency;  (3)  renal  insuf- 
ficiency of  any  degree  means  that  the  elim- 
ination of  dicoumarin  will  be  retarded  and 
its  effect  therefore  cumulative;  (4)  sub- 
acute bacterial  endocarditis  is  not  a suitable 
disease  for  anticoagulant  therapy  since 
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spontaneous  hemorrhages  are  a common 
feature;  (5)  ulcerative  lesions  and  recent 
operative  wounds  are  apt  to  bleed;  (6)  pa- 
tients who  are  being  treated  with  drainage 
tubes  at  various  sites  are  likely  to  bleed  at 
points  of  mechanical  pressure;  (7)  recent 
operations  on  the  brain  or  spinal  cord  must 
be  regarded  with  caution  because  minute 
areas  of  hemorrhages  are  apt  to  produce 
serious  disturbances;  (8)  it  would  appear 
unwise  to  give  the  drug  to  pregnai-t  or  par- 
turient women. 

CONCLUSIONS 

Dicoumarin  is  an  effective  but  potentially 
dangerous  agent  in  the  prevention  of  intra- 
vascular thrombosis  and  embolism.  It  is 
useful  to  the  surgeon  as  an  adjunct  in  the 
prophylaxis  and  treatment  of  thrombo- 
phlebitis and  phlebothrombosis.  It  should 
be  employed  by  the  internist  whenever  the 
tendency  to  thrombosis  is  increased  because 
of  enforced  bed  rest,  general  debility,  cer- 
tain blood  dyscrasias  or  heart  disease. 
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A REVIEW  OF  CERTAIN  ASPECTS  OF 
THE  PATHOLOGIC  PHYSIOLOGY 
OF  HEART  DISEASE 
RODERICK  C.  WEBB,  M.  D.f 
New  Orleans 

In  view  of  the  greatly  renewed  interest 
in  congenital  heart  disease  and  in  the  mech- 
anism of  congestive  heart  failure,  it  is  felt 
that  a review  of  some  features  of  the  ab- 
normal physiology  involved  in  these  condi- 
tions would  be  timely.  Of  especial  interest 
are  the  data  collected  from  direct  cathe- 
terizations of  the  right  side  of  the  heart. 
The  investigators  in  this  field  have  contrib- 
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uted  immeasurably  to  a more  lucid  under- 
standing of  the  hemodynamic  conditions 
present  in  various  congenital  anomalies  and 
in  congestive  heart  failure.  The  four  con- 
genital diseases  of  the  heart  (only  ones  dis- 
cussed) in  which  most  of  the  observations 
have  been  made  are:  (1)  patent  ductus 

arteriosus;  (2)  interauricular  septal  defect; 
(3)  interventricular  septal  defect,  and  (4) 
the  tetralogy  of  Fallot. 

Of  considerable  importance  are  the 
changes  occurring  in  the  lungs  and  pul- 
monary circulation.  These  abnormalities  in 
pulmonary  dynamics  are  manifested  main- 
ly by:  (1)  alterations  in  the  blood  pressure 
in  the  pulmonary  artery,  veins,  and  capil- 
laries; (2)  chronic  pulmonary  congestion; 
(3)  acute  pulmonary  edema;  (4)  cardiac 
dypnea;  (5)  alterations  in  vital  capacity, 
and  (6)  alterations  in  intrapleural  pressure. 

CONGENITAL  HEART  DISEASE 

Patent  ductus  arteriosus:  Normally,  at 

birth,  every  infant  possesses  a patent  ductus 
arteriosus,  but  in  most  instances  the  lumen 
gradually  is  occluded,  so  that  by  the  end  of 
the  second  or  third  month  the  only  remain- 
ing vestige  is  a thin  fibrous  cord  which, 
from  that  time  on,  serves  no  useful  func- 
tion. Not  infrequently,  however,  the  ductus 
fails  to  involute  and  persists  as  a short 
patent  tube  between  the  descending  aorta 
and  the  pulmonary  artery ; this  anatomic 
abnormality  has  deleterious  physiologic  ef- 
fects on  both  the  pulmonic  and  systemic 
hemodynamics.  When  a patent  ductus  ar- 
teriosus obtains,  there  is  a marked  differ- 
ence in  the  output  of  each  ventricle : the 
right  ventricle  receives  blood  only  from  the 
right  auricle,  which  has  previously  received 
the  same  from  the  systemic  circulation  via 
the  superior  and  inferior  venae  cavae;  the 
right  ventricle  ejects  its  column  of  blood 
into  the  pulmonary  artery,  which  already 
is  partially  filled  with  blood  entering  it 
from  the  patent  ductus;  after  traversing 
the  pulmonary  circuit,  the  blood  is  received 
by  the  left  ventricle  from  the  left  auricle 
and  ejected  into  the  ascending  aorta,  only 
to  have  a part  of  it  “drained  off”  by  the 
patent  ductus  and  shunted  into  the  pulmo- 
nary artery;  thus,  the  output  of  the  left 
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ventricle  amounts  to  that  quantity  put  out 
by  the  right  ventricle  plus  the  additional 
amount  carried  via  the  patent  ductus  ar- 
teriosus. 

In  order  to  obtain  more  definite  informa- 
tion regarding  the  circulatory  changes  in 
the  pulmonic  and  systemic  circulation  re- 
sulting from  this  congenital  anomaly,  Ep- 
pinger,  Burwell,  and  Gross^  created  an  arti- 
ficial ductus  in  each  of  five  dogs -by  the 
surgical  anastomosis  of  the  left  subclavian 
artery  to  the  main  pulmonary  artery.  This 
afforded  them  opportunity  to  procure  sam- 
ples of  blood:  (1)  that  came  directly  from 
the  right  ventricle;  (2)  that  went  into  and 
out  of  the  lungs,  and  (3)  that  was  ejected 
into  the  aorta  from  the  left  ventricle.  Data 
received  were  applied  to  the  Pick  principle 
so  as  to  determine  the  output  of  each  ventri- 
cle. It  was  calculated  that  in  each  of  the 
five  dogs  the  amount  of  blood  shunted  back 
into  the  pulmonary  circulation  from  the 
aorta  via  the  ductus  was  more  than  50  per 
cent  of  the  total  quantity  of  blood  put  out 
by  the  left  ventricle;  it  is  obvious  at  once 
that  the  systolic  outflow  of  the  dogs’  left 
ventricles  was  over  twice  that  of  their  right. 
To  illustrate,  data  from  one  of  their  dogs 
are  as  follows : 

Output  of  each  ventricle  in  intact  ani- 
mal— 2.05  liters  per  minute. 

Output  of  left  ventricle  with  shunt — 2.83 
liters  per  minute. 

Output  of  right  ventricle  with  shunt — 
1.36  liters  per  minute. 

Volume  shunted  from  aorta  to  pulmonary 
artery — 2.83  minus  1.36  = 1.47  liters  per 
minute. 

Per  cent  of  output  of  left  ventricle 
shunted  = 1.47  x 100  = 51.9  per  cent. 

2.83 

Then  too,  it  was  found  by  chemical  analy- 
sis that  the  mixed  blood  (from  both  right 
ventricle  and  ductus)  going  into  the  lungs 
was  significantly  higher  in  oxygen  content 
than  that  coming 'alone  from  the  right  ven- 
tricle ; this  substantiated  the  previously 
held  assumption  that  a patent  ductus  re- 
sulted in  an  arteriovenous  shunt,  with  the 
direction  of  flow  from  aorta  to  pulmonary 


artery.  Furthermore,  by  use  of  water 
manometers,  the  authors  measured  the  pul- 
monary arterial  pressures  in  three  of  their 
five  dogs,  both  before  and  after  creation  of 
the  artificial  ductus ; they  observed  that  in 
two  of  the  dogs  the  pressures  were  signifi- 
cantly elevated  following  the  anastomoses. 
Measurements  of  blood  volumes  in  the  op- 
erated dogs  revealed  increases  in  two  of 
them ; in  one  instance  the  blood  volume  be- 
fore was  1975  C.C.,  and  3880  c.c.  subsequent 
to  operation. 

In  addition  to  their  work  with  experi- 
mental animals,  Eppinger  et  al.  collected 
data  on  six  patients,  each  with  a patent 
ductus  arteriosus  uncomplicated  by  other 
congenital  defects;  each  patient  underwent 
surgical  ligation  of  the  ductus.  Using  meth- 
ods comparable  to  those  above,  they  found 
that  the  amount  of  blood  shunted  through 
each  ductus  varied  from  45  to  77  per  cent 
of  the  quantity  ejected  with  ventricular  sys- 
tole; therefore,  the  left  ventricular  output 
was  varied  directly  with  the  diameter  of  the 
ductus,  the  smallest  of  which  was  7 mm. 
Other  observations  of  interest  included : ( 1 ) 
low  diastolic  and  unusually  high  pulse  pres- 
sures in  all  patients;  (2)  increased  circula- 
tion time  and  total  blood  volume  in  each  of 
two  patients,  and  (3)  no  significant  varia- 
tions in  venous  pressures  or  vital  capacities. 

It  can  be  seen,  therefore,  that  the  left  side 
of  the  heart  suffers  most  of  the  indignities 
imposed  by  a patent  ductus  arteriosus,  the 
increased  amount  of  work  it  must  perform 
being  proportional,  roughly,  to  the  size  of 
the  arteriovenous  shunt.  But  the  right 
ventricle  is  not  immune  altogether : during 
ventricular  diastole,  when  the  pulmonary 
valves  are  closed,  blood  is  pouring  into  the 
pulmonary  artery  from  the  patent  ductus 
(assumption  based  upon  the  diastolic  com- 
ponent of  the  continuous  murmur  heard  in 
most  cases  of  patent  ductus)  ; this  may  re- 
sult in  an  elevation  of  pulmonary  arterial 
pressure,  and  during  the  next  systole  the 
right  ventricle  has  more  difficulty  in  open- 
ing the  pulmonary  valves.  But  this  bit  of 
additional  work  which  may  result  is  in  no 
way  comparable  to  that  done  by  the  left  side 
of  the  heart,  and  this  is  borne  out  clinically. 
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since,  as  determined  by  roentgenography 
and  fluoroscopy,  left-sided  enlargement 
usually  exceeds  right-sided  enlargement. 

Morphologic  changes  also  occur  in  the 
pulmonary  vessels.  One  frequently  can  de- 
tect, by  fluoroscopy,  an  increase  in  the  size 
of  the  main  pulmonary  artery  and  or  its 
large  branches,  due  possibly,  to  three  fac- 
tors: (1)  chronic  elevation  of  intrapulmo- 
nary  arterial  pressure  secondary  to  an  al- 
most constant  inflow  of  blood  from  the 
aorta  via  the  patent  ductus;  (2)  continuous 
bombardment  of  the  walls  of  the  pulmonary 
artery  by  a stream  of  blood  from  the  ductus, 
and  (3)  chronic  intrapulmonary  capillary 
hypertension  secondary  to  increased  venous 
pressure  following  left-sided  failure,  if  it 
can  be  assumed  that  left-sided  failure  of 
necessity  results  in  increased  venous  pres- 
sure. Due  to  the  abnormally  large  volume 
of  blood  transmitted  by  the  main  branches 
of  the  pulmonary  artery,  increased  pulsa- 
tions of  these  branches  upon  fluoroscopic 
examination  are  often  noted  and,  in  addi- 
tion, a so-called  “hilar  dance,”  seen  as  a 
pulsating  systolic  dilatation  of  the  smaller 
vessels  in  the  root  of  each  lung. 

Bloomfield  et  al.-  were  the  first  to  study 
directly,  by  use  of  the  intracardiac  catheter 
and  a Hamilton  manometer,  the  right  heart 
pressure  in  normal  subjects.  They  found 
that  the  mean  right  auricular  pressure, 
with  respect  to  atmospheric  pressure,  va- 
ried from  minus  2 to  plus  2 mm.  mercury, 
that  the  maximum  systolic  pressure  in  the 
right  ventricle  varied  from  plus  18  to  plus 
30  mm.  mercury,  with  an  average  of  25 
mm.  mercury,  and  the  diastolic  from  minus 
7 to  plus  2 mm.  mercury.  Recently,  Hickam 
and  Cargill,^  by  means  of  intracardiac 
catheterization,  made  manometric  deter- 
minations of  pulmonary  arterial  pressures 
in  normal  subjects  before  and  after  moder- 
ate exercise,  and  found  no  significant 
changes  in  pressures  as  a result  of  exercise; 
they  concluded  that  the  pulmonary  circula- 
tion can  accommodate  efficiently  to  mod- 
erate increases  in  blood  flow  without  in- 
creasing the  mean  pressure,  Dexter  and 
BurwelD  report  a case  of  patent  ductus  ar- 


teriosus in  a three-year  old  female  child  in 
whom  the  right  ventricular  pressure  was 
54/1  mm.  mercury,  and  the  pulmonary  ar- 
terial pressure  was  55/39  mm.  mercury.  As 
far  as  I have  been  able  to  determine,  this 
is  the  only  case  of  patent  ductus  so  far  re- 
ported in  the  literature  wherein  intracar- 
diac catheterization  was  made  to  accurately 
determine  the  pressures.  Cournand^  states 
that  the  average  normal  systolic  pressure 
in  the  pulmonary  artery  is  25  mm.  mercury 
(identical  with  the  average  normal  systolic 
pressure  in  right  ventricle),  and  the  aver- 
age normal  diastolic  pressure  8 mm.  mer- 
cury. It  can  be  seen,  then,  that  in  the  case 
cited  above  the  patent  ductus  led  to  a 
marked  increase  in  both  the  systolic  and 
diastolic  pressures  in  the  pulmonary  artery. 

Priter auricular  septal  defect : In  most 

cases  where  there  exists  an  abnormal  com- 
munication between  the  left  and  right  auri- 
cle, the  opening  is  quite  large  and  allows  a 
considerable  quantity  of  blood  to  be  shunted 
from  left  to  right — an  arteriovenous  shunt; 
this  usually  results  in  tremendous  enlarge- 
ment of  the  right  auricle,  right  ventricle, 
and  pulmonary  arterial  tree,  since  these 
structures  are  handling  a greatly  increased 
volume  of  blood.  Whereas,  it  had  been  a 
clinical  assumption  that  the  flow  of  blood 
was  from  left  to  right,  Brannon  et  al.“ 
proved  that  such  is  the  case  in  interauricu- 
lar  septal  defects  after  studying  four  pa- 
tients, in  each  of  whom  the  diagnosis  was 
made  clinically.  They  found  that  the  oxy- 
gen content  of  the  right  auricular  blood  was 
far  in  excess  of  that  found  in  blood  from 
both  venae  cavae,  thereby  indicating  that 
oxygenated  blood  was  actually  flowing  from 
the  left  to  the  right  auricle.  The  amount 
of  blood  passing  through  the  shunt  varied 
from  52  to  71  per  cent  of  that  quantity  re- 
ceived from  the  lungs  by  the  left  auricle, 
and  in  all  cases  the  output  of  the  right  ven- 
tricle was  over  twice  that  of  the  left  ventri- 
cle. In  two  cases  the  systolic  right  ventricu- 
lar pressure  was  determined  and  found  to 
be  40  and  41  mm.  mercury,  Richards®  re- 
ports a case  of  interauricular  septal  defect 
in  which  the  right  ventricular  pressure  was 
59/6  mm.  mercury,  and  the  pulmonary  ar- 
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terial  pressure  33/10  mm.  mercury,  the 
former  is  over  twice  the  normal,  while  the 
latter  is  only  slightly  above  the  average 
normal  value. 

Interventricular  septal  defect ; Whenever 
there  is  a defect  in  the  interventricular  sep- 
tum, the  output  of  the  right  ventricle  is 
more  than  that  of  the  left,  if  the  theory  of 
a left  to  right  shunt  is  correct;  it  not  only 
ejects  all  the  blood  returning  from  the  sys- 
temic venous  circulation  delivered  to  it  by 
the  left  ventricle,  but  also  that  amount 
forced  into  it  from  the  left  ventricle  via  the 
defect.  Baldwin  et  al.^  did  intracardiac 
catheterizations  on  two  patients  with  inter- 
ventricular septal  defects  and  found  that 
the  oxygen  content  of  the  blood  in  the  right 
ventricle  was  significantly  higher  than  that 
of  blood  in  the  right  auricle  in  each  case, 
indicating  a flow  of  oxygenated  blood  from 
left  to  right.  In  one  case,  the  right  ven- 
tricular systolic  pressure  varied  from  33  to 
43  mm.  mercury,  the  diastolic  from  16  to 
10  mm.  mercury ; in  the  other  case,  the  right 
ventricular  systolic  pressure  varied  from  54 
to  47  mm.  mercury,  the  diastolic  from  25  to 
20  mm.  mercury,  thus  exceeding  the  aver- 
age normal  value  of  25/2  mm.  mercury.  The 
pulmonary  arterial  pressures  were  not 
measured,  but  it  seems  logical  to  think  that 
they  too  would  have  been  abnormally  ele- 
vated, for  Richards®  cites  a patient  with  an 
interventricular  septal  defect  in  whom  the 
right  ventricular  pressure  was  74/7  mm. 
mercury,  and  the  pulmonary  arterial  pres- 
sure 74/25. 

Tetralogy  of  Fallot:  In  this  congenital 
anomaly  there  is  a stenotic  pulmonary  ar- 
tery, an  interventricular  septal  defect,  and 
a dextraposed  aorta  overriding  both  the  left 
and  right  ventricle;  this  set  of  anatomic 
changes  places  a strain  upon  the  right  ven- 
tricle leading  to  its  enlargement;  it  is  the 
most  common  congenital  cardiac  defect  pro- 
ducing cyanosis  in  adults  and  children  over 
one  year  of  age.®  Since  a large  quantity  of 
the  venous  blood  that  is  ejected  by  the  right 
ventricle  and  passes  directly  into  the  over- 
riding aorta  without  going  to  the  lungs  to 
be  oxygenated,  one  would  not  expect  the 
pressure  in  the  diminutive  pulmonary  ar- 


tery to  be  elevated,  but  to  be  either  normal 
or  decreased.  Richards®  reported  observa- 
tions made  in  a case  of  tetralogy  of  Fallot : 
the  pressure  in  the  “free”  portion  of  the 
right  ventricle  was  98/1  mm.  mercury, 
while  that  in  the  underdeveloped  infundibu- 
lar portion  was  only  13/4  mm.  mercury, 
upon  passing  the  catheter  into  the  stenosed 
pulmonary  artery  the  pressure  was  found  to 
be  12/8  mm.  mercury,  and  in  the  left  branch 
18/10  mm.  mercury. 

COilPEXSATED  ACQUIRED  HEART  DISEASE 

Even  before  frank  congestive  left  heart 
failure  occurs  in  patients  with  valvular 
heart  disease,  or  yet  prior  to  the  appearance 
of  any  clinical  symptoms  which  might 
make  one  suspect  incipient  failure,  certain 
changes  in  cardiac  function  may  be  brought 
forth  by  special  procedures.  Stewart  et  al.®' 
studied  40  patients  with  various  types  of 
the  common  valvular  disorders  not  in  fail- 
ure along  with  13  normal  subjects  as  con- 
trols. They  found  an  average  decrease  in 
both  the  cardiac  index  (cardiac  output  per 
square  meter  of  body  surface)  and  in  the 
average  stroke  volume  per  kilogram  in  those 
patients  with  valvular  heart  disease  as  com- 
pared to  the  controls.  This  might  infer  that 
already  increased  pulmonary  resistance, 
secondary  to  early  pulmonary  capillary  con- 
gestion, was  present,  thereby  causing  a de- 
crease in  the  amount  of  blood  flow  to  the 
left  ventricle.  In  fact,  they  found  a slight 
increase  in  the  arm  to  tongue  circulation 
time  in  the  majority  of  their  cardiacs. 
Bloomfield  et  al.“  studied  a case  of  rheu- 
matic heart  disease  with  mitral  insufficien- 
cy and  stenosis,  and  aortic  and  tricuspid 
insufficiency,  both  during  failure  and  after 
compensation  had  been  established.  By 
right  heart  catheterization,  they  noted  that 
even  after  failure  was  overcome  clinically, 
the  right  ventricular  systolic  pressure  re- 
mained abnormally  high — 57  mm.  mercury ; 
normal  25  mm.  mercury.  They  feel  that 
this  persistent  elevation  of  pressure  may 
result  from  continued  inefficiency  of  the 
left  auricle  with  subsequent  pulmonary  vas- 
cular hypertension,  plus  the  effects  of  ar- 
terial thickening,  arteriolar  sclerosis  and 
necrosis,  and  increase  in  collagen  through- 
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out  the  interstitial  tissue  of  the  lung,  which 
Parker  and  Weiss^*^  believe  to  be  character- 
istic pulmonary  changes  in  mitral  stenosis. 
Bloomfield  et  ah-  noted  that  no  abnormality 
in  pulmonary  dynamics  occurred  in  patients 
with  uncomplicated  arterial  hypertension 
who  did  not  exhibit  clinical  congestive  heart 
failure. 

CONGESTIVE  HEART  FAILURE 

The  alterations  in  pulmonary  dynamics 
occurring  with,  or  as  a result  of,  the  clinical 
syndrome  of  congestive  heart  failure  are 
primarily  dependent  upon  congestion  in  the 
'pulmonary  capillaries.  It  is  pertinent,  there- 
fore, to  discuss  here  the  anatomic  changes 
in  the  lung  parenchyma  associated  with, 
and  the  physiologic  effects  of,  pulmonary 
congestion. 

Aiiatomic  changes  in  the  lung  parey- 
chynia:  The  degree  of  pulmonary  conges- 

tion roughly  parallels  the  severity  of  the 
cardiac  failure  as  judged  by  the  physical 
signs  and  symptoms  accompanying  the  con- 
dition. In  the  earliest  stages  of  left  con- 
gestive failure  there  may  be  only  dilatation 
and  engorgement  of  the  lung  capillaries 
without  clinically  detectable  edema.  Lam- 
bert and  Gremels,“  by  electrical  methods, 
can  detect  the  occurrence  of  this  pre-edema- 
tous  stage.  If  the  pulmonary  congestion 
progresses,  pericapillary  edema  ensues,  and 
enough  fluid  leaks  into  the  alveolar  spaces 
to  give  rise  to  clinically  apparent  fine,  moist 
rales.  If  a patient  develops  congestive  heart 
failure  severe  enough  to  cause  death,  then 
at  the  autopsy  table  marked  changes  in  the 
lung  will  be  seen.  Harrison^^  states  une- 
quivocally that  all  such  patients  invariably 
exhibit  congestion  and  engorgement  of  the 
lungs ; such  lungs  are  enlarged,  swollen,  and 
heavy  with  edema  fluid,  and  upon  section 
exude  copious  amounts  of  frothy  fluid 
which  may  or  may  not  be  grossly  blood- 
tinged.  Upon  microscopic  examination,  one 
encounters  marked  capillary  dilatation  and 
engorgement,  edema  of  the  interstitial 
spaces,  and  alveoli  which  are  partially  or 
completely  filled  by  the  transudate  from  the 
capillaries;  the  alveoli  may  show  albumin- 
oid casts^^  and  large,  pigment-containing 


“heart-failure  cells,”  in  addition  to  a vary- 
ing number  of  red  blood  cells. 

Physiologic  effects  of  pulmoTiary  conges- 
tion: Once  the  lungs  of  a patient  in  con- 

gestive heart  failure  become  the  seat  of 
pulmonary  congestion,  dyspnea  ensues,  the 
vital  capacity  decreases,  the  normally  mod- 
erately negative  intrapleural  pressure  be- 
comes more  negative,  the  velocity  of  the 
blood  flow  decreases,  and  the  pulmonary 
arterial  pressure  rises. 

Dyspnea  is  often  the  first  clinical  evi- 
dence of  left  congestive  heart  failure,  and 
is  frequently  the  patient’s  only  or  major 
complaint.  Just  what  is  responsible  for 
this  distressing  symptom,  and  by  what 
mechanism  does  it  appear?  By  definition, 
dyspnea  is  any  breathing  associated  with 
undue  effort  whether  consciously  or  sub- 
consciously^-’; only  those  forms  of  dyspnea 
resulting  from  heart  disease  — cardiac 
dyspnea — will  be  detailed. 

In  past  years  it  was  thought  and  taught 
that  cardiac  dyspnea  resulted  from  the  ef- 
fects of  decreased  oxygen  content  and  in- 
creased hydrogen  ion  concentration  of  the 
blood  in  contact  with  the  respiratory  center, 
these  alterations  in  the  circulating  blood 
supposedly  resulting  from  the  inability  of 
the  pulmonary  capillaries  to  take  on  oxygen 
from,  and  give  up  carbon  dioxide  to,  the 
alveolar  air  in  the  presence  of  an  interven- 
ing wall  of  edema  fluid.  Since  this  popular 
and  highly  attractive  theory  could  not  be 
supported  by  one  shred  of  concrete  evi- 
dence,it  wavered  on  its  shaky  founda- 
tions and  tumbled  into  oblivion. 

Then  how  is  cardiac  dyspnea  produced? 
Legallois,^'  in  1812,  first  demonstrated  that 
respirations  are  slowed  and  increased  in 
depth  when  the  vagus  nerves  are  severed, 
then  Hering  and  Brener^®  showed  that  vagal 
section  inhibited  expiratory  chest  move- 
ments normally  initiated  by  the  inspiration 
of  air.  The  Hering-Breuer  reflex  is  of  para- 
mount importance  in  the  nervous  control  of 
ordinary  respiration.  Christie'’  states, 
“There  are  certain  nerve  endings  in  the 
lungs  which  act  as  stretch  receptors,  and 
when  the  lungs  are  inflated  by  inspiration, 
these  stretch  receptors  discharge  impulses 
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which  travel  to  the  respiratory  center  via 
the  vagus  nerves  which  inhibit  inspiration, 
and,  at  the  same  time,  increase  the  rate  of 
respiration.”  That  pulmonary  congestion 
is  a direct  cause  of  dyspnea  has  been  proven 
by  numerous  investigators. As  seen  above, 
the  lungs  in  pulmonary  congestion  are  big 
and  bulky,  stiff,  taut,  and  rigid ; their  alveo- 
lar walls  are  stretched,  their  air  sacs  dis- 
tended with  fluid.  This  marked  increase  in 
tension  of  the  lung  tissue  makes  the  Hering- 
Breuer  reflex  hyperactive;  that  is,  when 
only  a small  amount  of  air  is  drawn  into 
the  lungs,  premature  impulses  pass  up  the 
vagi  to  the  respiratory  center  and  cut  short 
the  inspiration,  and,  as  a result  of  this  pre- 
mature initiation  of  the  Hering-Breuer  re- 
flex, the  respirations  are  shallow  and  rapid. 
To  prove  that  cardiac  dyspnea  is  mainly  re- 
flex in  origin,  many  workers,  among  whom 
are  Harrison  et  al.’^-’  have  produced  experi- 
mental pulmonary  congestion  in  animals 
and  noted  that  the  resulting  dyspnea  is 
abolished  by  cutting  of  the  vagus  nerves. 

Although  pulmonary  congestion  is  con- 
sidered to  be  the  major  cause  of  cardiac 
dyspnea,  there  is  some  evidence  that  other 
factors  may  play  contributing  roles.  For 
instance.  Mills,  cited  by  Hoff,-*’  produced 
transient  hyperpnea  in  normal  subjects  by 
first  occluding  a limb  with  a cuff,  then  re- 
leasing the  cuff ; he  thinks  the  hyperpnea 
due  to  stimulation  of  pressoreceptors  in  the 
pulmonary  vascular  bed  by  the  sudden  in- 
flux of  blood  from  the  periphery.  Then, 
experiments  performed  by  Harrison,  Harri- 
son and  Marsh,2i  later  confirmed  by  Megi- 
bow  et  ah,  according  to  Hoff,  indicated  that 
perhaps  hyperpnea  was  due  to  a reflex  aris- 
ing from  the  great  veins  and  right  auricle ; 
these  workers  induced  hyperpnea  in  ani- 
mals by  inflating  balloons  in  their  superior 
venae  cavae  and  noted  the  disappearance 
of  hyperpnea  upon  vagal  section.  These 
observations  are  interesting  since  elevated 
venous  pressure  is  a common,  though  not 
constant  finding  in  congestive  heart  fail- 
ure; however,  hyperpnea  and  dyspnea  are 
not  exactly  synonymous.  Lastly,  if  heart 
disease  results  in  a decrease  in  the  oxygen 
tension  of  the  plasma  of  the  arterial  blood 


(rarely),  the  chemoreceptors  in  the  carotid 
and  aortic  bodies  (located  at  the  bifurcation 
of  the  common  carotid  artery  and  in  the 
aortic  arch,  respectively)  are  stimulated 
and  send  afferent  impulses  via  the  vagus 
nerves  which  result  in  increase  in  rate  and 
depth  of  breathing.-- 

The  different  clinical  types  of  cardiac 
dyspnea  commonly  seen  are  dyspnea  on 
moderate  exertion,  orthopnea,  and  cardiac 
asthma.  Harrison  et  al.-®  showed  that  even 
in  normal  subjects  proprioceptive  impulses 
arising  in  the  active  muscles  are  trans- 
mitted to  the  respiratory  center  and  result 
in  increased  breathing.  It  is  well  known 
that  exercise  increases  the  venous  return, 
and  it  is  also  a fact  that  the  increased  depth 
of  breathing,  by  increasing  the  negative 
intrapleural  pressure  within  the  thorax,  fa- 
vors venous  return.  Harrison  states  this 
results  in  an  increase  in  venous  pressure  in 
the  great  veins;  if  the  venous  pressure  in 
the  cardiac  patient  is  already  elevated,  then 
the  dyspnea  is  of  a more  marked  degree 
than  would  be  seen  in  a normal  individual 
following  a similar  amount  of  exercise. 

Orthopnea  is  that  form  of  dyspnea  which 
is  initiated  or  made  worse  by  assuming 
the  recumbent  position.  McMichael  and 
Sharpey-Schaefer,-^  using  right  heart  cath- 
eterization, proved  that  the  cardiac  output 
of  each  ventricle  is  increased  upon  lying 
down.  In  heart  failure  with  the  lungs  al- 
ready rigid  from  edema,  the  right  ventricle 
must  pump  more  blood  into  the  lungs  when 
the  patient  becomes  recumbent,  adding  in- 
sult to  injury  by  still  further  congesting  the 
pulmopary  tissues  and  leading  to  increased 
dyspnea  via  the  Hering-Breuer  reflex. 
There  may  be  other  contributing  factors. 

Cardiac  asthma  is  that  form  of  dyspnea 
which  usually  comes  on  at  night  in  a patient 
whose  lungs  are  already  congested  from 
heart  failure,  manifested  by  the  patient’s 
having  to  sit  bolt  upright  in  bed  in  order 
better  to  get  his  breath,  his  feeling  of  ex- 
treme suffocation  and  extreme  anxiety,  the 
presence  of  a chest  full  of  bubbling  rales, 
and,  not  infrequently,  by  the  hawking  up  of 
frothy,  blood-tinged  sputum.  The  body 
position  during  sleep  alone  can  lead  to  an 
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increase  in  pulmonary  congestion;  in  addi- 
tion, Harrison^®  thinks  that  other  stimuli 
arising  in  various  parts  of  the  body  may 
act  as  “trigger  mechanisms”  possibly  via 
further  increase  in  venous  return  and  re- 
sultant increased  right  ventricular  output 
in  initiating  the  distressing  syndrome;  he 
lists  these  as : excess  heat  or  cold,  alcoholic 
intoxication,  coughing,  constipation,  ab- 
dominal distention,  desire  to  urinate,  night- 
mares, and  slipping  down  in  bed. 

Patients  with  left  heart  failure  have  de- 
creased vital  capacities.  Christie  and 
Meakins-5  found  that  the  greater  the 
dyspnea  the  less  the  vital  capacity,  and  con- 
cluded that  the  reduction  in  vital  capacity 
was  due  to  the  pulmonary  congestion.  Since, 
by  definition,  the  vital  capacity  is  that 
amount  of  air  which,  after  the  deepest  pos- 
sible inspiration,  can  be  forced  out  of  the 
lungs  on  maximal  expiration,  it  is  obvious 
that  in  dyspneic  patients  whose  inspiratory 
excursions  are  cut  short,  the  total  amount 
of  air  capable  of  being  exhaled  is  decreased. 

Pulmonary  congestion  affects  the  intra- 
pleural pressure.  The  intrapleural  pressure 
during  normal  breathing  at  rest  varies  from 
about  minus  2 to  minus  6 mm.  of  mercury, 
the  pressure  becoming  more  negative  upon 
inspiration — the  greater  the  depth  of  in- 
spiration the  greater  the  increase  in  the 
negativity  of  the  intrapleural  pressure.  In 
a patient  with  congestive  heart  failure  and 
dyspnea,  there  is  a marked  increase  in  nega- 
tive pressure  which  literally  sucks  mbre 
blood  up  from  the  periphery  into  the  great 
veins  and  into  the  right  heart,  resulting  in 
the  right  ventricle’s  gushing  forth  an  addi- 
tional volume  of  blood  into  the  already  con- 
gested lung  and  thereby  further  increasing 
dyspnea — a vicious  circle  is  in  progress, 
which  if  allowed  to  progress  untreated,  may 
result  in  the  death  of  the  patient  by  drown- 
ing in  his  own  lung  juice.  But  the  marked 
increase  in  negative  intrapleural  pressure 
not  only  increases  the  venous  return,  but 
also  may  cause  distention  of  the  pulmonary 
capillaries  and  venous  sinuses,  which  re- 
sults in  a pooling  of  the  blood  already  pres- 
ent, thereby  decreasing  the  flow  through 
the  pulmonary  veins  to  the  left  ventricle. 


Cournand,'^  by  means  of  right  heart  cathe- 
terization, has  shown  that  in  normal 
subjects  deep  inspiration  results  in  an  in- 
creased output  by  the  right  ventricle  and  a 
decreased  output  by  the  left  ventricle ; there 
is  no  reason  to  doubt  that  such  similar  ef- 
fects occur  in  cardiac  dyspnea,  and  when 
such  obtain,  the  left  heart  receives  less 
blood  from  the  lungs  than  is  ejected  into 
them  by  the  right  heart,  and  pulmonary 
congestion  is  augmented. 

That  the  velocity  of  the  blood  flowing 
through  a congested  and  distended  lung  is 
slowed  should  be  readily  seen ; a law  of  bio- 
physics says,  in  effect,  that  the  speed  of 
flow  varies  inversely  as  the  cross  section 
of  the  vascular  bed.  This  is  borne  out  by 
the  clinical  observation  that  the  arm  -to 
tongue  circulation  time  is  usually  prolonged 
in  cases  of  pulmonary  congestion. 

Pulmonary  dynamics  in  congestive  heart 
failure  studied  by  means  of  right  heart 
catheterization : The  relatively  recent  per- 
fection of  the  technic  of  slipping  a small 
rubber  catheter  up  the  veins  of  the  arm  or 
leg  and  into  the  right  side  of  the  heart  opens 
up  new  and  fertile  fields  for  the  direct  ob- 
servation of  not  only  the  many  physiologic 
phenomena  inherent  in  the  normal  heart 
cycle,  but  also  the  alterations  in  intracardi- 
ac pressure  and  flow  resulting  from  patho- 
logic changes  in  the  heart. 

Although  the  use  of  this  direct  method  of 
approach  is  still  in  its  infancy,  neverthe- 
less, it  has  yielded  some  pertinent  informa- 
tion regarding  hemodynamics  in  congestive 
heart  failure  from  various  types  of  heart 
disease.  Bloomfield  et  al.-  observed  in  a 
patient  in  congestive  heart  failure  having 
mitral,  aortic,  and  tricuspid  insufficiency 
on  a rheumatic  basis,  that  the  mean  auricu- 
lar and  right  ventricular  end-diastolic  pres- 
sure was  29  mm.  mercury  and  the  right 
ventricular  systolic  pressure  averaged  103 
mm.  mercury,  or  approximately  four  times 
the  normal  value;  following  compensation, 
the  auricular  and  ventricular  end-diastolic 
pressure  returned  to  normal  but  the  ven- 
tricular systolic  pressure  remained  ele- 
vated. A patient  in  failure  from  arterio- 
sclerotic heart  disease  had  a right  auricular 
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and  ventricular  diastolic  pressure  of  10.5 
mm.  mercury,  and  a maximum  ventricular 
systolic  pressure  of  75  mm.  mercury. 
Measurements  in  a man  with  decompen- 
sated syphilitic  heart  disease  revealed  right 
end-diastolic  and  high  systolic  ventricular 
pressures  of  12  and  73  mm.  mercury,  re- 
spectively. In  another  case  of  rheumatic 
valvulitis,  the  authors  recorded  the  pres- 
sures in  both  the  pulmonary  artery  and  the 
right  ventricle : the  maximum  systolic  pres- 
sure in  the  pulmonary  artery  was  identical 
with  that  in  the  ventricle,  measuring  83 
mm.  mercury ; the  diastolic  in  the  lesser  ar- 
terial circuit  was  25  mm.  mercury,  or  about 
three  times  normal.  These  investigators 
found  that  in  all  cases  of  left  ventricular 
failure  studied,  regardless  of  etiology,  the 
right  ventricular  systolic  and  pulse  pres- 
sures (difference  between  ventricular  sys- 
tolic and  diastolic  pressure)  were  definitely 
increased.  And  they  feel  that  an  increase 
in  right  ventricular  pressure  points  to  a 
similar  increase  in  pulmonary  arterial 
pressure. 

Richards®  presented  data  on  a patient 
with  cor  pulmonale,  secondary  to  primary 
disease  in  the  lung,  in  which  the  right  ven- 
tricular systolic  pressure  rose  to  60  mm. 
mercury.  Figures  on  a case  of  mitral  steno- 
sis indicated  a tremendous  hypertension  in 
the  pulmonary  circulation,  as  the  maximum 
ventricular  systolic  pressure  reached  120 
mm.  mercury,  and  only  fell  to  50  mm.  mer- 
cury after  clinical  compensation  was  estab- 
lished. In  this  instance  there  was  an  ap- 
parent five-fold  increase  in  the  vascular 
bed,  and  one  can  see  the  tremendous  im- 
portance of  pulmonary  congestion  in  left- 
sided heart  failure. 

Hickam  and  Cargill®  studied  pulmonary 
arterial  pressures  in  patients  in  congestive 
heart  failure  both  at  rest  and  after  exer- 
cise ; some  had  mitral  stenosis  while  others 
were  victims  of  syphilitic  and  hypertensive 
heart  disease.  They  found  that  the  pul- 
monary arterial  pressure  was  elevated  in 
each  patient  before  exercise  and  that  it  in- 
creased markedly  after  exercise ; their  exact 
figures  are  not  available. 

These  studies  by  the  several  investiga- 


tors indicate  that  patients  exhibting  clinical 
left-sided  heart  failure  invariably  have  pul- 
monary hypertension,  as  reflected  by  ab- 
normal elevation  of  the  pressure  in  the  pul- 
monary artery  and  right  ventricle. 

Pathogenesis  of  pulmonary  congestion : 
If  we  offer  a correct  solution  to  the  cause  of 
pulmonary  congestion,  we  will,  of  course, 
solve  the  problem  of  the  pathogenesis  of 
clinical  left-sided  heart  failure,  for  the 
dysphea,  orthopnea,  and  fine  moist  rales  in 
the  lungs  present  in  so-called  left-sided  fail- 
ure are  due  to  the  pulmonary  congestion, 
as  has  been  shown  above.  But  has  there 
ever  been  offered  a perfectly  sound  and  sci- 
entifically proved  explanation  of  pulmonary 
congestion — that  it  is  due  to  one  solitary 
factor,  or  that  there  are  several  factors  re- 
sponsible, each  of  which  is  consistently  al- 
tered in  a similar  manner  in  every  case  of 
left-sided  heart  failure?  Not  that  I am 
aware  of.  But  let’s  follow  a case  of,  say, 
essential  hypertension  and  see  how  pulmo- 
nary congestion  may  result.  The  work  that 
the  left  ventricle  does  may  be  expressed  as 
a product  of  its  output  times  the  peripheral 
resistance ; when  the  latter  is  increased  by 
essential  hypertension,  the  left  ventricle 
must  work  harder  to  maintain  a normal 
output.  As  a result  of  this  extra  work,  the 
ventricle  undergoes  hypertrophy  and  dila- 
tation, but  it  is  still  efficient,  if  its  efficien- 
cy can  be  measured  by  its  ability  to  continue 
its  usual  output.  A critical  point  is  reached 
finally,  however,  when  the  ventricle  cracks 
and  k is  physically  unable  to  dispatch  all 
the  blood  which  it  receives.  It  is  more  or 
less  generally  accepted  that  this  inability 
of  the  ventricle  to  fully  discharge  its  con- 
tents is  the  first  step  toward  full-blown  left- 
sided failure.-®  As  residual  blood  accumu- 
lates and  the  left  ventricle  further  dilates, 
its  pressure  during  diastole  rises, ^®  making 
the  left  auricle’s  job  of  passing  its  blood 
into  the  ventricle  more  difficult ; but  by  hy- 
pertrophy and  dilatation  it  performs  its 
task  efficiently  for  a while  then,  like  its 
partner,  it  tires  and  is  unable  to  pass  for- 
ward all  of  the  blood  coming  from  the  lungs. 
When,  as  a result  of  the  residual  blood  in  the 
left  auricle,  the  intra-auricular  pressure 
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rises,  and  acts  as  a barrier  to  the  blood 
coming  from  the  lungs  via  the  pulmonary 
veins,  there  must  be  a damming  back  of 
blood  into  the  lungs.  To  store  this  blood 
w'hich  the  right  ventricle  puts  out  but  which 
the  left  side  of  the  heart  is  unable  to  relay, 
additional  capillaries  open  up  throughout 
the  lungs  which  later  dilate  as  more  blood 
accumulates.  These  events  keep  the  pulmo- 
nary intracapillary  pressure  from  rising  too 
high,  but  when  there  are  no  more  capil- 
laries available  to  absorb  the  excess  blood 
when  the  ones  in  use  are  dilated  to  their 
maximum,  then  of  necessity,  there  must  be 
an  additional  increase  in  intracapillary 
pressure. 

Now,  granted  that  there  is  increased  in- 
tracapillary pressure  secondary  to  left  au- 
ricular failure,  is  that  pressure  frorti  this 
source  alone  enough  to  drive  fluid  across 
the  capillary  membrane  into  the  paren- 
chyma of  the  lungs?  Landis  and  Gibbon-' 
showed  that  fluid  will  nass  out  of  the  capil- 
laries into  the  tissue  spaces  if  the  venous 
pressure  rises  abc  , j mm.  water.  But 
there  may  be  another  factor  which  causes 
a still  further  elevation  of  the  intracapillary 
pressure.  It  is  a fact  that  most  patients 
in  congestive  heart  failure  have  an  in- 
creased blood  volume^'' ; it  is  not  illogical  to 
reason  that  the  presence  of  still  more  fluid 
in  the  engorged  capillaries  further  increases 
the  intracapillary  pressure  up  to  a point 
where  there  occurs  transudation  of  fluid 
into  the  lungs,  causing  i)ulmonary  conges- 
tion and  the  clinical  picture  of  left-sided 
heart  failure. 

There  have  been  several  explanations  as 
to  why  the  blood  volume  is  increased. 
Futcher  and  Schroeder-^  observed  that  the 
renal  excretion  of  sodium  chloride  was 
markedly  reduced  in  four  patients  in  con- 
gestive heart  failure.  Warren  and  Stead-'-* 
conclude  that  in  congestive  heart  failure 
there  is  a disturbance  of  renal  function,  as 
a result  of  which  salt  and  water  are  re- 
tained in  the  body  and  produce  an  increase 
in  blood  volume.  MerriF®  states  that  Lyons 
showed  that  salt  and  water  retention  can 
produce  a rise  in  venous  pressure  in  normal 
subjects.  Grant  and  Reischman*^*  demon- 


strated an  increase  in  blood  volume,  venous 
pressure,  and  volume  of  extracellular  fluid 
in  healthy  medical  students  following  inges- 
tion of  an  excess  of  sodium  chloride.  So  it 
seems  that  the  retention  of  salt  (the  sodium 
ion  in  particular)  in  the  body  can  be  a ma- 
jor factor  in  the  production  of  an  increase 
in  blood  volume  in  both  normal  subjects 
and  in  those  in  congestive  heart  failure. 
The  details  of  the  theory  of  the  mechanism 
of  sodium  retention  will  not  be  gone  into 
here ; the  reader  is  referred  to  papers  by 
Futcher  and  Schroeder,-*^  Warren  and 
Stead-'-*  and  Merril.-^" 

That  derangement  of  salt  and  water 
metabolism  is  a factor  of  major  importance 
in  considering  the  pathogenesis  of  pulmo- 
nary congestion  in  heart  disease  is  borne 
out  by  clinical  observations.  Many  investi- 
gators -•*’  -**•  ^**-  have  found  that  patients 
with  severe  congestive  heart  failure  can  be 
made  to  lose  their  gross  peripheral  and  pul- 
monary edema  and  become  clinically  com- 
pensated simply  by  rigid  restriction  of  salt 
intake  and  without  the  use  of  digitalis ; 
further,  once  apparently  compensated  these 
same  patients  can  be  thrown  back  into  heart 
failure  at  will  by  the  excessive  ingestion  of 
salt  and  water,  even  if  digitalis  is  given 
concurrently ; the  return  of  pulmonary  and 
peripheral  edema,  dyspnea  and  orthopnea 
is  usually  preceded  by  a rise  in  blood 
volume. 

In  spite  of  the  fact  that  increased  blood 
volume  often  accompanies,  and  commonly 
even  precipitates,  the  development  of  car- 
diac pulmonary  congestion,  one  can  by  no 
means  say,  therefore,  that  it  is  the  sole  or 
most  important  cause  of  this  phenomenon. 
Before  marked  engorgement  and  actual  pul- 
monary edema  fluid  forms,  there  first  must 
be  an  increase  in  pressure  transmitted  back- 
ward from  the  left  auricle  to  the  pulmonary 
veins  and  into  the  lung  capillaries;  after 
the  stage  is  set,  so  to  speak,  then  the  addi- 
tive effect  of  any  increased  blood  volume  in 
further  raising  the  intracapillary  pressure 
may  be  sufficient  to  initiate  or  increase  a 
transudation  of  fluid  across  the  capillary 
walls  into  the  parenchyma  of  the  lung. 

Observations  made  in  the  course  of  ex- 
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perimental  work  on  animals  certainly  sug- 
gests that  many  types  of  pulmonary  edema, 
even  cardiac,  may  be  partially  reflex  in  or- 
igin. Henneman^^  presents  an  excellent 
review  of  the  subject  of  the  experimental 
production  of  acute  pulmonary  edema,  de- 
scribing in  detail  some  of  the  interesting 
procedures;  the  data  below  are  taken  from 
Henneman’s  paper.  Antoniazzi  produced 
acute  pulmonary  edema  in  rabbits  by  liga- 
tion of  the  arch  of  the  aorta  disal  to  the 
origin  of  the  carotid  arteries;  the  edema 
could  not  be  produced  if  both  vagi  were  sec- 
tioned previously;  the  central  nervous  sys- 
tem was  easily  depressed  by  hypnotic  drugs 
to  a point  where  no  edema  resulted  after 
aortic  ligation.  Luisada,  after  experiment- 
ing with  250  rabbits  and  producing  pulmo- 
nary edema  by  intravenous  adrenalin,  felt 
that  the  edema  resulted  from  a hyperten- 
sion produced  in  the  carotid  and  cephalic 
vessels.  The  conception  that  pulmonary 
edema  following  phosgene  poisoning  is  due 
to  direct  action  on  the  lung  capillaries  was 
challenged  by  the  observation  that  if  the 
vagus  nerves  were  cut  previously  the  classi- 
cal signs  and  symptoms  were  largely  pre- 
vented. In  more  recent  experiments  than 
those  cited  by  Henneman,  Luisada  and 
Sarnoff®^  noted  that  they  could  produce 
acute  pulmonary  edema  in  dogs  by  the  rapid 
infusion  of  fluid  into  their  common  carotid 
arteries,  but  could  not  produce  edema  when 
the  same  amount  was  injected  at  a similar 
rate  into  the  femoral  arteries;  they  found 
also  that  if  the  carotid  sinus  were  de- 
nervated,  pulmonary  edema  failed  to  occur 
in  five  out  of  seven  dogs.  They  believed  that 
“ the  results  of  experiments  on  pul- 

monary edema  caused  by  adrenalin,  ligation 
of  the  aortic  arch  and  venous  infusion, 
should  now  definitely  focus  the  attention  of 
students  of  pulmonary  edema  upon  the 
nervous  system  and  not  upon  the  myocardi- 
um. That  either  irritation  of  the  myocar- 
dium (coronary  occlusion),  or  distention  of 
the  heart  cavities  (heart  failure,  hyperten- 
sion) may  be  one  of  the  causes  of  pulmo- 
nary edema  cannot  be  denied,  but  we  feel 
that  either  of  these  phenomena  is  secondary 
to  the  distention  of  the  large  arterial  vessels 


as  a cause  of  reflexes  which  favor  acute 
edema  of  the  lungs.  For  the  occurrence  of 
pulmonary  edema  a condition  of  distention 
of  the  lung  capillaries  is  essential.  On  this 
condition,  an  acute  reflex  increase  of  per- 
meability may  be  superimposed  which  will 
lead  to  paroxysmal  pulmonary  edema.” 

SUMMAUY  AND  CONCDUSIONS 

1.  The  pulmonary  dynamics  in  some  of 
the  more  common  congenital  cardiac  anoma- 
lies are  discussed,  including  data  derived 
from  right  heart  catheterizations  in  these 
conditions. 

2.  Patients  with  valvular  heart  disease 
have  abnormalities  of  cardiac  function 
which  often  may  be  detected  prior  to  the 
onset  of  left-sided  heart  failure. 

3.  Pulmonary  congestion  is  discussed 
from  the  standpoint  of  pathologic  anatomy, 
pathologic  physiology  and  pathogenesis. 

4.  Observations  on  intracardiac  and  pul- 
monary arterial  pressure  changes  in  left- 
sided congestive  heart  failure  as  recorded 
by  direct  right  heart  catheterizations  are 
reviewed. 

5.  Patients  in  right-sided  congestive 
heart  failure  have  hypertension  in  the  pul- 
monary vascular  bed  manifested  by  in- 
creased pressure  in  the  pulmonary  artery 
and  right  ventricle. 

6.  Pulmonary  congestion  of  cardiac 
origin  depends  upon  increased  pulmonary 
intracapillary  pressure,  this  resulting  pri- 
marily from  an  elevated  venous  pressure 
subsequent  to  failure  of  function  of  the  left 
auricle  but  augmented  by  an  increased 
blood  volume.  There  is  evidence  to  show 
that  reflexes  arising  directly  from  the 
heart,  the  great  vessels  and  some  of  their 
main  branches,  may  play  a very  important 
contributing  role  in  the  production  of  pul- 
monary edema  of  cardiac  origin. 

7.  There  are  probably  other  factors  as 
yet  poorly  understood  concerned  in  the  pro- 
duction of  pulmonary  congestion. 

The  iUithoi-  is  deeply  iiulelited  to  the  late  Dr.  .Tohn  H. 
ilnsser,  Dr.  (Jeorge  E.  Kiireli.  and  Dr.  Hoy  H.  Turner  for 
tlieir  many  helpful  sug.gestioiis  dnrin,g  the  preparation  of 
this  paper. 
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THE  WOLFF  - PARKINSON  - WHITE 
SYNDROME  (BUNDLE  OF  KENT 
SYNDROME;  FALSE  BUNDLE 
BRANCH  BLOCK)* 

ARTHUR  SILVERMAN,  M.  D. 

New  Orleans 

When  Wolff,  Parkinson  and  White’*' 
presented  the  first  comprehensive  report  of 
this  syndrome  in  1930,  they  evoked  a world- 
wide response.  The  interest  in  this  electro- 
cardiographic pattern  has  even  now  not  sub- 
sided, principally  because  of  the  controver- 
sy concerning  its  mechanism  and  prognosis. 
The  literature  abounds  with  case  reports,  in- 
terpretations and  conflicting  data  and  opin- 
ions. In  this  paper  I shall  attempt  to  present 
in  a succinct  manner  the  most  authoritative' 
and  widely-held  views  and  to  report  a series 
of  cases  gleaned  from  the  files  of  the  Char- 
ity Hospital  in  New  Orleans. 

DEFINITION 

Although  cases  were  reported  by  Wilson'*- 
in  1915  and  again  by  Wedd**i  in  1921  and  by 
Hamburger'*  in  1929,  it  was  not  until  1930 
that  a clinical  entity  was  evolved,  for  a 
that  time  Wolff,  Parkinson  and  White-’*“  col- 
lected and  reported  eleven  cases  with  care- 
ful four  year  follow-ups. 

The  electrocardiographic  tracing  is  com- 
posed of  a short  PR  interval  with  a widen- 
ing of  the  QRS  complex  in  such  a manner 
that  the  time  from  the  beginning  of  the  P 

*Awarded  the  prize  given  by  the  Professor  of 
Medicine  at  Tulane  University  School  of  Medicine 
to  a Senior  student  who  presented  the  best  thesis  on 
a subject  related  to  internal  medicine. 
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-wave  to  the  end  of  the  QRS  complex  is  with- 
in normal  limits.  The  PR  interval  is  usually 
less  than  0.1  second  and  the  QRS  complex 
has  characteristics  suggesting  bundle 
branch  block.  The  ventricular  complexes  are 
wide  and  slurred,  and  the  T waves  may  be 
opposite  in  direction  from  the  main  QRS 
deflection.  The  most  usual  type  simulates 
a left  bundle  branch  block,  with  the  initial 
ventricular  complexes  as  seen  in  left  axis 
deviation  and  the  T waves  in  leads  I and 
III  in  the  opposite  direction  from  the  main 
deflection  of  the  QRS  complex.  If  it  were 
not  for  the  short  PR  intervals,  these  trac- 
ings would  be  indistinguishable  from  organ- 
ic bundle  branch  block. 

IXCIDENCE 

To  date,  approximately  300  cases  have 
been  reported  in  the  literature ; obviously 
the  actual  number  of  cases  is  far  greater. 
Ohnell,^®  in  his  comprehensive  monograph 
on  this  subject,  reports  an  incidence  of  from 
0.05  to  0.1  per  cent.  Boyer,-  iri  a review  of 
2000  tracings  of  1356  patients  in  the  Army, 
reports  an  occurrence  of  0.5  per  cent  in  this 
group.  This  phenomenon  is  usually  mani- 
fested in  the  young  (second,  third  and 
fourth  decades),  most  commonly  in  the 
male,  perhaps  accounting  for  Boyer’s  high 
figures  among  soldiers. 

•CLINICAL  DATA 

Frequently  the  history  dates  back  to 
puberty,  when  the  patient  first  began  to  ex- 
perience periodic  attacks  of  palpitation 
after  exercise  or  even  at  rest,  but  this  find- 
ing is  not  constant.  Of  the  arrhythmias 
which  these  patients  are  prone  to  develop, 
paroxysmal,  supraventricular  tachycardia 
ranks  first ; auricular  fibrillation  occurs 
with  considerably  less  frequency.  Lately,  a 
few  cases  have  been  reported^®  in  which 
there  were  paroxysms  of  ventricular  tachy- 
cardia. 

In  many  cases,  both  the  PR  interval  and 
the  QRS  complexes  suddenly  revert  to  nor- 
mal without  change  in  direction  or  contour 
of  the  P waves.  This  may  occur  spontane- 
ously or  when  the  heart  rate  is  increased  by 
exercise  or  atropine.  When  the  heart  rate 
slows,  the  abnormal  characteristics  may  re- 
turn. Patients  in  this  group  are  particularly 
liable  to  attacks  of  paroxysmal  tachycardia 


during  which  the  ventricular  complexes  in- 
variably* assume  a normal  configuration. 

It  has  been  shown’^^  that  there  is  a greater 
incidence  of  paroxysmal  tachycardia  in 
those  patients  with  QRS  changes  as  well  as 
short  PR  intervals.  It  is  of  interest  to  note 
that  among  patients  exhibiting  the  phe- 
nomenon of  paroxysmal,  supraventricular 
tachycardia,  5 per  cent  demonstrate  a 
Wolff-Parkinson-White  type  electrocardio- 
gram, and  that  conversely  among  patients 
recording  this  tracing  70  per  cent  are  sub- 
ject to  paroxysms  of  supraventricular 
tachycardia.^*’ 

MECHANISM 

Wolff,  Parkinson  and  White  originally 
suggested  that  the  mechanism  was  based  on 
increased  vagal  tone,  implying  that  there  is 
a paradoxical  vagal  effect  with  a simultane- 
ous exercise  of  two  diametrically  opposed 
influences,  one  accelerating  conduction  be- 
tween auricles  and  ventricles  with  shorten- 
ing of  the  PR  interval,  the  other  retarding 
conduction  through  the  bundle  of  His,  giv- 
ing rise  to  the  lengthening  of  the  QRS  com- 
plex. This  concept  is  mentioned  principally 
from  the  historical  point  of  view  since  it 
is  now  usually  considered  untenable,  in  the 
light  of  recent  evidence,  by  most  observers. 
White,himself,  is  now  supporting  the  theory 
of  accessory  bundle  {v.  infra)  ; on  the  other 
hand,  Parkinson  together  with  Hunter  and 
Papp^^  hypothesize  that  the  anomalous  beat 
arises  near  but  not  within  the  sinoauricular 
node,  and  that  the  normal  ventricular  com- 
plex is  interfered  with  by  a ventricular 
extrasystole  which  arises  prematurely  and 
low  in  one  bundle  branch. 

Today,  the  most  widely  held,  although  by 
no  means  universally  accepted  theory  is  the 
hypothesis  of  an  accessory  pathway  of 
atrioventricular  conduction  which  was  first 
introduced  by  Holzman  and  Scherf^'*  in  1932 
as  a possible  explanation.  Almost  simultane- 
ously Wolferth  and  Wood®®  advanced  the 
same  hypothesis  which  they  substantiated 


*Movitt  (18)  reported  a case  in  which  the  aber- 
rant bundle  (vide  infra)  was  evidently  able  to 
conduct  the  auricular  impulses  during  supraventri- 
cular tachycardia,  leading  to  preservation  of  the 
aberrant  QRS  complex  during  the  attack. 
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histologically  in  1943.^'’  Since  this  theory  is 
the  one  for  which  there  is  the  best  suppor- 
tive experimental  data,  and  the  one  which 
lends  itself  to  the  clearest  thinking  in  deal- 
ing with  this  phenomenon,  we  will  confine 
our  discussion  to  it.  For  a comprehensive 
survey  of  all  the  theories  ever  promulgated 
as  an  explanation  of  this  subject,  the  reader 
may  refer  to  Ohnell’s  monograph  on  pre- 
excitation. 

More  than  30  years  ago  Kent  demon- 
strated histologically  a muscle  bundle  in  the 
atrioventricular  groove  which  joined  the 
right  auricle  and  right  ventricle  in  man.  He 
termed  this  structure  the  “right  lateral 
bundle.”  Interest  in  his  finding  lay  dormant 
until  the  advent  of  the  electrocardiographic 
anomaly  under  discussion,  when  in  1933 
Wolferth  and  Wood  utilized  it  in  explain- 
ing the  mechanism  of  this  pseudo-bundle 
branch  block. 

When  in  1933,  Wolferth  and  Wood-^^  pre- 
sented the  theory  of  a functioning,  conduct- 
ing right  lateral  bundle,  they  reported  nine 
cases  of  this  syndrome  which  could  not  be 
reverted  to  normal  with  exercise  or  atro- 
pine. In  presenting  their  hypothesis  they 
reasoned  as  follows : 

1.  The  short  PR  interval  is  due  to  the 
short,  direct  pathway  from  auricle  to  ven- 
tricle via  Kent’s  bundle. 

2.  The  premature  invasion  of  the  ventri- 
cular myocardium  by  this  impulse  causes: 
(a)  a slurring  of  the  initial  QRS  deflec- 
tion and  (b)  a widening  of  the  QRS  com- 
plex at  the  expense  of  the  PR  interval. 

3.  In  some  cases,  conductivity  in  the 
bundle  of  Kent  may  not  be  highly  developed. 
Consequently,  when  subjected  to  the  pas- 
sage of  impulses  at  a rapid  rate,  as  during 
paroxysmal  tachycardia,  it  may  fail  to 
function. 

4.  Kent  showed  that  retrograde  conduc- 
tion in  rats  was  possible  under  certain  cir- 
cumstances. Therefore,  a retrograde  impulse 
might  travel  from  ventricle  to  auricle  at  a 
time  when  the  physiological  state  of  the  au- 
ricular muscle  would  favor  the  inception 
of  an  abnormal  rhythm.  This  mechanism 
might  explain  the  frequency  of  paroxysmal 
tachycardia  in  these  people. 


5.  The  assumption  of  a functioning  bun- 
dle of  Kent  does  away  with  the  necessity  of 
postulating  a lesion  or  defect  in  conduction 
in  youthful  patients  without  evident  car- 
diac damage. 

6.  During  both  normal  and  abnormal 
mechanisms,  the  duration  of  the  interval 
from  the  beginning  of  the  P wave  to  the 
end  of  the  QRS  complex  tends  to  remain 
constant.  Only  one  interpretation  seems  pos- 
sible ; namely,  that  the  variable  factor  is 
early  aberrant  conduction  from  auricle  to 
ventricle.  This  does  not  interfere  with  con- 
duction through  the  junctional  tissues,  but 
alters  the  duration  and  form  of  the  initial 
portion  of  the  ventricular  complex  in  direct 
proportion  to  the  prematurity  of  arrival 
of  the  aberrant  impulse  in  the  ventricular 
myocardium. 

Then  in  1943,  these  same  authors^*^ 
studied  a case  of  typical  Wolff-Parkinson- 
White  syndrome  in  a young  boy  subject  to 
attacks  of  paroxysmal  tachycardia,  but  in 
whom  no  evidence  of  heart  disease  was  as- 
certained. The  typical  tracing  was  a con- 
stant finding.  He  died  at  the  age  of  16,  two 
hours  after  an  attack  of  paroxysmal  tachy- 
cardia. 

At  autopsy  the  heart  was  grossly  normal 
and  there  was  no  accountable  lesion.  They 
made  serial  sections  about  the  atrioventri- 
ular  groove  beginning  just  to  the  right  of 
the  aorta.  In  this  manner  they  demonstrated 
a muscle  bundle  leaving  the  auricular  mus- 
cle and  joining  the  ventricular  muscle  after 
passing  by  means  of  a bridge  of  tissue 
across  the  ventricular  cavity  just  below  the 
attachment  of  the  tricuspid  valve.  They 
demonstated  in  this  patient’s  heart  three 
such  accessory  connecting  bridges  of  muscle 
tissues  between  the  right  auricle  and  right 
ventricle,  these  connections  being  of  the 
type  which  should  be  able  to  conduct  an  im- 
pulse from  auricle  to  ventricle.  This  study 
supports  the  hypothesis  of  accessory  path- 
way conduction.  Proof  would  require  direct 
evidence  that  these  tracts  are  capable  of 
transmitting  the  excitory  process.  The  ques- 
tion of  the  incidence  of  these  accessory  bun- 
dles is  also  unanswered. 

Further  substantiating  evidence  for  this 
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theory  is  recorded  by  Rosenbaum.  Hecht, 
Wilson  and  Johnston-^  wherein  they  show 
that  the  form  of  the  ventricular  complex  in 
unipolar  leads  from  the  esophagus,  precor- 
dium  and  other  points  on  the  thorax  sug- 
gests that  in  these  cases  the  dorsal  wall  of 
the  ventricles  is  activated  prematurely  by 
impulses  of  supraventricular  origin.  They 
also  find  evidence  that  the  atrioventricular 
node  and  bundle  continue  to  function  nor- 
mally in  this  condition.  They  also  note  that 
the  anomalous  ventricular  complex  assumes 
the  normal  form  when  the  pacemaker 
shifts  to  the  lower  levels  of  junctional  tis- 
sue. These  observations  support  the  view 
that  impulses  pass  from  the  auricles  to  the 
ventricles  not  only  by  the  normal  route  but 
also  by  one  or  more  additional  channels. 

Finally,  the  work  of  Butterworth  and 
Poindexter"*  should  not  go  unmentioned. 
They  demonstrated  that  a typical  Wolff- 
Parkinson-White  pattern  could  be  repro- 
duced in  animals  by  the  artifical  introduc- 
tion of  a short  circuit  comparable  to  the 
right  lateral  bundle,  lending  further  sup- 
port to  the  hypothesis  of  premature  aber- 
rant conduction. 

In  short,  then,  there  are  good  experi- 
mental data  and  clinical  observations  to 
point  out  that  accessory  pathway  conduc- 
tion is  the  probable  mechanism  at  work 
here.  At  any  rate  it  offers  the  most  satis- 
factory working  hypothesis. 

TKOOXOSIS 

What  do  we  tell  the  patient  in  whom  a 
Wolff-Parkinson-White  syndrome  is  demon- 
strated? Is  it  necessary  to  say  anything,  or 
are  we  dealing  with  a phenomenon  of  no 
clinical  signficance?  Indeed,  we  are  faced 
with  the  dilemma  of  perhaps  creating  a car- 
diac neurosis,  once  established  difficult  to 
dislodge,  or  on  the  other  hand  of  perform- 
ing an  injustice  to  the  patient  by  not  in- 
forming him  of  a hazard  to  his  chance  for 
a long  life.  My  only  contribution  to  this 
problem  must  be  that  of  faithfully  record- 
ing both  sides  of  the  controversy. 

Lynch  and  McAllister*^®  present  the  view 
that  we  are  dealing  with  a functional  phe- 
nomenon and  that  the  patient  is  suffering 
from  an  electrocardiogram  rather  than  a 


disease.  They  would  ignore  the  finding  and 
give  the  patient  complete  assurance  for  life 
and  unrestricted  activity  on  the  basis  of 
the  cardiac  status  of  the  moment. 

Bishop^  along  the  same  line  of  thought 
brings  up  the  argument  that  when  heart 
disease  is  an  associated  finding  with  the 
syndrome  it  is  of  such  diversified  forms 
that  it  is  hardly  conceivable  that  the  organ- 
ic heart  disease  when  encountered  is  more 
than  coincidental.  He  reiterates  the  common 
observations  that  exercise  does  not  seem  to 
increase  the  frequency  of  the  attacks,  for 
they  may  well  occur  at  rest  and  that  appar- 
ently, a small  percentage  of  patients  seem 
to  outgrow  their  “electrocardiographic  dif- 
ficulty” without  first  decreasing  their 
activity. 

Boyer,-  relating  his  Army  experience 
with  this  problem,  finds  only  an  abnormally 
increased  incidence  of  psychoneurosis  in 
these  patients,  emphasizing,  of  course,  the 
importance  of  caution  when  offering  these 
patients  a guarded  prognosis. 

On  the  other  hand  are  the  many  reports 
of  the  association  of  this  pattern  with  such 
entities  as  active  rheumatic  heart  disease, 
aortic  regurgitation,  mitral  stenosis,  hyper- 
tensive heart  disease  and  thyrotoxicosis.^^’ 
Master,  Joffes  and  Deck^‘  report  a case 
with  thyrotoxicosis  without  heart  disease  in 
which  the  pattern  reverted  to  normal  after 
thyroidectomy. 

In  referring  to  this  syndrome  in  an  ad- 
dress'*' to  a group  of  insurance  medical  di- 
rectors, Frank  Wilson  remarked  that  he  did 
not  consider  this  condition  trivial.  He  re- 
counted one  patient  who  had  died  with  pro- 
longed tachycardia,  and  at  autopsy  definite 
evidence  of  myocardial  change  was  found. 

Fox'  suggests  that  it  is  conceivable  in  the 
older  age  group  that  a circulatory  difficulty 
of  the  A-V  node  due  to  coronary  sclerosis 
may  sufficiently  depress  its  functional  ac- 
tivity to  permit  the  aberrant  mechanism  to 
take  over  some  of  the  conducting  function. 

Kimball  and  Burch*®  have  collected  six 
deaths  from  the  literature  and  reported  two 
more  cases  among  which  at  least  five 
were  attributed  to  paroxysmal  tachycardia 
associated  with  the  Wolff-Barkinson- White 
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syndrome.  Three  other  deaths  were  said 
probably  to  be  due  to  paroxysms  of  tachy- 
cardia in  patients  with  a typical  picture  of 
the  syndrome.  Their  opinion  is  that  the 
Wolff-Parkinson-White  syndrome  should  be 
regarded  as  strongly  suggestive  of  definite 
evidence  of  heart  disease.  They  suggest  that 
a guarded  prognosis  be  discussed  with  a re- 
sponsible member  of  the  family  rather  than 
with  the  patient  in  order  to  avoid  precipi- 
tating a cardiac  neurosis. 

THE  WOLFF-PAKKINSON-WIHTE  SYNDROME  IN  THE 
CHARITY  HOSPITAL  IN  NEW  ORLEANS 

In  an  attempt  to  determine  how  a local 
series  of  patients  manifesting  the  Wolff- 
Parkinson-White  electrocardiogram  would 
correlate  with  the  data  accumulated  in  the 
literature,  I selected  patients  who  had 
been  reasonably  well  worked  up  and  from 
whom  at  least  one  typical  tracing  had  been 
recorded.  There  were  ten  known  patients 
of  this  description  in  the  files  of  the  Charity 
Hospital  record  library. 

hicidence:  All  but  one  of  these  patients 
were  between  the  ages  of  19  and  55  years 
and  60  per  cent  (six  patients)  were  less 
than  37.  There  were  eight  white  patients, 
two  colored  patients,  'six  females  and  four 
males.  One  colored  patient  was  a male  and 
the  other  a female. 

Heart  Disease:  Two  patients  had  no  de- 
terminable evidence  of  heart  disease.  An- 
other patient  probably  had  some  cardiac 
changes  as  the  only  typical  tracing  was  ob- 
tained when  she  was  in  profound  uremia 
which  terminated  fatally  two  months  later. 
It  is  not  known  whether  or  not  a fourth  pa- 
tient had  heart  disease,  as  the  typical  trac- 
ing was  recorded  as  a routine  procedure  be- 
fore metrazol  shock  therapy  was  instituted 
for  hebephrenic  schizophrenia. 

The  other  six  patients  had  definite  evi- 
dence of  organic  heart  disease.  It  is  well  to 
bear  in  mind  at  this  point  that  these  trac- 
ings were  not  recorded  routinely,  but  rather 
ordered  in  patients  in  whom  a determina- 
tion of  cardiac  status  was  indicated  for  one 
reason  or  another.  For  example,  in  this 
group  of  patients  there  were  five  hyperten- 
sives, three  patients  with  definite  signs  of 
failure,  and  four  patients  with  enlarged 
hearts.  Therefore,  the  presence  or  absence 


of  heart  disease  in  these  patients  is  nor  very 
significant.  However,  the  types  of  heart  dis- 
ease encountered  is  important.  That  is  to 
say,  we  would  like  to  know  if  this  electro- 
cardiographic tracing  is  common  to  any  par- 
ticular type  or  group  of  heart  diseases.  Ac- 
cordingly, a resume  of  these  cases  and  the 
type  of  heart  disease  occurring  in  them  be- 
comes essential. 

1.  A young,  white  male  suffered  a meta- 
pneumonic  empyema  in  1935,  complicated 
by  purulent  pericarditis  which  was  drained, 
leaving  him  with  an  adhesive  pericarditis. 
Five  years  later  two  typical  Wolff-Parkin- 
son-White tracings  were  recorded.  These 
were  found  to  be  of  a normal  mechanism, 
but  recorded  at  a time  of  a much  higher 
pulse  rate.  In  the  five  year  interval  he  suf- 
fered six  attacks  of  paroxysmal  tachycar- 
dia and  occasional  bouts  of  dyspnea  on  ex- 
ertion, but  no  other  difficulties. 

2.  A young  colored  male  was  in  the  psy- 
chiatric ward  with  a diagnosis  of  hebe- 
phrenic schizophrenia.  A routine  electro- 
cardiogram revealed  the  anomalous  tracing. 
It  was  regarded  as  normal  and  no  further 
cardiac  studies  were  made.  It  is  not  known 
whether  he  suffered  attacks  of  tachycardia. 

3.  An  elderly  white  female  had  hyperten- 
sion, dyspnea,  orthopnea,  ankle  edema, 
tachycardia,  precordial  pain  and  an  en- 
larged heart.  She  actually  developed  a pa- 
roxysm of  tachycardia  while  on  the  ward. 
Her  tracing  was  somewhat  equivocal  in  that 
the  PR  interval  was  somewhat  longer  than 
that  usually  seen.  There  was  no  repeat 
tracing. 

4.  A 37  year  old  white  female  was  a dia- 
betic with  hypertensive  cardiac  disease. 
She  had  an  enlarged  heart,  weakness, 
dyspnea,  ankle  edema  and  precordial  pain. 
Her  tracing  was  not  completely  typical  in 
that  the  QRS  complex  was  slurred  but  not 
of  long  duration.  The  PR  interval  was  .1 
second,  and  the  heart  rate  was  121.  An 
earlier  tracing  had  a normal  mechanism  at 
a heart  rate  of  102. 

5.  A 53  year  old  white  female  had  a typi- 
cal tracing  recorded  while  she  was  in  the 
hospital  for  management  of  her  diabetes. 
There  was  no  history  of  tachycardia  or 
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symptoms  of  heart  disease,  nor  was  there 
any  evidence  of  heart  disease  by  physical 
examination. 

6.  A 55  year  old  white  male  had  severe 
hypertensive,  arteriosclerotic  heart  dis- 
ease. He  had  many  admissions  into  the  hos- 
pital for  congestive  failure.  He  was  in  au- 
ricular fibrillation  for  two  months,  finally 
returned  to  a normal  mechanism  and  was 
discharged.  A year  and  a half  later  he  was 
admitted  again  in  congestive  failure  when 
an  electrocardiogram  was  taken.  The  trac- 
ing was  thought  to  show  Wolff-Parkinson- 
White  patterns  in  that  the  PR  interval  was 
.13  second  and  the  QRS  .14  second  with  a 
slurred  and  notched  R^.  This  was  the  only 
tracing  demonstrating  this  mechanism. 

7.  A young  white  female  was  admitted 
for  a normal  pregnancy.  An  electrocardio- 
gram was  taken  because  of  a history  of 
paroxysmal  tachycardia.  The  tracing  was 
a typical  pattern  of  pseudo  bundle  branch 
block.  She  was  normotensive,  but  had  oc- 
casional bouts  of  weakness  and  orthopnea. 
She  had  cardiac  enlargement.  The  tracing 
was  repeated  the  next  day  and  showed  the 
same  mechanism. 

8.  This  patient  was  another  young  white 
female  who  was  in  uremia  on  the  basis  of 
malignant  nephrosclerosis.  One  tracing 
demonstrated  a typical  pattern  of  aberrant 
conduction.  The  next  tracing  taken  three 
weeks  later  showed  a normal  mechanism. 
Five  weeks  later  she  expired. 

9.  A 34  year  old  white  male  was  admitted 
for  multiple  injuries  sustained  in  an  auto- 
mobile accident.  An  electrocardiogram 
made  on  that  admission  was  interpreted  as 
supraventricular  tachycardia  with  a heart 
rate  of  240  beats  per  minute.  He  was  dis- 
charged the  same  day,  to  return  a few  days 
later  with  evidence  of  increased  intra- 
cranial pressure.  An  electrocardiogram 
taken  on  this  admission  demonstrated  a 
Wolf f-Parkinson- White  pattern.  He  had  a 
past  history  of  occasional  attacks  of  tachy- 
cardia before  his  accident.  There  was  no 
evidence  of  heart  disease. 

10.  A 55  year  old  white  female  had  severe 
hypertensive  cardiovascular  disease  for  12 
years.  One  electrocardiogram  showed  a 


typical  Wolff-Parkinson-White  syndrome 
with  a 2 :1  block.  A later  tracing  showed  a 
return  to  a normal  mechanism.  There  was 
no  history  of  tachycardia. 

In  summary  it  is  noted  that  in  this  group 
of  patients  a Wolff-Parkinson-White  syn- 
drome was  associated  with  four  cases  of 
hypertensive  heart  disease,  one  arterios- 
clerotic heart  disease,  one  severe  uremia 
and  one  patient  with  adhesive  pericarditis. 

Paroxysmal  Tachycardia:  There  was  a 

history  of  paroxysmal  tachycardia  in  four 
of  these  patients.  It  is  not  known  whether 
or. not  a fifth  patient  (the  schizophrenic) 
had  a history  of  tachycardia. 

Of  this  group  of  patients  then,  we  note 
that  there  is  a high  incidence  of  associated 
heart  disease,  especially  of  hypertensive 
etiology;  this  is  explained  in  that  this  was 
not  a routine  series  of  electrocardiograms, 
and  that  hypertension  is  a common  factor 
in  heart  disease  in  the  population  of  which 
this  group  of  patients  is  representative.  As 
might  be  expected,  there  is  a high  incidence 
of  paroxysmal  tachycardia  in  the  group. 
The  distribution  of  these  patients  by  age 
and  sex  is  comparable  to  that  reported  by 
other  investigators. 

SUMMARY 

1.  The  Wolff-Parkinson-White  syndrome 
is  defined  as  the  combination  of  an  electro- 
cardiographic pattern  of  a short  PR  inter- 
val, wide,  slurred  QRS  complex  and  a nor- 
mal P-J  interval  in  a young  patient  who 
commonly  demonstrates  paroxysmal  tachy- 
cardia. 

2.  The  mechanism  of  this  pattern  is  prob- 
ably that  of  accessory  pathway  atrioven- 
tricular conduction  with  short-circuiting  of 
the  excitory  wave.  This  theory  is  explained 
and  the  evidence  in  favor  of  it  is  presented. 

3.  The  actual  significance  of  this  finding 
is  as  yet  undetermined.  Many  are  inclined 
to  dismiss  the  syndrome  as  being  without 
clinical  importance,  but  some  reported 
deaths  are  herein  discussed. 

4.  A series  of  cases  from  the  Charity 
Hospital  is  reported,  and  discussed. 
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PUBLIC  RELATIONS  PROGRAM  OF 
LOUISIANA  STATE  MEDICAL 
SOCIETY 

The  Council  on  Medical  Service  and  Pub- 
lic Relations  of  the  Louisiana  State  Medical 
Society  recently  announced  its  Public  Re- 
lations Program  fbr  the  year  1948.  The 
program  comprises  eleven  major  parts  and 
is  to  be  promulgated  under  the  leadership 
of  the  Council  in  cooperation  with  the  Ex- 
ecutive Committee  and  the  House  of  Dele- 
gates of  the  Louisiana  State  Medical  Society 


and  will  serve  as  a guidepost  to  the  com- 
ponent parish  medical  societies  throughout 
Louisiana.  Dr.  A.  V.  Friedrichs,  Chairman 
of  the  Council,  made  the  announcement. 

By  the  institution  and  fulfillment  of  the 
program  the  doctors  of  Louisiana  intend  to 
overcome  the  propaganda  issued  by  the 
Government  relative  to  a compulsory  sys- 
tem of  medical  care.  Through  a program 
of  progressive  accomplishments  by  the  med- 
ical profession,  rather  than  through  a pro- 
gram of  expensive  propaganda  as  indulged 
in  by  the  Government,  it  is  agreed  that  the 
doctors  have  the  answer  to  the  proponents 
of  socialized  medicine. 

One  phase  of  the  program,  namely,  “Gen- 
eral Public  Relations”,  provides  for  the 
presentation  of  educational  health  radio 
programs,  especially  in  the  rural  areas  of 
this  state.  A speakers’  bureau  is  to  be  estab- 
lished and  lay  persons  and  members  of  the 
profession  will  appear  before  civic  clubs, 
women’s  clubs,  parent-teacher  groups,  and 
other  interested  groups  to  present  educa- 
tional health  - talks,  talks  on  economics  of 
medicine,  voluntary,  health  insurance,  and 
numerous  other  subjects. 

An  educational  health  column  is  to  be  re- 
leased weekly  and  it  is  anticipated  that  it 
will  appear  in  all  newspapers  throughout 
Louisiana.  A news  bureau  will  be  estab- 
lished to  disseminate  pertinent  information 
to  the  general  public  relative  to  the  scien- 
tific advancements  made  by  the  profession 
and  also  to  advise  the  general  public  what 
the  medical  profession  is  doing  in  their 
behalf. 

Another  part  of  the  program  is  to  pro- 
mote voluntary  health  insurance.  The  Lou- 
isiana Physicians  Service  is  operating  the 
“Blue  Shield”  plan,  v/hich  offers  surgical 
and  obstetrical  care  and  is  sponsored  by  the 
Louisiana  State  Medical  Society.  “Blue 
Cross”  hospitalization  coverage  is  also  part 
of  the  voluntary  health  program.  Through 
this  medium  persons  who  are  willing  to  vol- 
untarily enroll  may  contribute  a monthly 
fee  and  thereby  prepay  the  costs  of  the  doc- 
tor bill  for  surgery  and  hospitalization. 

It  is  proposed  that  the  Medical  Society 
will  take  leadership  and  assist  in  the  estab- 
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lishment  of  health  councils  in  every  parish 
throughout  the  state  in  cooperation  with  all 
other  voluntary  agencies  interested  in 
health.  Another  phase  of  the  program  in- 
cludes a closer  working  relationship  with 
other  health  agencies,  societies,  and  civic 
clubs,  and  a program  and  medium  to  keep 
cooperating  government  health  agencies 
adequately  informed  of  voluntary  health 
progress. 

The  program  also  includes  the  institution 
of  a campaign  to  maintain  and  enhance 
patient-physician  relations. 

In  general,  the  program  provides  for  a 
medium  to  maintain  adequate  medical  care 
at  a cost  which  the  patients  can  afford  and 
at  the  same  time  keep  medicine  a private 
enterprise. 

In  times  past  the  position  of  the  physi- 
cians and  the  appreciation  of  the  public  left 
no  question  as  to  how  medicine  should  be 
practiced.  Now  the  doctors  have  to  fight 
to  maintain  this  position.  Active  participa- 
tion by  the  membership  is  needed. 

0 

LOUISIANA 

PHYSICIANS  SERVICE,  INC. 

A vital  contribution  of  the  physicians  of 
Louisiana  in  the  fight  against  state  medi- 
cine is  the  Louisiana  Physicians  Service, 
Inc.  The  Louisiana  Medical  Society,  as  does 
organized  medicine  in  many  states,  spon- 
sors a voluntary  sickness  insurance  plan 
which  has  been  in  operation  since  Januarv 
1,  1947.  This  is  a necessary  part  of  our 
plan  to  meet  the  criticism  that  medical  care 
is  so  expensive  that  it  is  inaccessible  to  the 
majority.  In  all  of  the  schemes  of  the  social 
planners  it  must  still  be  remembered  that 
the  public  ultimately  pays  for  medical  care 
regardless  of  the  method  by  which  payment 
is  collected.  We  wish  to  continue  to  show 
that  medicine  as  a private  enterprise,  with 
voluntary  insurance,  is  best. 

Securing  proper  adherence  of  the  public 
to  any  plan  is  largely  dependent  upon  the 
support  which  the  individual  physicians 
give  it.  When  the  physician  indicates  that 
he  is  participating,  he  renders  support  to 


the  profession.  Insurance  of  this  type  has 
little  statistical  experience  to  guide  it.  Our 
organization  is  courageously  furthering  the 
interests  of  voluntary  insurance  and  neces- 
sarily of  the  individual  member.  The  aim 
therefore  is  that  all  should  familiarize 
themselves  with  the  details,  should  partici- 
pate in  the  surgical  agreement  and  should, 
above  all  else,  acquaint  their  patients  with 
the  advantages. 

There  are  now  20,351  individuals  en- 
rolled on  our  plan.  There  are  64  plans  in 
operation  over  the  nation.  The  Louisiana 
Physicians  Service,  Inc.  is  the  46th  in  size 
over  the  country,  having  surpassed  some  18 
plans  in  growth  in  the  first  year.  The 
board  and  administrators  of  Louisiana 
Physicians  Service,  Inc.  are  to  be  congratu- 
lated on  their  achievements  thus  far.  Our 
own  protection  depends  on  our  strenuous 
collective  effort. 

o 

THE  BLOOD  BANK  SITUATION 

It  is  learned  that  recently  the  American 
Red  Cross  has  undertaken  a National  Blood 
Bank  Program  designed  eventually  to  pro- 
vide blood  and  blood  derivatives  to  the  en- 
tire nation  without  chai’ge  for  the  products. 
As  is  usual  in  matters  where  nationalization 
of  medicine  is  in  view,  the  figures  are  astro- 
nomical. The  projected  plan  is  to  spend 
§5,000,000.00  to  start  the  program  and 
§20,000,000.00  annually;  it  is  reported  that 
3,700,000  pints  of  blood  must  be  obtained 
within  the  next  year — one  pint  for  every 
35  Americans. 

The  American  Red  Cross,  while  not  po- 
litically dominated,  operates  with  govern- 
ment sponsorship ; not  with  tax  money  but 
with  public  subscription.-  The  allotment  of 
blood  and  its  products  by  the  American  Red 
Cross  would  ultimately  lead  to  the  effect  of 
having  the  Red  Cross  practice  medicine. 
The  transition  from  this  arrangement  to 
state  medicine  could  become  an  imminent 
danger. 

The  physicians  who  operate  the  blood 
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banks  of  hospitals  and  communities  have 
formed  an  association.  The  association  is 
composed  of  institutional  and  individual 
memberships.  Their  objective  is  to  pool 
their  knowledge  and  influence;  to  render 
useful  and  adequate  service.  It  seems  fit- 
ting in  the  interest  of  good  medicine  and 
the  ultimate  welfare  of  the  patient,  that 
operation  of  blood  banks  be  kept  in  the 


hands  of  those  who  have  it  now  and  of  this 
association. 

Medicine  did  not  grow  up  to  the  magnifi- 
cent cooperative  effort  it  is  now  by  the 
work  of  social  planners  and  bureaucratic 
directives.  It  is  the  work  of  physicians, 
striving  together  for  the  common  good. 
The  needs  are  not  too  big  for  such  coopera- 
tion. Jefferson  said  “Government  governs 
best  which  governs  least.” 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 

PRESIDENT  ANDERSON 


The  President  of  the  Louisiana  State 
Medical  Society,  Dr.  Gilbert  C.  Anderson, 
completes  his  term  of  office  in  April,  1948. 
As  a marker  along  the  long  road  of  service 
he  has  travelled  for  organized  medicine,  we 


take  pleasure  in  presenting  a brief  bio- 
graphical sketch. 

Dr.  Anderson  was  born  in  Jackson,  Ten- 
nessee, educated  in  the  public  schools  and 
graduated  by  Southwestern  Baptist  Uni- 
versity, of  that  city,  with  the  degree  of 
Bachelor  of  Arts.  Doctor  of  Medicine  was 
granted  by  the  College  of  Physicians  and 
Surgeons  of  Columbia  University  and  he 
served  as  intern  in  the  City  Hospital  and 
House  Surgeon  in  the  New  York  Hospital, 
both  of  New  York  City. 

During  the  first  World  War  he  entered 
the  United  States  Army  as  first  lieutenant 
and  was  immediately  assigned  to  neurologi- 
cal surgery  at  which  he  worked  at  Camp 
Greenleaf  and  General  Hospitals  Nos.  11 
and  41. 

Soon  after  discharge  two  very  important 
and  far  reaching  factors  influenced  his  life ; 
the  first  his  marriage  to  Mildred  Hodges 
Moore  of  Norfolk,  Va.  and  the  second  an 
intensive  postgraduate  course  in  neurologi- 
cal surgery  as  a Fellow  at  the  Mayo  Founda- 
tion during  the  last  year  of  which  he  was 
first  assistant  to  Drs.  Adson  and  Craig.  For 
work  done  during  and  in  connection  with 
this  Fellowship  he  was  awarded  the  degree 
of  Master  of  Science  (in  Surgery)  by  the 
University  of  Minnesota. 

Upon  completing  his  fellowship  he  came 
to  New  Orleans  and  entered  the  practice  of 
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his  specialty  late  in  1927.  He  was  appointed 
on  the  Faculty  of  Tulane  University  which 
post  he  held  until  the  founding  of  the  Medi- 
cal Center  of  Louisiana  State  University 
where  he  accepted  the  appointment  which 
he  now  holds.  Very  soon  after  his  arrival 
in  New  Orleans  he  aligned  himself  with  or- 
ganized medicine  and  has  been  active  in 
that  field  of  endeavor  until  the  present 
time,  filling  various  posts  from  time  to 
time  including  the  Presidency  of  Orleans 
Parish  Medical  Society.  He  is  on  the  staff 
of  several  hospitals  in  New  Orleans,  is  a 
member  of  local,  sectional  and  national  so- 
cieties and  a diplomate  of  the  American 
Board  of  Neurological  Surgery. 

Following  discharge  from  the  U.  S.  Army 
after  the  first  World  War  he  accepted  a 
commission  in  the  Federalized  Guard  of  the 
State  of  New  York  and  was  assigned  to  the 
71st.  Infantry  Regiment;  upon  moving  to 
Minnesota  he  joined  the  Organized  Reserve 
and  was  very  active  in  that  work  until  the 
outbreak  of  the  second  World  War  which 
found  him  a Lieutenant  Colonel  and  acting 
Colonel  in  command  of  the  312th.  Medical 
Regiment,  and  Division  Surgeon  of  the  84th 
Division,  Organized  Reserve ; he  reported 
for  active  duty  and  was  discharged  for 
physical  reasons  but  worked  during  the  war 
for  Selective  Service  as  a Member  of  Medi- 
cal Reference  Board.  He  also  served  as 
Lieutenant  and  Captain  in  the  Civil  Air 
Patrol  and  as  Lieutenant  Colonel  and  Chief 
Medical  Officer  of  the  Louisiana  State 
Guard. 

His  hobby  is  his  camp  at  Grand  Isle. 

The  past  year  the  administration  of  the 
affairs  of  the  State  Society  has  been  a diffi- 
cult task.  Problems  involving  vital  interests 
of  the  Society  have  been  numerous.  The 
ever-increasing  battle  against  political  med- 
icine has  had  to  be  fought.  The  program 
of  promoting  solidarity  in  our  ranks  and 
of  improving  our  public  relations  has  been 
effectively  supported.  The  Society  is  for- 
tunate in  having  enjoyed  the  good  effects 
of  its  president  in  so  critical  a year. 

When  Dr.  Anderson  relinquishes  the 
presidency  of  the  Society,  it  is  not  felt  that 
he  is  retiring  from  an  active  part  in  the 


affairs  of  organized  medicine  but  that  he 
is  merely  joining  the  distinguished  group 
of  past  presidents  whom  the  Society  has 
been  proud  to  honor  and  upon  whom  it  de- 
pends so  heavily  for  advice,  help  and  ma- 
terial service. 

0 

ANNUAL  MEETING 

We  wish  to  call  your  attention  to  the  ap- 
proaching meeting  of  our  State  Society  in 
Monroe,  April  12,  13,  and  14th;  headquar- 
ters in  the  Frances  Hotel.  Those  who  have 
not  yet  secured  reservations  should  at  once 
contact  Dr.  J.  W.  Cummins,  who  is  chair- 
man of  the  Hotel  and  Meeting  Rooms  Com- 
mittee. The  Annual  Meeting  this  year  will 
be  most  representative,  and  we  are  sure, 
one  of  the  largest  ever  held.  It  will  include 
an  impressive  scientific  program  and  this 
should  be  an  excellent  time  to  review  the 
scientific  progress  of  medicine  and  surgery. 
It  will  also  afford  an  opportunity  to  meet 
many  distinguished  colleagues.  Many  of 
the  speakers  are  men  of  national  and  inter- 
national reputation  who  have  demonstrated 
marked  proficiency  in  the  respective  sub- 
jects assigned  to  them.  The  following  is 
the  synopsis  of  the  meeting: 

Monday,  April  12 

Morning  and  afternoon : Meeting  of 

House  of  Delegates;  noon:  Luncheon  for 
House  of  Delegates;  evening:  General  Pub- 
lic Meeting.  This  will  probably  be  held  at 
the  Neville  High  School  Auditorium  and 
the  speakers  of  the  evening  will  be  Dr.  Mor- 
ris Fishbein,  of  Chicago,  and  Dr.  James 
E.  Ayre,  of  Montreal.  The  meeting  will  be 
an  open  forum  on  the  subject  of  Cancer. 
Tuesday,  April  13 

Morning  and  afternoon : Scientific  Pro- 

gram ; noon : Luncheon  for  Members ; eve- 
ning: President’s  Reception. 

Wednesday,  April  14 

Morning  and  afternoon : Scientific  Pro- 

gram ; noon : Specialty  Luncheons. 

Your  attention  is  particularly  called  to 
the  out-of-state  speakers.  Dr.  Ira  T.  Na- 
thanson  of  Boston,  Mass. ; Dr.  Harry  S.  N. 
Greene,  New  Haven,  Conn.;  Dr.  J.  E.  Fa- 
ber, Rochester,  Minn. ; Dr.  F.  R.  Lock, 
Winston-Salem,  N.  C. ; Dr.  Wm.  F.  Guer- 
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riero,  Dallas,  Texas;  Dr.  W.  Ambrose  Mc- 
Gee, Richmond,  Va. ; Dr.  Herbert  Mantz, 
Kansas  City,  Mo.;  Dr.  Jos.  M.  Hayman,  Jr., 
Cleveland,  Ohio ; Dr.  George  B.  Eusterman, 
Rochester,  Minn.,  and  Dr.  James  E.  Ayre, 
Montreal. 

It  is  expected  that  serious  thought  and 
attention  will  be  given  to  this  splendid  sci- 
entific program  that  has  been  arranged. 
The  doctors  of  the  Ouachita  Parish  Medical 
Society  and  their  friends  in  Monroe  are 
doing  everything  in  their  power  to  make 
your  visit  in  this  city  a pleasure,  and  a 
profitable  program  and  suitable  entertain- 
ment is  being  provided  for  everyone. 

Following  are  copies  of  communications 
received  from  the  Mayor  of  Monroe  and 
the  Secretary  of  the  Chamber  of  Com- 
merce, which  are  evidence  of  your  welcome 
to  the  City  of  Monroe. 

February  14,  1948 

Dr.  P.  T.  Talbot 
New  Orleans,  Louisiana 
Dear  Dr.  Talbot: 

It  is  my  understanding  that  the  Louisiana  State 
Medical  Society  Annual  Convention  is  to  be  held 
in  Monroe,  Louisiana,  April  12-14,  1948. 

Monroe  is  a beautiful  city  and  our  people  are 
known  for  their  hospitality.  We  are  indeed  proud 
that  your  org'anization  chose  to  have  the  convention 
here  and  we  will  do  all  we  can  to  make  it  a success. 

Please  feel  free  to  call  on  us  if  there  is  any 
assistance  we  can  render. 

Yours  very  truly, 

H.  H.  Benoit,  Mayor. 

February  13,  1948 

Dr.  W.  L.  Bendel 
Wright-Bendel  Clinic 
Monroe,  Louisiana 
Dear  Dr.  Bendel: 

We  are  delighted  to  learn  that  the  Louisiana 
State  Medical  Society  is  to  hold  its  Annual  Meeting 
in  Monroe,  beginning  April  12.  You  may  rest  as- 
sured that  your  colleagues  in  the  medical  profession 
and  their  wives  will  receive  a very  warm  welcome 
from  the  citizens  of  Monroe. 

If  this  organization  can  assist  you  in  any  way 
in  making  arrangements  for  your  convention,  we 
wish  you  to  feel  free,  to  call  on  us.  We  extend  to 
the  Medical  Society  our  best  wishes  for  a most 
successful  convention. 

Sincerely  yours, 

IJ.  G.  Bailey,  Jr.,  Manager, 
Chamber  of  Commerce. 

The  tentative  program  of  the  Woman’s 


Auxiliary  which  will  provide  wonderful  en- 
tertainment for  all  the  visiting  ladies  will 
be  found  in  the  Woman’s  Auxiliary  section 
of  this  issue. 

The  following  is  a list  of  the  committees 
and  chairmen : 

General  Chairman:  Johm  G.  Snelling. 

Advisory  Committee:  Dr.  John  G.  Snell- 
ing ; Dr.  A.  Scott  Hamilton ; Dr.  C.  P.  Gray, 
Sr. ; Dr.  J.  Q.  Graves ; Dr.  George  W. 
Wright,  and  Dr.  DeWitt  T.  Milam. 

Badges : Dr.  F.  P.  Rizzo  advises  that  ap- 
propriate badges  will  be  furnished  at  the 
Registration  Desk. 

Banquet:  Dr.  A.  V.  Miller,  Jr.  is  in 

charge  of  all  banquet  arrangements. 

Commercial  Exhibits:  Dr.  Clifford  John- 
son reports  that  he  is  receiving  the  con- 
tracts from  commercial  exhibitors  and  will 
allocate  the  proper  space  and  will  do  all  in 
his  power  to  assist  in  the  exhibits. 

Entertainments:  Dr.  C.  B.  Flinn  is  active 
in  completing  all  necessary  entertainment 
for  our  visitors. 

Budget  and  Finance:  Dr.  Henson  Coon 

will  make  disbursements  as  required  and  is 
receiving  checks  daily. 

Golf : Dr.  Fred  Marx  will  stage  a tour- 

nament, the  time  to  be  announced  later  and 
suitable  prizes  awarded.  Bring  your  clubs 
and  other  paraphernalia. 

Hotel  and  Meeting  Rooms:  Dr.  J.  W. 

Cummins  suggests  that  you  make  reserva- 
tions as  early  as  possible  and  will  select 
halls  and  rooms  at  headquarters  for  the 
various  programs. 

Lanterns  and  Projectors,  Sound  Equip- 
ment: Dr.  M.  W.  Hunter  has  both  a slide 

machine  and  motion  picture  machine  in 
readiness,  and  will  arrange  for  an  operator. 

Program:  Dr.  Glen  Gallaspy  has  charge 
of  the  program  and  will  endeavor  to  see 
that  it  is  carried  on  at  proper  time. 

Registration:  Dr.  P.  L.  Perot  will  see 

that  the  registration  desk  is  in  a conspicu- 
ous place  on  the  Cherokee  Terrace. 

Luncheons:  Dr.  B.  J.  Lecour  promises 

to  have  enough  for  everybody  to  eat. 

Scientific  Exhibits:  Dr.  J.  E.  McConnell 
promises  suitable  space  for  all  exhibits. 

Transportation : Dr.  George  Varina  will 
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arrange  for  cars  for  the  golfers  and  any 
others  who  request  them.  Please  submit 
requests  at  the  registration  desk. 

Barbecue : Dr.  D.  T.  Milam  and  Dr.  Hen- 
son Coon  will  see  that  everyone  is  well  taken 
care  of  at  the  barbecue. 

Decorations:  Will  be  taken  care  of  by 

the  Ladies  Auxiliary  Committee — “nuff 
said.” 

Please  write  or  telephone  these  chairmen 
if  they  can  be  of  any  service  to  you. 
William  L.  Bendel,  M.  D.,  Chairman, 
Publicity  Comniitee. 

0 

WELCOME  TO  THE  TWIN  CITIES 
AND  OUACHITA  PARISH 
Monroe  and  West  Monroe,  the  Twin 
Cities  of  Northeast  Louisiana  are  interest- 
ing and  traditionally  southern  cities  situ- 
ated on  opposite  banks  of  the  Ouachita 
River.  These  beautiful  cities  vividly  con- 
trast the  old  romantic  south  with  the  latest 
in  modern  community  development.  Homes, 
churches,  schools,  and  business  houses  re- 
flect the  architecture  of  our  times.  Monroe 
and  West  Monore  are  constantly  engaged 
in  joint  efforts  to  make  this  a better  com- 
munity in  which  to  live. 

Monroe’s  growth  is  the  phenomenal  story 
of  a rural  village  shedding  its  swaddling 
clothes  over  night  and  growing  into  a mod- 
ern metropolitan  city  within  a decade  with 
an  estimated  population  in  1946  of  33,000. 
West  Monroe,  which  began  to  grow  rath- 


er rapidly  following  the  developments  of 
gas  fields  had  an  estimated  population  of 
12,000  in  1946. 

The  Twin  Cities,  45,000  strong,  are  a 
staunch  pillar  in  the  economic,  commercial, 
educational,  religious,  political,  and  social 
structure  of  Louisiana. 

Selman  Field  operated  during  the  war  as 
a bombardier  and  navigation  training  cen- 
ter, is  now  leased  to  the  City  of  Monroe 
as  a municipal  airport. 

The  Twin  Cities  are  located  on  transcon- 
tinental highway  80  and  five  other  high- 
ways radiate  from  these  cities. 

The  five  largest  hotels  have  a total  of 
about  800  rooms. 

Northeast  Jr.  College  of  the  Louisiana 
State  University,  located  in  the  outskirts 
of  the  beautiful  Sherrouse  Addition,  ranks 
as  one  of  the  leading  institutions  of  the 
state. 

Natural  gas  development  began  in  1916, 
grew  in  the  next  quarter  century  to  the 
point  where  the  “Monroe  Gas  Field”  was 
the  largest  in  the  world, 

Monroe  and  West  Monroe  have  a commis- 
sion council  form  of  government.  Monroe 
owns  its  public  utilities  and  transportation 
facilities.  The  city  is  heated  with  natural 
gas.  The  Mayor  of  Monroe  is  H.  H.  Benoit; 
H.  G.  Bailey,  Jr.,  Secretary  of  Chamber  of 
Commerce.  William  Rodriguez  and  Ruffin 
Tidwell  are  Commissioners.  In  West  Mon- 
roe, the  Mayor  is  C.  C.  Bell. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


THE  COUNCIL  ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS  NOW  HAS  THREE 
WEEKLY  RADIO  PROGRAMS 
The  Council  on  Medical  Service  and  Public  Rela- 
tions now  has  three  radio  programs  on  an  active 


basis.  The  programs  are  broadcast  weekly  and 
the  radio  stations  use  the  AMA  transcribed  series 
and  present  them  in  cooperation  with  the  Council 
on  Medical  Service  and  Public  Relations  of  the 
Louisiana  State  Medical  Society  and  the  local  par- 
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ish  medical  society. 

The  two  new  stations  added  to  the  broadcast 
schedule  are  KTBS,  Shreveport,  and  KWCJ,  Natch- 
itoches. “The  Story  of  Surgery”  is  being  presented 
every  Saturday  at  4:00  p.  m.  over  KTBS  in  Shreve- 
port, and  “Keeping  Your  Baby  Well”  may  be  heard 
over  KWCJ  in  Natchitoches  every  Monday  at  3:30 
p.  m.  KNOE  in  Monroe,  the  first  station  to  present 
cur  series,  is  broadcasting  the  program  “What  to 
Do  Before  the  Doctor  Comes,”  every  Wednesday 
at  1:30  p.  m. 

All  of  the  series  are  of  a 13-week  duration  and 
when  completed  will  be  followed  by  other  series. 

Doctors  in  the  listening  areas  should  encourage 
their  patients  to  listen  to  the  broadcasts. 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  OF  LOUISIANA 

Since  this  organization  was  formed  last  July,  it 
has  made  unusual  progress.  The  national  organiza- 
tion lists  about  3,300  members,  with  45  states  and 
one  territory  represented.  Four  states  have  or- 
ganized on  a state  level,  and  many  more  contem- 
plate organization  in  the  near  future.  Kansas  City 
will  become  the  permanent  home  of  the  national 
organization  next  month.  An  executive  secretary, 
Mr.  Mac  Cahal,  probably  the  most  capable  person 
in  his  field,  has  been  employed  and  is  now  gradu- 
ally taking  over  the  active  management  of  the 
national  organization.  Plans  for  a journal  are 
expected  to  be  made  within  a year.  Louisiana  has 
been  a leader  in  the  movement  from  the  beginning. 
Not  only  was  this  the  first  state  to  organize  on  a 
state  level,  but  also  all  the  congressional  districts 
are  organized  on  a district  level.  This  will  be  the 
first  state  to  hold  a scientific  meeting  which  will 
be  held  at  the  Bentley  Hotel  in  Alexandria  on  April 
3-4.  Every  doctor  is  cordially  invited  to  attend. 
Watch  your  newspaper  for  further  news  about  the 
meeting. 

THIRD  ANNUAL  NATIONAL  CONFERENCE 
ON  RURAL  HEALTH 

Dr.  F.  S.  Crockett  And  his  committee  on  rural 
medical  service  of  the  A.  M.  A.  presented  one  of 
the  most  interesting  meetings  held  on  this  subject, 
at  the  Palmer  House  on  February  6-7.  The  theme 
of  the  program  this  year  was  Child  Welfare. 

About  three  hundred  were  present  from  all  over 
the  United  States  and  represented  outstanding 
medical  men  and  laymen  interested  in  rural  health. 
Louisiana  had  ten  representatives  including  eight 
doctors,  Mrs.  T.  R.  Tomlinson,  chairman  of  the 
rural  health  council  qf  Louisiana  and  Mr.  Frank 
Lais,  Jr.,  executive  secretary  of  our  Council  on 
Medical  Service  and  Public  Relations.  The  general 
medical  field  was  represented  by  both  specialists 
and  general  practitioners. 

The  following  items  were  almost  completely 
agreed  on  by  everyone  present. 


1.  Rural  areas  are  not  as  healthy  as  the  urban 
centers. 

2.  Rural  people,  though  obtaining  the  best  med- 
ical care  that  they  have  ever  had,  still  have  poor 
medical  care  as  compared  to  those  in  the  city. 

3.  There  is  a definite  need  all  over  the  country 
for  better  equipped  hospitals  in  rural  areas. 

4.  Rural  areas  need  more  and  better  trained 
general  practitioners,  dentists,  and  other  allied  pro- 
fessional help. 

5.  Many  rural  areas  are  badly  in  need  of  well 
located  and  well  operated  health  centers. 

6.  Teachers  in  our  educational  system  should 
be  more  health  conscious  and  should  have  some 
extra  training  in  health. 

7.  Better  medical  care  is  dependent  upon  im- 
proved economic  standards  in  many  localities.  This 
is  particularly  true  in  the  poorer  districts. 

8.  Regular  and  complete  physical  and  dental 
examinations  should  be  a “must”  in  rural  areas 
particularly  among  the  school  children.  Many 
states  are  requiring  that  school  children  be  ex- 
amined every  three  or  four  years. 

Probably  the  most  fascinating  part  of  the  pro- 
gram was  a symposium  entitled  “Rural  Youth 
Looks  at  Health”  given  by  four  youngsters,  repre- 
senting the  Grange,  the  Farm  Bureau,  the  Farm- 
ers Union  and  the  Cooperative  Milk  Producers 
Federation.  One  had  just  finished  high  school, 
two  were  still  in  college  and  one  is  a rural  school 
teacher;  all  are  probably  still  in  their  teens.  They 
opened  our  eyes  in  many  respects  because  we  were 
surprised  at  their  knowledge  of  conditions  of  rural 
health.  They  are  demanding  better  rural  health 
and  they  expect  and  will  get  better  rural  health. 

The  following  four  problems  confront  the  farmer 
today  according  to  their  presentation. 

1.  Nutrition. 

2.  Poor  health  and  poor  educational  facilities. 

3.  Few  or  no  health  units.  Poor  or  no  hospital 
facilities  in  the  community. 

4.  The  vanishing  general  practitioner. 

In  discussing  nutrition  they  stated  that  the  nu- 
trition of  the  farmer  was  poor  for  two  reasons. 
First,  that  he  had  not  been  educated  to  the  fact 
of  what  is  good  nutrition  and,  second,  that  many 
times  he  sells  off  his  best  foods  in  order  to  improve 
his  economic  condition. 

Poor  heglth  and  education  are  caused  by  a num- 
ber of  situations;  the  poor  economic  condition  of 
the  farmer  in  many  cases,  the  general  tendency  of 
everyone  to  ignore  the  farmer  in  preparing  for 
good  health  and  the  indifference  of  the  farmer 
himself  many  times  to  health  problems.  They 
stated  that  the  lack  of  education  and  poor  health 
go  hand  in  hand. 

While  cities  and  urban  centers  have  been  very 
alert  in  putting  in  health  units  and  good  hospitals, 
rural  areas  have  been  very  backward  in  carrying 
out  these  problems.  It  was  brought  out  that  this 
is  as  much  the  farmers’  fault  as  it  is  the  doctors’ 
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but  if  we  do  not  solve  them,  the  politicians  will 
ultimately  take  over.  Only  one  of  the  four  repre- 
sentatives advocated  compulsory  health  insurance; 
the  other  three  definitely  recommended  voluntary 
prepayment  medical  and  hospital  insurance  as  one 
of  the  answers  to  their  problems. 

Then  they  took  a particularly  hard  swing  at  the 
general  practitioner.  They  stated  that  the  spe- 
cialist had  taken  over  but  indicated  that  what  the 
rural  people  need  more  than  anything  else  to  give 
them  good  medical  care  is  a well  trained  general 
practitioner. 

They  are  working  on  the  above  problems  and  ex- 
pect to  solve  them. 

Health  education  was  stressed  as  an  important 
factor  in  all  school  health  programs.  It  was 
stressed  that  the  teachers  themselves'  should  be 
better  trained  in  health.  The  school  lunch  program 
in  most  cases  should  be  enlarged  and  expanded  to 
take  care  of  all,  but  community  cooperation  is  im- 
portant to  ))ut  these  projects  through. 

Rural  public  health  organizations  such  as  our 
Rural  Health  Council  in  Louisiana  is  an  important 
factor  in  looking  after  needs  of  the  people  in  rural 
areas.  The  role  of  the  Parent-Teachers  Associa- 
tion, the  health  units  and  dental  care  was  stressed. 
Woman’s  Auxiliary  organizations  can  be  called  in 
many  times  to  assist  in  putting  through  these  pub- 
lic health  programs. 

Dr.  Hoge  from  the  Surgeon  General’s  office  of 
the  United  States  Public  Health  Service  stressed 
the  importance  of  the  Hill-Burton  Bill  to  construct 
rural  hospitals.  With  one-third  of  the  total  ex- 
pense put  up  by  the  Federal  Government  and  one- 
third  by  the  state  (if  that  is  done)  this  leaves  only 
one-third  of  the  total  construction  to  be  borne  by 
the  community  and  makes  it  possible  for  many 
communities  to  have  a well  organized  hospital 
which  otherwise  they  would  not  be  able  to  afford. 

Dr.  R.  V.  Platou,  of  Tulane,  gave  a remarkable 
paper  on  the  pediatric  service  being  carried  out 
under  the  auspices  of  the  State  Board  of  Health 
and  L.  S.  U.  and  Tulane  Medical  Schools.  He 
stressed  the  role  of  the  general  practitioner  in 
connection  with  health  of  children  in  rural  areas. 

Summarizing,  it  is  realized  as  never  before  that 
rural  young  people  want  and  are  going  to  have 
good  medical  care.  They  are  willing  to  work  for 
this  and  expect  our  help  and  cooperation.  Dr. 
Crockett  and  his  committee,  the  rural  medical  serv- 
ices of  of  the  various  states  and  the  farm  people, 
through  their  own  organizations,  are  all  working 
cooperatively  to  give  good  medical  care.  None  of 
these  wants  state  or  socialized  medicine. 


NEWS  ITEM 

Dr.  L.  Roland  Young,  formerly  of  Covington, 
Louisiana,  is  now  practicing  in  Daytona  Beach, 
Florida  and  recently  received  an  appointment  as 
member  of  the  Consulting  Staff  of  the  Lake  County 
Medical  Center  in  Eustis,  Florida.  Dr.  Young  also 


recently  addressed  the  Volusia  County  Society  of 
the  International  Child  Educational  Association  on 
“Mental  or  Psychological  Prophylaxis  in  the  Pri- 
mary Grade  Child”  at  the  Lenox  Avenue  School, 
Daytona  Beach. 


EXPANSION  OF  A.  M.  A.  SPEAKERS’ 
PROJECT 

The  Board  of  Trustees  of  the  A.  M.  A.  has  as- 
signed a new  duty  to  the  Bureau  of  Health  Educa- 
tion. 

The  bureau  hereafter  will  endeavor  to  make  more 
speaking  engagements  for  traveling  members  of 
the  A.  M.  A.  headquarters  staff. 

The  idea  behind  this  assignment  is  that  when  a 
speaker  travels  a considerable  distance  from  Chi- 
cago to  attend  a meeting  or  make  an  address,  his 
time  in  the  distant  community  will  be  used  to  the 
greatest  possible  extent.  Most  communities  are 
eager  for  speakers  from  A.  M.  A.  headquarters,  and 
the  Bureau  of  Health  Education  has  been  instructed 
by  the  Trustees  to  procure  from  all  headquarters 
offices  the  names  and  speaking  qualifications  of 
traveling  representatives  from  the  A.  M.  A.  The 
Bureau  will  then  endeavor  to  arrange  additional 
engagements  in  the  community  to  which  the 
speaker  is  going  or  in  nearby  communities. 

The  Bureau  of  Health  Education  desires  particu- 
larly to  have  Women’s  Auxiliaries  to  local  medical 
societies  register  their  needs  for  speakers. 

These  requests  will  be  coordinated  with  the 
availability  of  traveling  members  of  the  A.  M.  A. 
headquarters  staff  whenever  possible,  so  as  to  fur- 
nish local  communities  with  the  service  of  these 
traveling  representatives. 

The  Bureau  will  also  be  glad  to  hear  from  the 
secretaries  of  state  and  county  medical  societies 
the  names  of  available  speakers  in  their  jurisdic- 
tions so  that  requests  for  speakers  received  at 
headquarters  can  be  referred  to  local  speakers, 
either  direct  or,  if  preferred,  through  the  secre- 
taries of  state  and  county  medical  societies. 

This  experimental  service,  if  successful,  can  be 
the  nucleus  for  the  nationwide  Speakers’  Bureau 
which,  in  coordination  with  local  speakers’  bureau 
organizations  within  the  structure  of  the  A.  M.  A., 
can  render  an  important  service  to  the  public 
through  the  medical  profession. 


THE  LOUISIANA-MISSISSIPPI  OPTHALMO- 
LOGICAL  AND  OTOLARYNGOLOGICAL 
SOCIETY 

The  Annual  Meeting  of  the  Louisiana-Mississip- 
pi  Opthalmological  and  Otolarwngolocical  Society 
will  be  held  at  the  St.  Charles  Hotel  in  New  Or- 
leans on  Saturday,  April  17. 

Program 

8:30  a.m.  Registration 
9:00  Call  to  Order 

Preliminary  Announcements 
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Appointment  of  Committees 
President’s  Address:  Dr.  Noel  T.  Sim- 
monds,  Alexandria,  La. 

Secretional  Obstruction  and  Bulbar 
Poliomyelitis,  Dr.  Thos.  C.  Galloway, 
Evanston,  111. 

The  Preparation  of  Patients  for  In- 
traocular Surgery,  Dr.  Walter  Steven- 
son, Quincy,  111. 

12:30  p.m.  Luncheon 

Executive  Session 

2:00  The  Management  of  Complications  of 

Ocular  Surgery,  Dr.  Watson  Gailey, 
Bloomington,  111. 

The  J.  Raymond  Hume  Memorial  Ad- 
dress— Vertigo:  Differential  Diagnosis 
and  Treatment,  Dr.  J.  R.  Lindsay, 
Chicago,  111. 

5:30  Cocktail  Party  for  Fellows,  guests  and 

their  ladies 

The  Registration  Fee  of  $10.00  includes 
the  luncheon  and  the  cocktail  party. 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  in 
Washington,  D.  C.,  by  the  American  Board  of  Ob- 
stetrics and  Gynecology  from  Sunday,  May  16, 
through  Saturday,  May  22,  1948.  The  Shoreham 
Hotel  in  Washington  will  be  the  headquarters. 
Formal  notice  of  the  exact  time  of  each  candidate’s 
examination  will  be  sent  him  several  weeks  in  ad- 
vance of  the  examination  dates.  Hotel  reservations 
may  be  made  by  writing  direct  to  the  Shoreham 
Hotel. 

Candidates  in  military  service  are  requested  to 
keep  the  Secretary’s  Office  informed  of  any  change 
in  address. 

Applications  are  now  being  and  will  be  received 
until  November  1,  1948  for  the  1949  examinations. 
For  further  information  and  application  blanks 
address  Paul  Titus,  M.  D.,  Secretary,  1015  High- 
land Building,  Pittsburgh  6,  Pennsylvania. 


AMERICAN  SOCIETY  FOR  THE  STUDY 
OF  STERILITY 

The  Fourth  Annual  National  Session  of  the 
American  Society  for  the  Study  of  Sterility  will 
be  held  in  Chicago  at  the  Congress  Hotel,  on  June 
21-22.  The  two-day  program  will  be  divided  into  a 
special  series  of  panel  discussions  on  male  infer- 
tility, with  papers  to  be  read  on  female  and  mis- 
cellaneous infertility  aspects,  on  the  second  day. 
Additional  information  concerning  this  meeting 
may  be  obtained  from  the  Secretary,  Dr.  John  0. 
Haman,  490  Post  Street,  San  Francisco  2,  Cali- 
fornia. 


JOHN  TOLSON  O’FERRALL,  JR. 

1885-1948 

Dr.  John  Tolson  O’Ferrall,  Jr.,  Councilor  of  the 
Second  Congressional  District,  died  in  New  Or- 
leans on  January  31,  1948.  Dr.  O’Ferrall,  a grad- 
uate of  Tulane  University  Medical  School  in  1908, 
was  an  active  and  interested  member  of  organized 
medicine  for  many  years.  He  served  on  many  com- 
mittees of  the  State  Society  and  was  Councilor  of 
the  Second  Congressional  District  from  1943  until 
his  death. 


JOSEPH  ALPHONSE  O’HARA 
1869-1948 

Dr.  Joseph  Alphonse  O’Hara,  of  New  Orleans, 
died  on  February  25.  Dr.  O’Hara  was  president  of 
the  Louisiana  State  Medical  Society  1938-39  and 
actively  interested  in  the  affairs  of  the  organiza- 
tion at  all  times.  He  was  a graduate  of  the  1900 
Class  of  Medicine  of  Tulane  University. 


WOMAN’S  AUXILIARY 

At  a meeting  of  the  Ouachita  Parish  Auxiliary 
in  January  Mr.  Frank  Lais,  Jr.  spoke  on  Louisiana 
Physicians  Service,  Inc.  and  activities  of  the  Coun- 
cil on  Medical  Service  Public  Relations  of  the  State 
Society.  Radio  programs  sponsored  by  the  Louisi- 
ana State  Medical  Society  and  the  Woman’s  Aux- 
iliary of  Ouachita  Parish  will  be  presented  through 
the  cooperation  of  KNOE  as  a public  service  fea- 
ture. The  topics  of  the  first  series  of  programs 
will  be  “What  to  Do  Until  the  Doctor  Comes”.  Mrs. 
H.  V.  Collins  will  serve  as  general  chairman  of  a 
committee  whose  object  will  be  to  present  the  aims 
and  ideas  of  the  Louisiana  Physicians  Service  to 
the  public.  Mrs.  C.  B.  Flinn  is  radio  chairman, 
Mrs.  Hayden  Cutler,  public  relations  chairman  and 
Mrs.  J.  W.  McConnell  and  Mrs.  C.  P.  Gray,  Jr., 
will  head  the  speakers’  bureau. 

Plans  were  discussed  for  the  State  Convention 
to  be  held  in  Monroe  and  capable  Mrs.  De  Witt 
Milam  was  appointed  chairman. 

Here  is  the  list  of  activities  that  are  of  impor- 
tance to  the  Auxiliary. 

Monday,  April  12 

12:00  noon — Luncheon  honoring  state  and  parish 
officers  at  the  La  Casa  Tea  Room,  $1.25. 

4-6  p.  m. — Tea  honoring  Mrs.  Warren,  Mrs. 
Owens,  Mrs.  Anderson  and  the  wives  of  the  guest 
speakers,  to  be  held  at  the  home  of  Dr  .and  Mrs. 
A.  G.  McHenry,  1810  Riverside. 

Tuesday,  April  13 

12:30  p.  m. — Barbecue,  Bernstein  Park. 

8:00  p.  m. — Banquet  and  Dinner  Dance,  Hotel 
Frances. 

Wednesday,  April  14 

12:30  p.  m. — Style  Show  and  Luncheon,  Virginia 
Hotel,  $2.00. 
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Diseases  of  Metaholism:  Edited  by  Garfield  G. 

Duncan,  M.  D.  2d  ed.  Philadelphia,  W.  B. 

Saunders  Company,  1947.  Ulus.  Pp.  1045. 

Price,  $12.00. 

The  second  edition  of  this  excellent  book,  com- 
pletely revised  and  presented  in  a new  slenderer 
format  (though  the  text  has  actually  been  some- 
what expanded)  will  be  heartily  welcomed  by  stu- 
dent, general  practitioner,  and  internist  alike. 

The  five  years  between  the  appearance  of  this 
edition  and  its  distinguished  predecessor  have 
seen  many  significant  advances  in  the  field  of 
metabolic  diseases,  and  in  no  other  text  are  these 
advances  presented  as  conveniently  and  accessibly 
as  here.  In  addition  to  the  familiar  chapters  on 
carbohydrate,  protein,  lipid,  mineral,  water,  and 
vitamin  metabolism,  all  completely  revised  new 
chapters  on  thyroid  and  kidney  disease  have  been 
added. 

Dr.  Duncan  and  his  authoritative  co-authors 
have  produced  a book  which  no  internist  or  well- 
informed  general  practitioner  can  afford  to  be 
without. 

J.  R.  Snavely,  M.  D. 


Textbook  of  Human  Physiology : By  William  F. 

Hamilton,  Ph.  D.  Philadelphia,  F.  A.  Davis 

Company,  1947.  Pp.  504.  Price  $6.00. 

Teachers  of  physiology  to  medical  students  have 
long  felt  the  need  of  a smaller  textbook  in  keeping 
with  the  length  of  time  devoted  to  the  formal  teach- 
ing of  this  subject  in  the  first  or  second  year  cur- 
riculum. Dr.  Hamilton  has  attempted  to  supply 
this  need  by  preparing  a textbook  in  which  the 
material  is  presented  dogmatically  and  restricted 
to  the  things  that  the  average  student  can  encom- 
pass in  the  short  time  he  is  in  the  Department  of 
Physiology.  Thus  the  entire  complex  field  is  pre- 
sented in  about  480  pages. 

For  the  most  part.  Dr.  Hamilton  has  succeeded 
quite  well  in  his  difficult  objective.  The  various 
sections  on  the  nervous  system,  respiration,  blood, 
cii'culation,  digestion,  fluid  exchange,  metabolism 
and  the  endocrines  are  well  organized,  adequately 
illustrated  and  the  material  clearly  presented.  By 
way  of  minor  criticism,  the  question  may  be  raised 
as  to  whether  some  of  the  material  on  methods  of 
measurements  of  circulatory  pulses,  etc.  might  not 
have  been  abbreviated  and  the  space  given  to  some 
other  topic,  such  as  the  endocrine  system.  This 
system  is  treated  in  33  pages  although  the  author 
m his  introductory  chapter  emphasizes  that  “dis- 
turbances in  endocrine  function  form  an  important 
chapter  in  modern  medicine.”  The  textbook  will  be 
chiefly  valuable  to  the  first  year  student  who  sup- 
plements his  reading  with  the  information  obtained 
from  lectures  and  who  will  go  to  the  more  detailed 


texts  for  special  and  additional  information  when 
necessary.  H.  S.  Mayerson,  Ph.  D. 


The  Physico-Chemical  Mechanism  of  Nerve  Activ- 
ity: By  David  Nachmansohn,  et  al.  Annals  of 

the  New  York  Academy  of  Sciences,  XLVIJ,  Art. 
4,  1946.  Pp.  375-602. 

This  monograph  embodies  the  lectures  given  at  a 
conference  held  under  the  auspices  of  the  New  York 
Academy  of  Sciences  in  which  the  leading  investi- 
gators in  the  field  participated.  The  lectures  cov- 
ered the  most  recent  experiments  in  the  field  of 
nerve  activity,  synaptic  transmission,  and  nerve 
metabolism.  There  are  twelve  lectures  on  various 
aspects  of  these  fields,  an  introduction  by  Tracy  J. 
Putnam,  and  a conclusion  by  John  F.  Fulton.  Much 
of  the  work  reported  is  concerned  with  the  question 
as  to  whether  the  transmission  of  nerve  impulses 
is  electrically  or  chemically  mediated.  The  electri- 
cal hypothesis  is  upheld  by  Dr.  Eccles,  whereas, 
Nachmansohn  has  given  in  detail  his  reasons  for 
believing  in  the  chemical  mediation  theory.  Of 
particular  interest  is  the  lecture  by  Dr.  Gerard 
entitled  “A  Critique  of  the  Role  of  Acetylcholine,” 
in  which  he  questions  the  importance  of  acetylcho- 
line in  junctional  transmission  in  the  central  nerv- 
ous system  and  suggests  that  the  time  is  ripe  for 
a new  concept  of  nerve  impulse  transmission. 

The  monograph  is  recommended  to  those  who  are 
interested  in  obtaining  a first  band  report  of  the 
modern  concept  of  nerve  activity  as  given  by  the 
workers  who  are  best  equipped  to  present  this 
information. 

H.  S.  Mayerson,  Ph.  D. 


PUBLICATIONS  RECEIVED 
Butterworth  & Co.  (Publishers),  Ltd.,  London, 
England  and  C.  V.  Mosby  Company,  St.  Louis: 
British  Surgical  Practice  (8  Volumes,  Volume  1), 
edited  by  Sir  Ernest  Rock  Carling,  F.  R.  C.  S., 
F.  R.  C.  P.  and  J.  Paterson  Ross,  M.  S.,  F.  R.  C.  S. 

C.  V.  Mosby  Company,  St.  Louis:  Occupational 

Medicine  and  Industrial  Hygiene,  by  Rutherford  T. 
Johnstone,  A.  B.,  M.  D.;  Hernia  (3rd  edition),  by 
Leigh  F.  Watson,  M.  D.,  F.  I.  C.  S. 

W.  B.  Saunders  Company,  Philadelphia:  Treat- 

ment in  General  Practice  (6th  edition),  by  Harry 
Beckman,  M.  D. 

Williams  & Wilkins  Company,  Baltimore;  Skele- 
tal Tuberculosis,  by  Vincente  Sanchis-Olmos,  M.  D. 

The  following  publications  were  incorrectly  listed 
in  the  January,  1948  issue: 

Lea  & Febiger,  Philadelphia:  The  Foot  and 

Ankle  (3rd  edition),  by  Philip  Lewin,  M.  D.,  F.  A. 
C.  S.;  A Primer  of  Cardiology,  by  George  E.  Burch, 
M.  D.,  F.  A.  C.  P.  and  Paul  Reaser,  M.  D.,  Surgical 
Disorders  of  the  Chest  (2nd  edition),  by  J.  K. 
Donaldson,  B.  S.,  M.  D.,  F.  A.  C.  S. 


New  Orleans  Medical 
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PRURITIS  ANI  AND  VULVAE* 

M.  T.  Van  Studdiford,  M.  D. 

AND 

L.  D.  McLean,  M.  D. 

New  Orleans 

Pruritis  ani  or  vulvae,  or  of  both,  is  a 
common  condition  and  a problem  of  general 
interest  to  physicians,  since  these  patients 
consult  not  only  their  general  practitioner, 
but  the  gynecologist,  the  proctologist,  the 
urologist,  the  internist,  the  surgeon  and  the 
dermatologist. 

The  literature  is  somewhat  confusing  and 
one  gets  the  impression  that  there  is  rather 
general  disagreement  as  to  etiology  and 
treatment,  with  different  authors  cham- 
pioning different  etiological  factors  as  the 
most  common  cause. 

SYMPTOMATOLOGY  AND  MORPHOLOGY 

The  itching  occurs  in  an  embarrassing 
location  and  because  of  this  the  patient 
often  hesitates  to  seek  the  aid  of  his  doctor 
and  in  the  meantime  applies  local  medica- 
tion suggested  by  advertisements,  friends, 
or  the  druggist.  This,  not  uncommonly, 
finally  results  in  such  an  intensification  of 
the  pruritis  from  primary  irritation  or 
dermatitis  venenata,  that  he  is  forced  at 
last  into  the  doctor’s  office  for  an  examina- 
tion. In  the  chronic  and  intractable  cases, 
the  pruritis  becomes  so  much  of  a problem 
that  it  dominates  the  patient’s  personality 
and  affects  the  course  of  his  life  as  well  as 
the  lives  of  those  with  whom  he  lives. 

The  itching  is  worse  at  night  and  keeps 

*Read  before  the  Sixty-seventli  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 


the  patient  awake,  creating  a state  of  nerv- 
ous exhaustion  approaching  hysteria.  We 
have  even  seen  the  development  of  true 
hysteria,  with  the  patient  lifting  her  pelvis 
high  off  the  bed  in  the  presence  of  family 
and  friends,  screaming  out  in  uncontrolled 
anguish,  and  scratching  the  parts  until  they 
were  almost  completely  denuded. 

A factor  that  complicates  some  cases  and 
makes  them  more  difficult  to  handle  is  that 
sometimes  an  erotic  pleasure  is  produced  by 
scratching  or  rubbing  the  inflamed  vulva 
or  anus.  On  rare  occasions  a patient  will 
confide  that  he  or  she  gets  a sensation  sim- 
ilar to  sexual  intercourse  from  the  experi- 
ence, but  more  commonly,  the  idea  will  be 
suggested  by  the  way  in  which  the  patient 
describes  the  paroxysms  of  itching. 

Although  patients  with  pruritis  ani  and 
vulvae  may  complain  with  equal  eloquence, 
they  do  not  always  present  the  same 
morphologic  picture  in  the  involved  areas. 
Some  patients  show  little,  if  any,  evidence 
of  skin  disturbance,  while  most  show  vary- 
ing degrees  of  lichenification,  thickening, 
maceration  and  excoriaton.  On  first  exam- 
ination the  areas  often  show  acute  inflam- 
mation from  the  effects  of  irritating  topical 
applications.  The  difference  in  the  amount 
of  lichenification  and  thickening  that  is 
found  has  been  explained^  by  the  fact  that 
the  constitutionally  hypersensitive  or  atopic 
individual  responds  to  repeated  scratching 
or  rubbing  by  the  formation  of  edema,  lich- 
enification and  thickening,  while  the  person 
without  this  background  does  not  respond 
to  repeated  trauma  with  the  same  pattern ; 
instead  the  skin  remains  apparently  normal. 

The  age  incidence  usually  includes  the 
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group  between  30  to  70  with  the  highest  in- 
cidence between  45  and  65.  The  disease  has 
usually  been  present  for  a year  or  more  and 
sometimes  it  is  of  15  to  20  years’  duration. 

CLASSIFICATION  AND  ETIOLOGY 

According  to  textbooks  and  much  of  the 
current  literature,  pruritis  ani  and  vulvae 
should  be  classified  into  two  groups:  first, 
primary  or  idiopathic  cases  for  which  no 
cause  can  be  found ; second,  secondary  pru- 
ritis ani  and  vulvae  in  which  some  etiologic 
factor  can  be  found.  The  following  list  is 
included  just  to  tabulate  the  various  condi- 
tions which  have  been  reported  to  be  asso- 
ciated etiologically  with  pruritis  ani  and 
vulvae. 

A.  Local  rectal 

1.  Hemorrhoids 

2.  Fissures 

3.  Fistula 

4.  Cryptitis  and  papillitis  with  strep- 
tococcic invasion  and  possible  sen- 
sitization 

5.  Rectal  constipation 

6.  Uncleanliness 

7.  Proctitis 

B.  Local  vulvar 

1.  Leukorrhea  from  any  cause  (espe- 
cially trichomonas) 

2.  Vulvitis  and  vaginitis 

3.  Uncleanliness 

C.  Parasitic 

1.  Pin  worms  in  children 

2.  Trichomonas 

3.  Monilia 

4.  Epidermophyton 

5.  Scabies 

6.  Pediculi 

D.  Chemical 

1.  Alkaline  or  acid  urine 

2.  Alkaline  or  acid  feces 

3.  Skatol  in  the  feces 

4.  Calcium  or  oxylate  crystals  in  the 
urine. 

5.  Self  or  prescribed  medication 

E.  Traumatic 

1.  Tight  fitting  girdles  or  underwear 

2.  Rough  toilet  tissue 

3.  Friction  and  moisture  in  obesity 

4.  Strong  soaps  and  hot  water  in 
bathing  • 


F.  Pelvic  conditions 

1.  Tumors  producing  congestion  of 
the  area,  including  pregnancy  and 
malignancy 

2.  Prostatitis 

G.  General  metabolic 

1.  Thyroid  dysfunction 

2.  Diabetes 

3.  Kidney  disease 

4.  Anemia 

5.  Liver  disease  particularly  with 
jaundice 

6.  Hodgkin’s  disease  and  leukemia 

7.  Degenerative  changes  in  skin  and 
mucosa  associated  with  the  climac- 
teric and  later,  senile  changes  in- 
cluiding  leukoplakia  and  kraurosis. 

H.  Allergic 

1.  Dermatitis  venenata 

a.  Local  medication  for  pruritis, 
hemorrhoids,  or  leukorrhea. 

b.  Nail  polish  and  other  substances 
accidentally  carried  by  the 
hands 

2.  Sensitivity  to  drugs  as  phenolph- 
thalein,  opium,  oral  ivy  extract 

3.  Sensitization  to  foods 

4.  Sensitization  to  bacterial  toxins 

I.  Psychogenic 

1.  Psychoneurosis  with  substitution 
phenomenon 

2.  Hysteria 

3.  Masturbation 

Most  of  the  conditions  in  the  above  list 
can  produce  anal  or  vulvar  itching  but 
when  the  cause  is  usually  obvious,  as  in  the 
case  of  pediculosis  or  trichomonas,  treat- 
ment of  the  cause  brings  prompt  relief.  In 
those  persons  with  chronic  intractable  pru- 
ritis ani  or  vulvae,  however,  we  seldom  find 
a local  or  systemic  disease  that  satisfac- 
torily explains  the  condition. 

The  importance  of  rectal  pathology  is 
often  stressed,  but  such  eminent  procto- 
logists as  L.  A.  Buie’  and  L.  G.  Bodkin® 
say  that  seldom,  if  ever,  do  they  recognize 
local  rectal  pathology  as  being  an  actual 
causative  factor.  Bodkin  states  that  in  “95 
per  cent  of  cases  seen  by  the  proctologist, 
no  observable  lesion  or  disease  can  be 
demonstrated.”  Buie  states  that  the  “in- 
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stances  in  which  an  anal  sinus,  a hemor- 
rhoid, an  ulcer,  a fissure,  a stricture,  or 
something  of  that  kind,  can  be  found  are 
rare.”  Further  evidence  against  these  fac- 
tors as  being  entirely  responsible  for  in- 
tractable pruritis  is  the  fact  that  when  such 
local  conditions  are  found  and  are  removed 
surgically,  the  pruritis  is  either  not  ben- 
efited or  at  the  best  is  only  temporarily 
relieved. 

Probably  the  next  most  frequently  cited 
cause  for  pruritis  ani  and  vulvae  is  the 
fungi,  either  a species  of  the  epidermophy- 
ton  or  Monilia  olbacans.  If  the  fungi  are  so 
frequently  the  cause,  and  we  believe  the 
mycologists  who  tell  us  that  no  disease 
should  be  classified  as  being  caused  by  a 
fungus  without  at  least  demonstrating  the 
fungus,  either  by  scrapings  or  by  culture, 
then  we  wonder  why  some  scientifically 
minded  individual  has  not  settled  the  mat- 
ter by  publishing  a sizable  series  of  cases 
with  cultural  proof.  The  answer  to  this  is 
the  fact  that  the  demonstration  of  a patho- 
genic fungus  is  very  difficult  in  these  cases. 
Although  most  of  the  patients  we  see  have 
been  treated  for  a mycotic  infection  with 
various  fungicidal  preparations,  including 
gentian  violet,  Whitfield  ointment  and  car- 
bolfuchsin  paint,  the  evidence  for  fungus  in- 
fection is  rather  flimsy.  The  diagnosis  is 
apparently  made  because  the  area  involved 
is  usually  circular,  superficial  mycotic  in- 
fection of  the  inguinal  region  and  buttocks 
is  rather  common,  and  the  most  prominent 
symptom  of  dermatomycosis  is  itching. 
Furthermore,  everyone  expects  fungi  to 
grow  in  a moist  intertrigenous  area.  In- 
tractable pruritis  ani  or  vulvae  is  rarely 
seen  in  association  with  typical  tinae  of  the 
inguinal  region  or  buttocks  and  the  cases 
we  see  have  not  been  helped  by  fungicides. 

While  it  is  perfectly  true  that  pruritis 
is  a symptom  and  not  a disease  in  itself,  a 
thorough  physical  examination  is  frequent- 
ly completed  without  a satisfactory  explan- 
ation for  the  intense  itching  that  occurs  in 
these  cases. 

There  are  certain  factors,  however,  that 
characterize  the  patients  we  see.  In  the 
first  place,  these  individuals  possess  the 


same  type  of  personality.  They  are  hard- 
working, overactive  and  restless,  with  more 
plans  than  they  can  accomplish.  They  do 
their  own  and  other  people’s  work  and  drive 
themselves  mercilessly.  At  the  same  time 
they  worry  over  trifles  and  have  a tendency 
to  be  emotionally  unstable.  They  all  have 
symptoms  of  nervous  exhaustion.  These  pa- 
tients do  not  know  how  to  relax.  They  do 
well  while  occupied  with  their  tasks  during 
the  day  but  at  night  they  are  restless  and 
mentally  active.  After  a short  period  of 
physical  inactivity,  the  edema  that  has  been 
maintained  during  the  day  begins  to  subside 
and  it  is  then  that  the  pruritis  becomes 
their  major  problem.  After  a night  spent 
with  only  snatches  of  sleep  they  are  tired 
and  exhausted,  but  feel  better  later  in  the 
day  when  they  again  become  active.  These 
people  live  on  nervous  energy  and  the 
vicious  cycle  is  perpetuated.  It  is  like  a 
squirrel  in  a cage  trying  to  catch  his  tail: 
exhaustion  is  the  result. 

In  the  second  place  there  is  usually  some 
precipitating  problem  which  the  individual 
cannot  satisfactorily  solve  or  adjust,  such 
as  financial  worries  or  family  troubles.  The 
joke  about  the  cause  of  a man’s  pruritis 
ani  being  traced  to  the  stack  of  unpaid  bills 
hidden  under  the  seat  of  his  easy  chair, 
and  cured  by  a legacy  from  his  rich  old 
uncle,  might  not  be  so  far  wrong  in  some 
cases. 

When  this  precipitating  factor  or  seem- 
ingly insurmountable  problem  occurs  in  an 
individual  with  the  previously  mentioned 
constitutional  background,  there  is  usually 
the  development  of  a substitutive  mechan- 
ism. Some  organ  or  system  of  the  body  is 
selected  and  it  acts  as  the  shock  organ  for 
the  personality  as  a whole.  Such  individuals 
may  develop  any  one  of  a long  list  of  func- 
tional diseases,  including  conditions  of  the 
cardiovascular  system,  gastrointestinal  sys- 
tem, and  so  on. 

The  third  factor  of  importance  is  the 
selection  of  the  anus  or  the  vulva  as  the 
shock  area.  This  is  accomplished  most  prob- 
ably by  some  irritation  in  the  area  which 
focuses  the  attention  of  the  personality 
there.  This  localizing  irritation  that  makes 
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the  individual  conscious  of  the  anus  or  vul- 
va may  be  due  to  any  of  the  factors  pre- 
viously tabulated.  We  would  like  to  empha- 
size several  conditions  which  seem  to  act 
as  the  trigger  mechanism  in  some  cases. 
During  the  climacteric,  in  women  particu- 
larly but  also  in  men,  the  skin  and  mucous 
membranes  not  only  begin  the  degenerative 
changes  seen  to  culminate  in  senility  but 
the  skin  is  more  sensitive  to  mechanical  irri- 
tation.^ Most  patients  would  fall  into  this 
age  group.  Hemorrhoids  and  fissures  are 
common  ailments  and  frequently  associated 
with  a mild  pruritis.  A purulent  discharge 
from  trichomonas  or  any  other  cause  is 
usually  associated  with  some  pruritis.  Em- 
phasis should  be  laid  upon  the  drugs  used 
in  the  treatment  of  leukorrhea  with  caution 
against  strong  irritating  chemicals  and 
drugs  with  a high  index  of  sensitivity.  We 
have  also  known  cases  of  intractable 
pruritis  ani  that  began  with  the  surgical 
removal  of  hemorrhoids,  probably  due  to 
sensitivity  of  the  patient  to  the  accompany- 
ing antiseptic  applications.  We  believe  that 
not  infrequently  the  primary  irritation  is 
due  to  tight  fitting  girdles  or  underclothes. 
Patients  are  sometimes  seen  with  pruritis 
ani  or  vulvae  who  also  have  itching  of  the 
ear  canals  and  eyelids.  Some  of  these  cases 
have  proved  to  be  due  to  sensitivity  to  nail 
polish. 

Kraurosis  and  leukoplakia  are  conditions 
which  must  be  recognized  and  distinguished 
from  the  lichenification  and  maceration  of 
pruritis  ani  and  vulvae.  Leukoplakia  does 
not  differ  in  its  appearance  on  the  mucous 
membrane  of  the  vulva  or  anus  from  that 
occurring  in  the  mouth.  Kraurosis  is  asso- 
ciated with  marked  atrophy  and  atresia  of 
the  orifice.  These  conditions  are  malignant 
or  develop  malignancy  in  approximately 
20  per  cent  of  cases. 

TREATMENT 

It  is  often  a very  difficult  problem  to 
gain  the  confidence  of  a patient  with  pruri- 
tis ani  and  vulvae  and  to  insure  cooperation 
in  carrying  out  a schedule  of  treatment. 
They  greet  you  with  the  statement  that 
they  have  a drug  store  on  their  cabinet 
shelves  and  that  they  have  tried  every 


known  ingredient  suggested  by  friends, 
druggists,  and  doctors,  without  success. 
They  want  and  demand  radical  measures, 
which  probably  accounts  for  the  extensive 
surgery  of  nerve  cutting,  sloughing  alcohol 
injections  and  tattooing  procedures  that  are 
all  too  frequently  performed.  Suffice  it  to 
say,  that  a high  percentage  of  recurrences 
occur  after  these  procedures  and  we  do  not 
recommend  their  use. 

One  of  the  most  important  things  to  re- 
member is  that  the  itch  cannot  be  controlled 
by  counterirritants  or  strong  medication. 
One  cannot  burn  the  itch  out  because  the 
medication  acts  in  the  same  way  that 
scratching  does  and  the  vicious  cycle  is 
simply  perpetuated. 

The  procedure  we  use  in  the  treatment 
of  these  cases  is  simple.  We  try  to  give  the 
patient  some  insight  into  the  cause  for  his 
or  her  itching.  Any  of  the  factors  that 
might  have  acted  as  the  trigger  mechanism 
are  dealt  with  accordingly.  We  recommend 
the  use  of  loose-fitting  underwear.  For  men 
the  loose-fitting  one-piece  garment  is  ex- 
cellent, whereas  tight  shorts  and  jockey 
strap  shorts  are  particularly  bad.  The  most 
satisfactory  way  to  relieve  a paroxysm  of 
itching  and  at  the  same  time  soothe  the 
inflamed  skin  is  by  means  of  wet  com- 
presses. We  use  a solution  of  boric  acid  and 
corn  starch  at  room  temperature,  and  ad- 
vise the  maintenance  of  the  pack  in  position 
much  in  the  same  way  that  a sanitary  nap- 
kin is  worn.  These  packs  should  be  worn 
even  during  sleep  while  the  condition  is 
severe.  Compresses  are  essential  when  the 
area  shows  evidence  of  acute  irritation  by 
local  medication  as  often  the  tissues  will 
not  even  tolerate  plain  petrolatum.  The 
parts  are  kept  clean  by  applying  a zinc  ox- 
ide ointment  containing  benzocaine  directly 
before  bowel  movements  and  gently  spong- 
ing the  area  afterward  with  moistened  soft 
toilet  tissue  or  absorbent  cotton.  A supposi- 
tory containing  benzocaine  is  inserted 
twice  a day  and  if  there  is  an  area  of  macer- 
ation and  dermatitis  around  the  anus  or 
there  is  involvement  of  the  vulva,  then  the 
zinc  oxide  ointment  is  applied  more  often. 
The  benzocaine  acts  effectively  only  on  the 


Loveman — Spread  of  Poliomyelitis 


449 


mucous  membrane  and  the  muco-cutaneous 
junction.  The  hands  should  be  restrained 
during  sleep.  The  patient  is  instructed  to 
get  up  early  and  not  to  take  naps  during  the 
day,  to  avoid  “turning  the  clock.” 

Small  doses  of  phenobarbital  taken  dur- 
ing the  day  and  one  hour  before  bedtime 
usually  do  a great  deal  to  help  this  type  of 
person  relax.  We  find  that  many  women, 
even  though  they  have  ceased  menstruating 
several  years  previously,  still  have  symp- 
toms of  the  menopausal  syndrome  and 
estrogenic  substances  are  indispensable  in 
the  treatment  of  their  condition.  The  estro- 
gens not  only  serve  to  modify  the  nervous 
tension,  but  also  have  a physiological  effect 
upon  the  skin  and  mucosa  of  the  area 
involved. 

X-rays  have  come  in  for  some  unjust 
criticism  in  the  treatment  of  pruritis  ani 
and  vulvae  because  their  use  has  been 
abused.  When  used  intelligently,  however, 
they  can  be  of  unquestionable  aid.  It  must 
be  remembered  that  x-rays  will  not  cure 
the  patient.  The  beneficial  effect  is  at- 
tained by  anesthetizing  the  nerve  endings 
in  the  area,  which  relieves  the  pruritis  long 
enough  to  interrupt  the  vicious  cycle  of  itch, 
scratch,  dermatitis,  itch,  and  so  on,  and  al- 
low the  skin  to  regain  its  normal  state. 
Large  doses  are  unnecessary  and  75  to  100 
r should  be  sufficient.  Usually  four  or  five 
weekly  treatments  give  the  necessary  time 
interval  and  no  more  radiation  is  given.  If 
the  pruritis  is  not  relieved,  then  there  is 
failure  in  one  of  the  other  aspects  of  treat- 
ment and  further  radiation  would  not  be  of 
any  benefit. 

CONCLUSION 

In  conclusion,  we  want  to  emphasize  that 
in  spite  of  the  fact  that  in  the  majority  of 
cases  no  organic  lesion  is  found  either  local- 
ly or  systemically  that  entirely  explains  the 
pruritis  ani  and  vulvae,  none  the  less  a care- 
ful examination  should  be  made. 

Most  cases  seem  ,to  present  this  combina- 
tion of  circumstances : some  irriation  to  the 
area  focuses  the  attention  of  the  personality 
on  the  vulva  or  anus;  this  occurs  in  an  in- 
dividual who  has  a constitutional  back- 
ground of  nervous  instability  and  who  at 


this  particular  time  has  some  serious  worry 
or  problem.  The  anus  or  vulva  thus  be- 
comes the  outlet  or  shock  organ  and  a 
vicious  cycle  is  set  up.  It  must  be  borne  in 
mind  that  there  are  two  cycles  instead  of 
one  as  commonly  recognized.  First,  the  local 
skin  cycle  of  itch,  scratch,  dermatitis,  itch, 
and  secondly,  the  vicious  cycle  of  overactiv- 
ity, worry,  nervous  exhaustion,  or  emotional 
instability.  Both  of  these  cycles  must  be 
understood  and  dealt  with  in  obtaining  re- 
sults in  the  treatment  of  pruritis  ani  and 
vulvae. 

REFERENCES 

1.  Hailey,  Howard,  and  Hailey,  Hough  ; Pruritis  ani  et 
vulvae.  Arch.  Dermat.  & Syph.,  40  :726,  1939. 

2.  Shapiro,  A.  L.,  and  Rothman,  S.  : Pruritis  ani,  a 

clinical  study,  Gastroenterol.,  5 :155,  1945. 

3.  Buie,  L.  A.,  Bargen,  *J.  A.,  and  Rankin,  P.  W.  : The 

Colon.  Rectum,  and  Anus,  Philadelphia,  W.  B.  Saunders 
Co.,  1932. 

4.  Bodkin,  L.  G.  : Oral  therapy  for  pruritis  ani.  Am. 

J.  Digest.  Dis.,  12:255,  1945. 

5.  Reynolds,  S.  R.  M.  et  al.  : Dermovascular  effects  of 

esti'ogen  in  women  with  menopausal  flushes,  Surg.,  Gynec. 
& Obstet.,  73  :206,  1941. 

6.  Terrell,  E.  H.,  and  Terrell.  R.  V.  ; Pruritis  ani, 
South.  M.  .1.,  31  :907,  1938. 

7.  Stokes,  ,1.  H.  : Pruritis  ani,  clinical  analysis.  New 

Internat.  Clin.,  1 :147,  1940. 

8.  JlcCutchan,  G.  R.  : Pruritis  ani.  Am.  J.  Digest.  Dis., 

12  :171,  1945. 

9.  Montague,  .1.  F.  : Incidence  of  etiological  factors  in 

pruritis  ani,  M.  .1.  & Rec.,  130  :C>3,  1929. 

10.  Rugeley,  P.  R.  : Allergic  causes  of  pruritis  ani,  Ann, 

Allergy,  4 :372,  1946. 

0 

THE  PRESENT  STATUS  OF  OUR 

KNOWLEDGE  CONCERNING  THE 
SPREAD  OF  POLIOMYE- 
LITIS* 

DAVID  E.  LOVEMAN,  M.  D. 

New  Orleans 

INTRODUCTION 

Besides  having  a personal  interest  in 
poliomyelitis,  I selected  this  topic  in  order  to 
try  to  bring  together  and  evaluate  much  ex- 
perimental data  that  have  been  performed  in 
somewhat  of  a haphazard  fashion.  One  must 
admit  at  the  beginning  that  there  is  still 
little  or  no  direct  data  upon  which  to  build 
a picture  of  how  the  virus  enters  the  human 
body,  from  what  sites  it  invades  the  central 
nervous  system,  and  in  what  peripheral  site 

* Awarded  the  Jacob  C.  Geiger  Medal  for  the 
best  thesis  submitted  to  Tulane  Medical  School  on 
a public  health  problem  that  is  of  importance  to 
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it  multiplies  or  is  liberated.  I used  the 
word  “virus”  in  the  above  statement,  yet 
we  cannot  be  certain  that  poliomyelitis 
actually  is  a viral  disease ; it  may  be  proved 
later  to  be  a deficiency  disease  or  a disease 
that  belongs  in  a category  hitherto  un- 
described. Furthermore,  at  present,  the  hu- 
man being  is  the  only  known  reservoir  of 
the  virus,  and  the  monkey,  the  only  known 
experimental  animal.  Finally,  it  is  neces- 
sary to  theorize  from  a few  facts,  to  cor- 
relate these  theories  with  clinical  experi- 
ence and  then  to  draw  conclusions  which 
are  at  best  only  shrewd  guesses. 

In  this  paper  I shall  present  experi- 
mental data  which  deals  with  the  transmis- 
sion of  poliomyelitis  and  attempt  to  corre- 
late these  experiments  with  what  has  been 
observed  clinically.  Conclusions  will  be 
drawn  and  finally,  postulations  will  be  pre- 
sented which  I believe  deserve  serious 
thought  and  experimentation  in  the  near 
future. 

rUOI'EUTIES  op  THE  VIRUS 

That  the  etiology  of  poliomyelitis  is  viral 
in  nature  must  be  accepted  as  a working 
hypothesis  at  present.  While  not  definitely 
proved  that  the  agent  is  a virus,  it  behaves 
in  a manner  similar  to  members  of  the  virus 
group,  in  that  it  cannot  be  seen  with  the 
microscope ; that  it  lives  intracellularly  and 
depends  on  living  cells  for  growth  and  that 
it  is  highly  specific,  being  a strictly  neuro- 
tropic agent.  With  the  aid  of  the  newly  de- 
veloped electron  microscope,  it  is  estimated 
that  its  size  is  approximately  10  mu  to  12 
mu,  one  of  the  smallest  viruses  known. 

That  the  poliomyelitis  virus  is  an  espe- 
cially hardy  one,  is  shown  by  its  remarkable 
resistance  to  physical  ^and  chemical  agents. 
It  withstands  drying  m vacuo  for  at  least 
a month  and  exposure  to  50  per  cent  gly- 
cerine for  several  years.  Phenol,  ether, 
acetate,  gastric  and  intestinal  juices,  bile 
and  icebox  temperatures  do  not  destroy  the 
virus,  while  copper  sulfate,  mercurochrome, 
mercury  bichloride,  potassium  hydroxide, 
potassium  permanganate  in  concentrations 
of  0.1  per  cent  and  50  degrees  C.  (30  min- 
ute) heat  do  inactivate  the  agent. ^ Filtra- 
tion and  chlorination,  in  a concentration 


usually  employed  in  water  purification,  are 
ineffective  in  removing  the  virus.* 

Of  all  the  viruses  known  to  attack  the 
human  nervous  system,  the  virus  of  polio- 
myelitis has  the  most  limited  of  host  range. 
The  virus  isolated  from  human  tissue  has 
been  found  to  be  pathogenic  only  for  certain 
monkeys  and  chimpanzees  and  not  for  mice, 
guinea  pigs  or  rabbits.  Many  investigators 
have  attempted  to  adapt  strains  of  the 
virus  to  the  rat  or  guinea  pig,  but  for  the 
most  part  these  experiments  have  not  been 
successful,  and  the  conclusions  drawn  from 
such  experiments  are  of  doubtful  value 
when  applied  to  the  human  form  of  the  dis- 
ease. The  poliomyelitis  virus  exhibits  strict 
neuronotropism  and  will  not  multiply  in 
the  undifferentiated  embryonic  chick  or 
mouse  tissues. 

There  are  many  immunologically  distinct 
types  of  the  poliomyelitis  virus  and  the  anti- 
bodies developed  against  one  type  will  not 
protect  against  another,  so  that  secondary 
attacks  due  to  a heterogenous  strain  are 
possible.  Finally,  the  virus  seems  to  consist 
entirely  of  protein,  or  of  protein  in  combin- 
ation with  nucleic  acid.'’’ 

I‘OUT.\ES  OE  E.NTUy 

Most  of  the  conclusions  concerning  the 
method  by  which  the  virus  gains  access  to 
the  human  body  have  been  drawn  from  ex- 
perimental work  done  on  the  rhesus  mon- 
key, animals  which  actually  are  not  sus- 
ceptible to  the  disease.  Many  times  these 
conclusions  have  not  been  correlated  with 
clinical  experience  and  simple  logic;  there- 
fore, much  chaos  has  arisen  concerning  the 
evaluation  of  these  data.  However,  these 
animals  are  the  only  ones  available  in  num- 
bers to  perform  the  e.xperiments  upon  and 
we  must  make  the  most  of  an  obviously 
handicapping  factor  in  the  experimentation 
of  poliomyelitis. 

The  human  portal  of  entry  concerns  us 
for  many  reasons,  but  particularly  if  it 
gives  a clue  as  to  what  carries  the  virus.  Is 
the  virus  associated  in  nature  with  a drop- 
let of  nose  spray;  with  contaminated  food 
or  other  objects;  or  with  a contaminated 
biting  insect?  In  order  to  view  the  experi- 
ments concerning  each  of  these  possibilities 
with  a critical  eye,  we  may  begin  with  what 
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is  known  concerning  the  sites  of  predilec- 
tion and  the  selective  sites  of  location  of  the 
virus  in  the  human  body.  The  most  exten- 
sive work  on  this  has  been  done  by  Sabin 
and  Ward.^  Their  work  is  most  illuminating 
on  this  subject  because  it  deals  with  human 
tissues  affected  with  poliomyelitis  and  not 
that  of  monkeys.  They  set  out  to  determine : 

(a)  whether  or  not  a certain  system  was 
affected;  (b)  what  might  be  the  centrifugal 
or  centripetal  pathways  pursued  by  the  vi- 
rus outside  the  central  nervous  system,  and 
(c)  whether  or  not  at  the  time  of  death 
the  virus  is  distributed  indiscriminately 
throughout  the  central  nervous  system. 
Their  material  was  derived  from  necropsies 
of  six  or  more  human  cases  of  poliomye- 
litis, under  aseptic  conditions  and  an  in- 
dividual handling  of  each  tissue  or  group 
of  tissues  to  be  tested.  The  tissues  were 
ground  up,  centrifuged  and  extracted  with 
ether  and  were  then  inoculated  intracereb- 
rally  into  rhesus  monkeys.  If  the  monkey 
developed  flaccid  paralysis,  experimental 
poliomyelitis  was  diagnosed.  The  monkeys 
either  died  or  were  killed  and  the  detection 
of  typical  lesions  by  pathologic  means  was 
determined;  finally,  passage  of  the  virus 
from  these  monkeys  to  a second  series  of 
monkeys  was  performed.  Their  results  on 
the  distribution  of  the  virus  in  the  tissues 
of  fatal  cases  of  poliomyelitis  are  as  fol- 
lows : 

(a) .  The  absence  of  demonstrable  virus 
in  the  olfactory  bulbs  and  anterior  per- 
forated substance  indicates  that  the  olfac- 
tory pathway  need  not  be  affected  in  human 
beings. 

(b) .  The  absence  of  virus  in  the  nasal 
mucosa  suggests  that  it  is  not  the  site  of 
virus  multiplication  and  dissemination. 

(c) .  The  absence  of  virus  in  the  salivary 
glands  indicates  that  the  saliva  is  not  a 
likely  means  for  its  elimination. 

(d) .  The  positive  results  with  the  tonsils 
and  pharyngeal  mucosa,  are  probably  due  to 
the  pharyngeal  tissue  rather  than  the  ton- 
sils. 

(e) .  Next  to  the  central  nervous  system 
the  virus  is  distributed  predominantly  in 
the  alimentary  tract  and  is  present  not  only 


in  the  contents  but  also  in  the  washed  walls 
of  the  various  parts  of  the  tract  including 
the  pharynx,  ileum,  and  occasionally  the 
colon. 

(f) .  Infection  of  the  walls  of  the  ali- 
mentary tract  appears  to  be  the  result 
neither  of  the  generalized  dissemination  of 
the  virus  nor  of  secondary  centrifugal 
spread,  but  rather  that  of  primary  locali- 
zation or  po7'tal  of  ent7"y. 

(g) .  The  distribution  of  virus  in  the 
central  nervous  system  is  limited  to  certain 
areas  and  is  not  as  indiscriminately  dis- 
seminated as  viruses  which  can  invade 
through  the  blood  vessels  (equine  enceph- 
alomyelitis), or  those  which  having  entered 
by  a specific  nervous  pathway,  are  capable 
of  extensive  centrifugal  spread  (rabies). 

(h) .  In  the  absence  of  evidence  of  any 
appreciable  centrifugal  spread  to  peripheral 
collections  of  nerve  cells,  the  demonstration 
of  virus  in  the  abdominal  sympathetic  gang- 
lia of  one  case  is  significant  in  suggesting 
one  of  the  possible  routes  of  virus  pro- 
gression in  certain  instances. 

Thus  it  can  be  concluded  that  the  virus 
is  distributed  predominantly  in  two  sys- 
tems: (1)  certain  regions  of  the  nervous 
system  and  (2)  the  alimentary  tract. 

With  the  sites  of  location  of  the  polio- 
myelitis virus  in  the  human  body  in  mind, 
we  may  now  proceed  to  consideration  of  the 
vast  amount  of  data  concerned  with  the  ex- 
perimental portals  of  entry  of  the  agent. 
Most  of  this  work  has  centered  around  in- 
fecting rhesus  monkeys  by  three  routes: 
(1)  the  olfactory  portion  of  the  nasal  mu- 
cosa; (2)  the  mucosa  of  the  digestive  tract, 
(3)  subcutaneous  and  intracutaneous  in- 
oculation. 

To  begin  with  it  might  be  well  to  state 
the  conception  of  Toomey®  concerning  the 
obligate  affinity  of  the  poliomyelitis  virus 
for  grey  fibers  of  the  nervous  system.  He 
postulates  that  the  only  way  the  virus  can 
be  absorbed  in  the  human  being  is  by  grey 
end  fibers  of  somatic  or  autonomic  nerves, 
and  once  absorbed  from  these  sites  it 
spreads  along  the  axis  cylinders  toward  the 
central  nervous  system  and  causes  damage 
only  when  it  reaches  the  nerve  cell.  In 
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other  words,  it  is  only  when  the  virus  comes 
into  contact  with  these  fibers  it  can  be  ab- 
sorbed and  thus  spread  to  the  vital  nerve 
cell.  That  this  is  true  is  well  demonstrated 
in  experiments  and  in  nature.  The  polio- 
myelitis virus  must  be  widely  disseminated 
in  nature,  yet  everyone  does  not  contract 
the  disease,  due  possibly  to  many  factors, 
but  one  in  particular,  that  is,  that  the  virus 
does  not  come  into  contact  with  grey  fibers 
of  those  who  remain  well.  In  the  labora- 
tory, monkeys  have  been  exposed  to  the 
virus  under  similar  conditions,  yet  not  in 
any  report  have  all  the  animals  displayed 
the  clinical  and  pathologic  picture  of  polio- 
myelitis, thus  in  some  the  grey  fibers  must 
not  have  been  exposed  to  the  agent.  That 
the  grey  fibers  are  the  ones  affected  is 
shown  by  the  fact  that  they  are  the  only 
ones  usually  affected  in  the  disease.  From 
this  conclusion,  one  can  see  that  the  portal 
of  entry  may  be  any  of  the  three  mentioned 
above,  provided  that  the  greiy  fibers  of 
that  tissue  come  into  contact  with  and  ab- 
sorb the  virus. 

THE  OLFACTORY  PORTION  OF  THE  NASAL  MUCOSA 

The  observations  of  earlier  workers 
seemed  to  point  to  the  fact  that  the  polio- 
myelitis virus  spreads  in  nature  by  means 
of  contact  of  a susceptible  person  with  an 
infected  one.  It  was  surmised  that  this  was 
accomplished  by  means  of  infected  droplets 
of  nose  spray.  This  led  to  much  experi- 
mental work  with  monkeys,  which  were  in- 
oculated with  the  washings  of  the  naso- 
pharynx of  known  cases  of  poliomyelitis. 
Usually  these  reports  showed  that  from 
one-half  to  three-quarters  of  the  animals 
developed  poliomyelitis;  this  was  consid- 
ered proof  that  the  virus  was  present  in  the 
nasopharynx  and  lent  support  that  the  virus 
of  poliomyelitis  was  spread  by  human  con- 
tact.'’ Other  experiments  were  performed 
in  which  the  virus  was  instilled  intranasally 
in  monkeys.  The  animals  were  found  to  be 
easily  infected  by  this  method  and  necropsy 
studies  on  them  showed  inflammatory  in- 
filtration along  the  olfactory  pathway.  If, 
however,  this  pathway  were  surgically  in- 
terrupted or  the  nasal  mucosa  were  treated 
with  certain  chemicals,  infection  could  not 


be  produced.  These  data  presented  a strong 
argument  that  the  virus  was  spread  from 
one  person  to  another  by  the  nasopharynx 
of  one  becoming  infected  with  droplets  of 
nose  spray  from  the  other.  Lending  sup- 
port to  this  argument  was  the  anatomically 
known  fact  that  the  olfactory  mucosa  is  the 
region  where  the  nerve  endings  are  nakedly 
exposed  to  the  exterior,  and  the  region 
where  the  virus  could  realize  immediate 
contact  with  nerve  cells, so  that  until  the 
past  few  years  it  was  widely  held  that 
the  common  natural  portal  of  entry 
of  the  virus  was  the  olfactory  portion 
of  the  nasal  mucosa.  It  was  said  to  spread 
from  this  area  in  the  nose  along  the  olfac- 
tory nerve  to  the  olfactory  bulbs  and  from 
there  along  the  olfactory  tracts  to  the  cen- 
tral nervous  system. 

THE  MUCOSA  OF  THE  DIGESTIVE  TRACT 

In  1934,  experimenters  began  to  question 
the  olfactory  route  as  the  most  natural  por- 
tal of  entry,  because  only  rarely  could  it  be 
demonstrated  that  the  olfactory  bulbs  of 
human  cases  showed  a trail  of  inflamma- 
tion. This  adds  weight  to  the  previous 
statement  that  what  has  been  proved  ex- 
perimentally cannot  always  be  correlated 
with  clinical  and  pathologic  evidence  in 
human  cases  of  poliomyelitis. 

Since  1934  investigators  have  become 
cognizant  of  the  fact  that  poliomyelitis  is 
essentially  a disease  of  the  temperate  zone, 
occurring  during  the  summer  months  and 
that  its  epidemiology  closely  resembles  that 
of  diseases  whose  known  portal  of  entry  is 
the  alimentary  tract.  This  stimulated 
workers  to  investigate  the  digestive  route 
as  a more  likely  portal  of  entry  of  the  virus 
of  poliomyelitis.  In  earlier  experiments 
monkeys  were  fed  the  virus  by  stomach  tube 
and  no  attempt  was  made  to  absolutely  rule 
out  the  virus  contaminating  the  olfactory 
muco.sa  by  vomiting,  so  that  only  the  recent 
experiments  will  be  considered  in  which 
this  route  is  definitely  known  not  to  have 
been  contaminated. 

Faber  and  Silverberg'’  reported  infecting 
a monkey  by  applying  the  virus  covered 
with  digestible  fat  capsules  in  the  esopha- 
gus. The  olfactory  route  was  blocked  by 
applying  zinc  sulfate  to  the  nasal  mucosa. 
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and  was  not  contaminated  as  shown  later 
by  no  inflammatory  lesions  demonstrable 
in  the  olfactory  mucosa. 

Howe,  Bodian  et  ah'*  have  shown  that  ac- 
tive virus  is  present  in  the  human  oro- 
pharynx by  using  nasal  swabs  rubbed 
against  the  posterior  wall  of  the  oropharynx 
of  humans  with  poliomyelitis  as  their  means 
of  obtaining  the  agent  instead  of  nasal  or 
pharyngeal  washings.  This  material  was 
inoculated  intracerebrally  into  monkeys,  50 
per  cent  of  which  developed  poliomyelitis. 

Many  investigators,  including  Sabin^^  and 
Ward,^“  Paul  and  Trask, Flexner,  have  all 
produced  poliomyelitis  in  cynomolgus  mon- 
keys by  simple  feeding,  as  placing  the  virus 
in  bananas,  dropping  suspension  of  the 
virus  in  the  mouth,  and  so  on.  These  ex- 
periments were  non-traumatic,  involving 
no  injury  to  the  mucous  membranes  and  are 
thus  comparable  with  natural  infection, 
Faber,  in  an  attempt  to  determine  whether 
the  upper  or  lower  portion  of  the  alimentary 
tract  was  the  portal  of  entry,  came  to  the 
conclusion  that  the  upper  portion  (mouth, 
pharynx,  esophagus)  was  more  vulnerable 
for  poliomyelitis.^® 

In  reviewing  these  experiments,  Toomey^^ 
states  that  we  should  not  be  too  astonished 
at  those  cases  of  poliomyelitis  which  de- 
velop following  tonsillectomy  or  tooth  ex- 
traction, because  under  these  circumstances 
the  virus  and  frayed  edges  of  peripheral 
nerves  can  meet,  as  a result  of  which  dis- 
ease follows.  He  points  out  that  the  gastro- 
intestinal tract,  actually  an  external  organ 
yet  contained  within  the  body,  is  not  as 
protected  as  the  skin,  for  example,  in  not 
having  any  external  layer  or  “epimucosa” 
to  prevent  absorption.  In  fact,  absorption 
should  occur  any  place  along  the  intestinal 
tract,  and  the  poliomyelitis  virus  is  no  ex- 
ception. He  indicates  that  in  the  more 
naturally  occurring  disease,  perhaps  there  is 
a small  denuded  area  with  exposed  nerves 
at  some  point  in  the  alimentary  tract,  which 
acts  as  the  portal  of  entry  of  the  virus.  The 
agent  is  thought  to  travel  via  the  abdominal 
sympathetic  nerves  and  ganglia  from  the 
gastrointestinal  tract  to  the  central  nervous 
system. 


SUBCUTANEOUS  AND  INTRACUTANEOUS 
INOCULATION 

That  poliomyelitis  can  occur  after  inocu- 
lation of  the  virus  into  the  skin  has  been 
shown  on  several  occasions,  the  most  strik- 
ing of  which  occurred  in  a laboratory 
worker.  The  virus  was  accidentally  inocu- 
lated subcutaneously  in  this  worker,  fol- 
lowing which  she  developed  the  disease. 
Strimpert  and  Kesseh-  injected  intraderm- 
ally  several  monkeys  with  the  virus  and 
obtained  “takes”  in  some.  They  concluded 
that  this  was  an  inconsistent  way  of  pro- 
ducing poliomyelitis.  While  definitely 
shown  that  the  disease  can  be  produced  in 
this  manner,  it  is  obviously  a very  un- 
natural portal  of  entry  in  the  usual  case  of 
poliomyelitis. 

In  summing  up,  it  appears  that  the  ali- 
mentary tract  is  the  primary  site  of  attack 
by  the  virus  in  most  naturally  occurring 
cases.  While  not  denying  that  other  routes 
are  possible,  it  seems  more  logical  to  con- 
clude that  the  digestive  tract  is  the  system 
usually  implicated  in  the  portal  of  entry  of 
poliomyelitis,  as  sustained  by  the  facts  pre- 
sented above : that  it  is  a site  of  predilection 
of  the  virus  in  the  human  body,  that  experi- 
mental disease  can  be  produced  by  simple 
feeding  of  the  infectious  agent  to  monkeys, 
that  the  virus  can  usually  be  isolated  from 
stools  of  clinical  cases  of  poliomyelitis,  and 
that  the  epidemiologic  statistics  of  polio- 
myelitis tie  it  in  with  the  diseases  whose 
known  portal  of  entry  is  the  gastrointesti- 
nal tract.  It  might  be  mentioned  that  some 
workers  have  postulated  that  infection  may 
occur  by  the  respiratory  tract.^^  However, 
when  one  considers  the  clinical  picture  and 
what  is  known  concerning  the  sites  of  loca- 
tion of  the  virus  in  the  human,  there  is  very 
little  or  no  support  of  this  concept.^^ 

PORTALS  OP  ELIMINATION 

From  what  has  been  said  concerning  the 
portal  of  entry,  the  portals  of  elimination 
become  obvious.  The  virus  has  been  demon- 
strated by  inoculation  of  nasopharyngeal 
washings,  tonsillar  washings  and  stools 
into  monkeys.  These  inoculums  were  us- 
ually obtained  from  other  monkeys  that 
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showed  clinincal  signs  of  the  disease,  with 
the  exception  of  the  stool  inoculum.  In 
practically  every  case  of  poliomyelitis,  hu- 
man or  experimental,  the  virus  can  be 
easily  demonstrated  in  the  stools,  while  it 
is  very  difficult  to  detect  in  nasopharyn- 
geal washings.  This  lends  support  to  the 
argument  that  the  nose  and  mouth  are  not 
common  portals  of  elimination  of  virus  and 
that  virus  in  the  stool  does  not  represent 
secretion  from  the  nose  and  mouth  that 
have  been  swallowed  and  concentrated  in 
the  intestinal  tract.^^' 

The  virus  may  be  found  not  only  in  the 
stools  of  paralytic  patients,  but  also  in 
those  of  patients  with  non-paralytic  and 
abortive  types  of  poliomyelitis,  and  even  in 
apparently  healthy  individuals.  Thus  the 
question  arises,  do  chronic  carriers  of  polio- 
myelitis exist?  Horstmann  and  Ward^'^ 
have  shown  that  there  is  a progressive  de- 
cline during  the  first  eight  weeks  of  the 
disease,  in  the  number  of  convalescent  pa- 
tients excreting  virus.  After  the  twelfth 
week  the  virus  could  not  be  found  in  the 
stools  of  the  patients.  Thus  it  seems  that 
chronic  carriers  do  not  exist. 

The  virus  has  never  been  demonstrated 
in  the  urine  from  the  bladders  of  poliomye- 
litis patients.^® 

Incidentally,  it  may  be  mentioned  here 
that  the  virus  is  not  absorbed  by  the  blood 
stream  from  the  nasal  or  alimentary  mu- 
cosa; also  transfusion  from  a paralyzed 
monkey  to  a well  animal  does  not  result  in 
disease  of  the  recipient  monkey. 

SOURCES  OF  INFECTION  AND  POSSIBLE  VECTORS 

As  to  the  reservoirs  of  the  poliomyelitis 
virus  in  nature,  only  speculations  can  be 
presented  which  are  based  on  a few  known 
facts.  The  known  facts  can  be  stated  rather 
briefly.  Paul  and  Trask,-^  have  demon- 
strated the  presence  of  virus  in  sewage  from 
several  large  cities.  The  virus,  however, 
Pas  never  been  demonstrated  in  “running 
tap  water.”  As  to  vectors,  the  non-biting 
filth  flies  have  been  found  to  harbor  the 
virus.  It  is  interesting  to  note,  however, 
that  they  harbor  the  agent  within  their 
bodies,  and  not  so  much  on  the  exterior.  To 


demonstrate  this,  flies  were  trapped  in: 
(1)  areas  where  there  was  a potential 
source  of  the  virus  in  the  form  of  exposed 
excreted  human  feces;  (2)  in  areas  where 
no  such  source  was  apparent,  that  is,  in 
some  of  our  cleanest  and  most  sanitary 
urban  areas.  Part  of  the  flies  caught  were 
ground  up,  extracted  with  ether  and  then 
inoculated  into  monkeys,  others  were  only 
washed  and  that  material  inoculated  into 
monkeys.  For  the  most  part  positive  “takes” 
came  from  the  ground  up  suspension.  It  is 
known  that  flies  produce  a “vomit  spot” 
before  feeding  and  it  may  be  surmised  that 
they  can  serve  as  carriers  of  the  virus  by 
their  contamination  of  food  with  these 
vomit  spots. 

In  reviewing  the  literature,  poliomyelitis 
virus  has  never  been  demonstrated  in  the 
mosquito,  stools  of  sick  dogs,  well  water, 
paralyzed  chicken  or  in  the  tomato  plant.^^ 

SEASONAL  INCIDENCE 

Poliomyelitis  is  a year  round  disease.  Epi- 
demics continue  into  the  cold  weather  and 
cases  are  reported  even  in  the  severest  win- 
ters. It  is  true,  however,  that  epidemics 
usually  occur  in  the  late  summer  and  it  has 
been  shown  how  the  disease  progresses 
through  the  country  as  warm  weather  oc- 
curs in  various  sections.  From  these  ob- 
servations, we  can  draw  only  limited  con- 
clusions ; they  are  that  the  winter  cases  may 
be  due  to  contact  spread,  whereas  the  sharp 
seasonal  peak  in  summer  and  fall  may  be 
due  to  insects  disseminating  the  virus  (the 
insects  contaminating  themselves  from  in- 
fected human  feces). 

SUMMARY 

In  this  paper  I have  tried  to  bring  to- 
gether much  experimental  data  concerning 
the  spread  of  poliomyelitis.  Properties  of 
the  virus,  portals  of  entry  and  exit,  sources 
of  infection,  possible  vectors  and  seasonal 
incidence  were  considered.  To  sum  up,  it 
appears  that  the  virus  of  poliomyelitis  is  a 
strictly  neurotropic  agent,  and  that  it  is 
an  especially  hardy  one.  It  has  been  de- 
tected in  urban  sewage,  filth  flies,  naso- 
pharyngeal washings  and  stools  of  patients 
with  the  disease.  The  virus  of  poliomyeli- 
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tis  has  been  found  to  be  pathogenic  only 
for  humans,  monkeys  and  chimpanzees, 
thus  it  has  a limited  host  range.  Experi- 
ments on  the  portal  of  entry  of  the  agent 
were  presented  and  it  seems  that  the  most 
likely  natural  site  is  the  alimentary  tract, 
the  virus  being  absorbed  and  traveling 
along  the  grey  fibers  of  the  sympathetic 
nervous  system  to  the  central  nervous  sys- 
tem, where  it  attacks  the  nerve  cells.  That 
other  routes  are  possible,  for  example,  ol- 
factory tract,  respiratory  tract,  and  sub- 
cutaneous inoculation,  is  not  denied,  but 
considered  unlikely  when  correlated  with 
clinical  and  pathological  evidence.  At  pres- 
ent the  only  known  reservoirs  of  the  polio- 
myelitis virus  in  nature  are  stools  from 
paralytic  and  abortive  cases  and  urban  sew- 
age. That  flies  may  carry  the  virus  and 
disseminate  it  during  epidemics  is  present- 
ed as  a possible  explanation  of  the  sharp 
seasonal  peak  of  poliomyelities  (actually  a 
year  round  disease)  in  the  summer  and 
early  fall. 

CONCLUSIONS 

Conclusions  drawn  from  this  study  con- 
cerning the  spread  of  poliomyelitis  are  as 
follows : 

1.  That  poliomyelitis  is  spread  in  many 
ways,  the  most  common  one  being  the  in- 
gestion of  the  virus  on  food,  fingers,-  and 
so  on,  which  were  previously  contaminated 
by  flies  or  by  coming  in  contact  with  a 
known  case  of  the  disease.  Other  means 
of  spread  are;  (a)  susceptible  persons  com- 
ing into  contact  with  infected  persons,  who 
contaminate  the  susceptibles  with  infected 
droplets  of  nose  spray;  (b)  the  subcutane- 
ous inoculation  of  the  virus. 

2.  Some  epidemics  of  poliomyelitis  may 
be  due  to  infected  milk  or  water  but  these 
outbreaks  would  fall  into  the  previously 
mentioned  category  of  ingestion  of  the 
virus. 

3.  Much  more  work  will  have  to  be  done 
before  any  conclusions  concerning  the 
spread  of  poliomyelitis  can  be  drawn.  The 
above  conclusions  are  for  the  most  part 
speculations  and  are  not  based  on  concrete 


experimental  data,  but  on  circumstantial 
evidence  only. 

4.  It  is  my  belief  that  poliomyelitis  is 
possibly  spread  by  the  mosquito.  Work  on 
this  possible  vector  has  for  the  most  part 
been  avoided  due  to  the  fact  that  the  virus 
has  only  rarely  been  demonstrated  in  the 
blood  stream  of  patients  with  poliomyelitis, 
thus  the  conclusion  that  the  mosquito  has 
no  way  of  becoming  infected.  Despite  this 
fact,  I believe  that  after  more  experimenta- 
tion has  been  done,  the  mosquito  will  be  in- 
criminated as  the  vector  of  poliomyelitis. 
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UROLOGICAL  COMPLICATION 
FOLLOWING  OPERATION  FOR 
IMPERFORATE  ANUS 
ROBERT  F.  SHARP,  M.  D. 

AND 

ALFRED  BRIN,  M.  D.* 

New  Orleans 

Recently  a case  of  recto-urethal  fistula  in 
a male  infant  who  had  had  surgical  correc- 
tion of  an  imperforate  anus,  came  to  our 
attention.  The  problems  arising  in  the  man- 
agement of  this  unusual  complication 
prompted  us  to  make  this  report. 

In  the  available  literature,  very  little 
warning  is  sounded  as  to  the  danger  of 
urethral  injury  in  the  surgical  correction  of 
imperforate  anus. 

Congenital  anomalies  of  the  anus  and 
rectum  are  said  by  different  authors  to 
occur  in  from  one  in  fifteen  hundred  to  one 
in  five  thousand  new-borns.  In  approxi- 
mately 50  per  cent  of  these  anomalies, 
which  vary  from  rectal  stricture  to  an  ab- 
sence of  the  lower  bowel,  there  is  an  asso- 
ciated fistula  either  to  the  bladder,  urethra, 
vagina,  or  perineum.  We  have  reviewed  the 
cases  of  imperforate  anus  at  the  Charity 
Hospital  for  the  past  five  years.  Fourteen 
such  cases  comprise  this  series,  one  of 
which  we  are  here  reporting  because  of  an 
urological  complication. 

Of  the  fourteen  cases,  four  had  either 
recto-urethral  or  recto-vesical  fistula  pres- 
ent at  birth;  four  had  urethral  injuries  in- 
flicted at  the  time  of  surgical  correction  of 
imperforate  anus  with  resulting  recto- 
urethral  fistula. 

EMBRYOLOGY 

A brief  review  of  the  embryology  of  the 
lower  urinary  tract  and  lower  bowel  will 
enable  one  to  understand  better  the  develop- 
ment of  these  anomalies.  According  to 
Patten,^  at  approximately  five  weeks  of 
fetal  life,  the  allantois  has  already  been 
formed  from  an  evagination  of  the  hind 


From  the  Departments  of  Urology  of  the  School 
of  Medicine  of  Louisiana  State  University  and 
Charity  Hospital  of  Louisiana  at  New  Orleans. 

^Resident  Urologist,  Charity  Hospital  of  Lou- 
isiana at  New  Orleans. 

Read  before  the  Orleans  Parish  Medical  Society 
March  10,  1947. 


gut.  The  gut  just  caudal  to  the  origin  of  the 
allantois  becomes  enlarged  to  form  the 
cloaca.  The  hind  gut  at  this  time  still  ends 
blindly,  being  covered  by  a thin  ectodermal 
depression  under  the  root  of  the  tail.  This 
depression  is  called  the  proctodaeum  and 
the  covering  termed  the  cloacal  membrane. 
Normally,  the  membrane  eventually  rup- 
tures, establishing  the  caudal  outlet  of  the 
gut. 


Fig.  1.  Schematic  ventrolateral  view  of  uro- 
genital system  of  human  embryo  between  4 and  6 
.mm.  (fifth  week),  showing  the  cloaca  before  it  is 
divided  into  the  rectum  and  the  urogenital  sinus. 
(Redrawn  from  Kelly  and  Burman:  “Diseases  of 
the  Kidneys,  Ureters  and  Bladder,”  Fig.  55, 
courtesy,  D.  Appleton-Century  Co.) 

Eefore  this  opening  is  established  im- 
portant changes  are  taking  place  internally. 
The  cloaca  begins  to  be  divided  into  a dorsal 
part,  which  forms  the  rectum,  and  a ventral 
part  known  as  the  urogenital  sinus.  This 
division  is  effected  by  the  growth  of  the 
urorectal  fold,  a cresentic  fold,  the  two 
limbs  of  which  bulge  into  the  lumen  of  the 
cloaca  from  either  side  from  above  down- 
ward. As  the  fold  cuts  progressively  deeper 
into  the  cloaca,  a wedge-shaped  mass  of 
mesenchyme  follows  into  the  epithelial  fold, 
thus  forming  a robust  septum  between  the 
urogenital  sinus  and  the  rectum.  The  sepa- 
ration of  the  cloaca  is  complete  before  the 
cloaca  membrane  ruptures  and  the  two 
parts,  the  urogenital  sinus  and  the  rectum, 
open  independently.  The  opening  of  the  rec- 
tum is  the  anus  and  the  opening  of  the  uro- 
genital sinus  is  the  ostium  urogenitale. 
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Fig.  2.  Semischematic  drawing  of  reconstruc- 
tion of  the  urogenital  system  of  a human  embryo 
of  eighth  week,  showing  the  cloaca  completely 
divided  into  the  urogenital  sinus  and  the  rectum 
by  the  urorectal  fold.  (Patton’s  New  Human 
Embryology,  courtesy  The  Blakiston  Co.) 

Failure  of  the  proper  development  of  the 
mrorectal  fold  or  failure  of  the  cloacal 
membrane  to  rupture  may  result  in  the  de- 
formity of  the  rectum,  bladder,  urethra,  or 
vagina.  The  resulting  deformity  may  be  a 
bifid  bladder,  imperforate  anus,  rectovesi- 
cal fistula,  recto-urethral  fistula,  recto- 
vaginal fistula,  rectoperineal  fistula,  and 
possibly  a combination  of  the  above  con- 
ditions. 

CASE  REPORT 

Math  Smith,  colored  male,  eighteen  months  of 
age.  Admitted  to  Charity  Hospital  10/29/46  be- 
cause of  failure  to  pass  his  urine  through  the 
urethra  since  operation  for  imperforate  anus 
eighteen  months  previously. 

PAST  HISTORY : Patient  admitted  to  Charity 
Hospital  8/11/45  when  two  days  old,  with  a diag- 
nosis of  imperforate  anus.  Physical  examination 
at  that  time  revealed,  in  addition  to  imperforate 
anus,  marked  abdominal  distention  and  tempera- 
ture of  102  degrees  Fahrenheit.  According  to  the 
mother’s  statement,  the  baby  was  seen  to  void 
normally  and  an  urinalysis  was  negative.  An  x-ray 
of  the  abdomen  and  pelvic  region  was  made  with 
the  patient  in  the  inverted  position,  and  the  gas 
bubble  in  the  rectum  was  reported  to  be  approx- 
imately 1 cm.  from  the  anal  dimple.  On  8/13/45, 
two  days  after  admission,  the  patient  was  operated 
on  for  correction  of  imperforate  anus.  Following 
operation,  the  mother  stated  that  the  patient  did 
not  void  per  urethrum.  Patient  was  discharged  on 
9/25/45,  the  44th  hospital  day. 

Patient  readmitted  10/9/45,  when  two  months 
of  age,  at  which  time  he  was  still  passing  all  the 
urine  through  the  rectum.  Examination  revealed 


Fig.  3.  Anomalies  due  to  disturbances  in  the 
development  of  the  cloacal  region.  (Redrawn  from 
Corning.)  A.  Anal  atresia  combined  with  oblitera- 
tion of  lower  part  of  rectum.  B.  Aanal  atresia  com- 
bined with  a rectovaginal  fistula.  C.  Uncompli- 
cated anal  atresia.  D.  Anal  atresia  combined  with 
rectovesical  fistula.  /“Abdominal  Surgery  of  In- 
fancy & Childhood”,  W.  B.  Saunders  1941,  courtesy 
Ladd  & Gross. 


the  urethra  completely  obstructed  in  the  bulbo- 
membranous  area.  Treatment  was  deferred  until 
the  child  was  older. 

PRESENT  ADMISSION : The  patient’s  urinary 
status  was  the  same  as  on  previous  admission.  His 
growth  and  general  health  were  excellent.  The 
urological  survey  consisted  of  an  urethrogram, 
which  revealed  an  obstruction  in  the  bulbo-mem- 
branous  region,  and  an  intravenous  pyelogram 
which  failed  to  outline  the  upper  urinary  tract 
satisfactorily,  but  showed  a partially  filled,  normal 
appearing  bladder. 

On  12/13/46,  a suprapubic  cystotomy  was  done 
revealing  a normal  bladder.  Passage  of  any  type 
of  filiform  or  sound  from  below  was  impossible. 
Retrograde  passage  of  the  sound  resulted  in 
prompt  entrance  of  the  sound  into  the  rectum 
through  the  posterior  urethra.  In  employing  sounds 
from  above  and  below  in  an  attempt  to  approxi- 
mate the  ends  of  the  sounds,  it  was  found  that  the 
retrograde  sound  did  not  have  sufficient  curva- 
ture to  meet  the  sound  from  below.  With  the  sub- 
stitution of  an  uterine  sound  from  above,  the  curve 
of  which  was  increased  sufficiently,  it  was  possible 
to  approximate  the  ends  of  the  two  sounds  and  to 
re-establish  the  continuity  of  the  urethral  canal. 
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Fig.  4.  Roentgenograms  of  child  with  im- 
perforate anus  to  show  position  of  the  rectal  pouch 
(outlined  with  arrows)  in  relationship  to  anus 
(marked  with  an  oval  piece  of  lead.)  The  child 
is  inverted,  so  that  gas  will  rise  and  indicate 
caudal  extent  of  the  rectal  pouch.  (Fig.  114  “Ab- 
dominal Surgery  of  Infancy  & Childhood”,  W.  B. 
Saunders  1947,  courtesy  Ladd  & Gross.) 

Following  this,  the  urethra  was  dilated  up  to  a #18 
French,  after  which  a #10  French  catheter  was 
passed  with  ease.  A Pezzer  catheter  was  left  in 
the  suprapubic  wound  and  the  indwelling  urethral 
catheter  was  tied  in. 

The  urethral  catheter  was  removed  at  the  end  of 
the  third  week,  and  on  clamping  the  suprapubic 
tube,  the  patient  voided  satisfactorily.  The  supra- 
pubic tube  was  then  removed  and  the  suprapubic 
fistula  promptly  healed.  The  patient  was  seen 
again  one  month  later,  at  which  time  a #13  sound 
was  passed  with  ease  and  the  patient  was  voiding 
grossly  clear  urine  without  difficulty. 

COMMENT 

Although  very  little  attention  has  been 
directed  to  the  likelihood  of  urethral  in- 
jury during  surgical  correction  of  imper- 
forate anus,  in  this  series  of  fourteen  cases 
this  mishap  occurred  four  times.  This  is  an 
incidence  of  a little  less  than  29  per  cent.  It 
appears  timely  now  to  warn  of  the  danger 
of  this  complication  and  offer  any  known 
preventive  measures. 

Ladd  and  Gross^  recommend  dissection  of 
the  rectum  in  the  sacral  curve  rather  than 
anteriorly,  to  avoid  injury  to  the  urinary 
structures.  These  authors  also  advocate  an 
indwelling  urethral  catheter  during  the  op- 
eration so  that  the  urethra  may  be  palpated 
and  injury  avoided.  If  this  does  not  make 
identification  of  the  urethra  satisfactory,  it 
occurs  to  us  that  an  urethral  sound  or  a 
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solid  flexible  bougie  held  in  place  by  an 
assistant  would  make  palpation  of  the 
urethra  in  the  wound  an  easy  matter. 

To  know  the  caudal  extent  of  the  rectal 
pouch  and  to  know  of  the  existence  of  any 
associated  urinary  fistula  is  a pre-operative 
requisite.  In  1930  Wangensteen  and  Rice® 
described  an  ingenious  method  to  determine 
the  extent  of  the  blind  rectal  pouch.  It  con- 
sists of  making  a roentgenogram  of  the 
abdomen  and  pelvis  with  the  infant  in  the 
inverted  position.  The  gas  in  the  colon  rises 
and'  outlines  the  distal  end  of  the  rectal 
pouch,  making  it  po.ssible  to  estimate  the 
distance  between  the  anal  dimple  and  the 
caudal  end  of  the  rectum. 

When  the  dissection  has  t(»  be  carried 
higher  up,  urethral  injuries  certainly  would 
seem  to  be  more  likely  than  when  nothing- 
more  than  the  cloacal  membrane  has  to  be 
incised. 

A recto-urethral  or  rectovesical  fistula 
associated  with  imperforate  anus  should 
present  no  diagnostic  difficulty.  The  pres- 
ence of  mecomium  in  the  urine  or  passage 
of  gas  per  urethrum  would  establish  the 
diagnosis.  Furthermore,  lateral  cysto- 
urethrogram  should  also  be  made  when  this 
condition  is  suspected. 

In  the  case  reported,  operative  injury  of 
the  urethra  with  a resulting  urethrorectal 
fistula  undoubtedly  occurred.  There  was 
nothing  in  the  operative  notes  to  indicate 
that  urethral  injury  was  suspected  by  the 
surgeon  who  corrected  the  imperforate 
anus. 

The  operation  performed  is  an  old  pro- 
cedure used  for  dilating  impassable  urethral 
strictures.  The  use  of  a malleable  uterine 
sound,  curved  to  meet  the  requirements, 
was  prompted  by  the  inability  to  introduce 
a rigid  sound  into  the  urethra  from  above. 
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CENTRAL  FRACTURES  OF  THE  NECK 
OF  THE  FEMUR* 

A CRITICAL  REVIEW  OF  300  CASES** 

I.  L.  GEORGE,  M.  D. 

Baton  Rouge,  La. 

Every  orthopedic  surgeon  treating 
“acute,”  or  fresh,  fractures  of  the  neck  of 
the  femur  by  internal  fixation  has  been 
asked  by  the  patient,  or  relatives  one,  or 
possibly  all,  of  the  following  questions : 

( 1 ) What  is  the  chance  of  surviving  the 
operation  at  my  age  ? 

(2)  What  chance  do  I have  of  the  bones 
“knitting”? 

(3)  What  are  my  chances  of  walking 
again  ? 

(4)  Will  the  hip  be  painful  when  I am 
able  to  walk? 

In  addition  to  these  questions,  which  are 
of  prime  importance  to  the  patient,  many 
surgeons,  without  access  to  a large  series  of 
cases,  or  without  the  time  to  conduct  a 
survey,  are  interested  in  mortality  rates, 
unions  and  non-unions,  aseptic  necrosis,  and 
arthritic  changes  of  the  head  of  the  femur. 

A study  has  been  made  of  300  cases 
of  central  fracture  of  the  neck  of  the  femur 
treated  by  internal  fixation  in  which  Smith- 
Petersen  nails  were  used  in  285  cases,  and 
Knowles  pins  in  15  cases.  These  cases  are 
unselected,  and  go  back  to  1930  at  which 
time  the  first  hip  was  nailed  in  the  clinic. 
All  the  cases  were  considered  fresh  frac- 
tures and  were  nailed  within  a period 
of  three  weeks  following  fracture.  Many 
have  been  nailed  of  greater  duration  than 
three  weeks,  but  have  been  excluded  as  it 
is  the  general  impression  that  they  do  not 
fall  into  the  category  of  fresh  fractures. 

Fractures  of  the  base  of  the  neck,  and 
through  and  between  the  trochanters  are 
not  included  in  this  study  as  they  are  extra- 
capsular,  and  do  not  present  the  same  dif- 
ficulties of  non-union,  aseptic  necrosis  and 
degenerative  changes  of  the  femoral  her.d 


*Read  before  the  Sixty-seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 

**From  the  records  of  Willis  C.  Campbell  Clinic, 
Memphis,  Tenn. 


that  is  characteristic  of  fractures  through 
the  central  portion  of  the  neck  of  the  fe- 
mur. The  fractures  to  be  considered  are  in- 
tracapsular,  and  in  1935  Friedrich  Pauwels 
classified  them  into  three  groups  based  up- 
on the  plane  of  fracture  through  the  neck 
and  the  corresponding  shearing  strain.  He 
draws  a line  horizontally  through  the  an- 
terior superior  iliac  spines  and  measures 
the  angle  formed  by  this,  and  a line  drawn 
through  the  plane  of  the  fracture.  Those 
cases  in  which  the  angle  is  less  than  30 
degrees  are  classified  as  Type  I.  Since  some 
orthopedists  consider  these  as  adduction 
fractures  and  in  a relatively  horizontal 
plane,  many  of  which  appear  roentgenologi- 
cally  to  be  impacted,  and  feel  that  they  will 
heal  without  operation,  they  have  been  ex- 
cluded from  this  study. 

The  angle  is  from  30  to  50  degrees  in 
Pauwels’  Type  II  fracture,  and  there  is 
a corresponding  increase  in  shearing  strain 
which  necessitates  internal  fixation  of  the 
fracture.  In  Type  III  fractures,  the  angle 
is  from  50  to  90  degrees,  and  as  the  angle 
approaches  a right  angle,  the  shearing 
strain  increases  in  proportion.  Only  Pau- 
wels’ Type  II  and  III  fractures  are  includ- 
ed in  the  study. 

In  the  group  of  300  cases,  there  were  252 
Type  II  fractures,  or  84  per  cent,  and  48 
Type  III  fractures,  or  16  per  cent.  These 
300  fractures  occurred  in  294  patients,  but 
in  none  of  the  six  bilateral  cases  were  both 
hips  injured  simultaneously. 

AGE  DISTRIBUTION  AND  SEX  OF  PATIENTS 

Central  fracture  of  the  neck  of  the  femur 
is  an  affliction  chiefly  occurring  in  females 
in  later  life. 


TABLE  I 

AGE  DISTRIBUTION 


Total 

Cases 

Per  cent 

Under  40  years 

15 

5 

40-59  years 

50 

16 

(60-69) 

92 

(30.6%) 

60  and  over  ; 

(70-79) 

87 

(29%)  78 

(80-96) 

56 

(18.7%) 

300 

100 

TABLE 

II 

SEX  DISTRIBUTION 

Total 

Cases 

Per  cent 

Female 

246 

82 

Male 

54 

18 

300 

100 
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There  is  such  a striking  difference  be- 
tween the  incidence  of  the  two  sexes  that 
there  must  be  definite  reasons.  It  is  the  im- 
pression that  elderly  men  lead  a more  active 
life  than  elderly  women,  consequently,  there 
is  not  as  much  osteoporosis  of  the  bones. 
The  preponderance  of  women  may  also  pos- 
sibly be  due  to  their  wider  pelves,  with  a 
resulting  genu  valgus. 

JIORT.iLITY 

All  patients,  relatives,  and  the  surgeon 
are  interested  in  the  first  question  that 
presents  itself  at  the  time  of  operation  and 
postoperatively ; namely,  the  survival  of  the 
patient. 

There  were  28  deaths  in  the  first  six 
months  following  the  300  operations,  21  of 
which  occurred  within  the  first  four  weeks. 
An  all  over  mortality  of  9.3  per  cent  appears 
approximately  correct,  and  an  interesting 
finding  in  the  study  was  that,  of  the  65 
cases  under  60  years  of  age,  there  was  not 
a single  death.  In  the  decade  from  60-69 
years,  the  mortality  was  5.4  per  cent,  from 
70-79,  10.3  per  cent,  and  from  80-96  years, 
the  mortality  climbed  to  25  per  cent. 

The  most  common  cause  of  death  was 
pneumonia,  and  this  has  apparently  been  re- 
duced in  the  later  years  by  internal  fixation 
and  getting  patients  up  within  a few  days  to 
24  hours,  postoperatively.  Other  causes  of 
death  were  listed  as  myocardial  failure, 
coronary  occlusion,  coronary  thrombosis, 
hypertensive  cardiovascular  disease,  and 
postoperative  infection. 

FOLLOW-UP  OP  CASES 

The  follow-up  of  cases  of  fracture  of  the 
neck  of  the  femur  has  been  rather  disap- 
pointing, probably  because  of  the  patients’ 
advanced  age,  in  many  cases  poor  general 
health,  transportation  difficulties  during 
the  war  and,  no  doubt,  many  just  refused 
to  take  the  time  to  return  for  checkups. 
The  younger  groups  of  patients  seemed  to 
return  very  well,  but  as  age  increased,  the 
follow-up  declined.  As  the  study  progressed, 
it  became  increasingly  evident  that  no  case 
with  less  than  one  year’s  follow-up  with 
adequate  clinical  and  roentgenologic  data 
should  be  included  in  the  statistics  of 
unions,  non-unions,  aseptic  necrosis  and 


arthritic  changes  of  the  head.  In  the  young- 
er patients,  definite  bony  union  is  often 
seen  in  the  roentgenograms  within  less  than 
a year.  In  the  greater  number  of  cases, 
however,  it  is  a mistake  to  try  to  determine 
the  presence  of  union  under  one  year,  for 
occasionally  bony  union  occurs  after  a year, 
especially  where  there  is  an  appreciable  ab- 
sorption of  the  neck.  Of  the  300  cases  re- 
viewed, only  47  per  cent  of  141  had  ade- 
quate follow-up  for  over  one  year. 

UNIONS  AND  NON-UNIONS 

This  is  the  second  important  question  re- 
garding a fractured  neck  of  the  femur  in 
which  the  principals,  including  patient, 
relatives  and  the  surgeon,  are  interested. 

Based  on  the  141  cases  mentioned  above, 
it  was  found  that  as  a whole,  bony  union 
occurred  in  86.5  per  cent  (122  hips)  and 
non-union  in  13.5  per  cent  (19  hips)  of  the 
hips.  The  highest  percentage  (93.3  per 
cent)  of  unions  was  in  45  cases  under  60 
years  of  age,  with  actually  no  non-unions 
in  11  cases  under  40  years.  In  the  96  cases 
over  60  years  of  age  the  percentage  of 
union  was  83.3. 

There  are  evidently  several  factors  in- 
fluencing union  of  these  fractures.  The 
above  statistics  indicate  that  bones  with 
senile  changes  do  not  unite  as  readily  as 
younger  bones.  Some  authors  have  felt  that 
the  great  shearing  strain  exerted  on  the 
Type  III  fractures  renders  them  more  prone 
to  non-union.  In  this  review,  however,  the 
percentage  of  non-unions  was  10.3  per  cent 
(three  in  29)  in  Type  III  fractures  and  14 
per  cent  (16  in  112)  in  Type  II  fractures. 

The  Clinic  staff  has  long  had  the  impres- 
sion that  accurate  reduction  and  proper 
nailing  of  the  fragments  influences  union. 
That  there  is  a certain  foundation  for  this 
impression  is  shown  by  the  fact  that  69 
per  cent  of  the  unions  had  good  or  excellent 
reductions  and  nailings,  while  there  was 
union  in  31  per  cent  in  which  the  reduction 
and  nailing  was  either  only  fair  or  poor.  In 
the  non-unions,  ten  of  the  nineteen  were  at- 
tributed to  poor  reductions,  inadequate 
mechanical  fixation  and  premature  removal 
of  the  nail.  The  remaining  nine  fractures 
followed  satisfactory  reductions  and  nail- 
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ings,  but  two  were  in  patients  with  Paget’s 
disease  involving  the  head  and  neck  of  the 
femur.  From  this,  it  is  concluded  that  prop- 
er alignment  and  nailing  of  the  fragments 
must  play  some  part  in  union,  but  there 
may  be  other  factors  that  enter  into  the 
healing  process,  not  the  least  of  which  may 
be  the  interruption  of  the  blood  supply  to 
the  head  and  cervical  fragment. 

ASEPTIC  NECROSIS 

The  head  and  neck  of  the  femur  receives 
its  blood  supply  from  the  inferior  gluteal, 
obturator  and  circumflex  arteries,  mostly 
through  the  posterior  capsule,  and  with  a 
small  branch,  apparently  of  relative  unim- 
portance, through  the  ligamentum  teres. 

Injury  to  the  capsule  in  which  the  blood 
vessels  are  torn  or  thrombosed  at  the  time 
of  fracture  or  nailing,  may  result  in  asep- 
tic or  avascular  necrosis  of  the  head.  In  the 
group  of  122  unions,  there  were  41  cases 
which  showed  aseptic  necrosis  at  some  time 
during  the  follow-up,  this  constituting  33 
per  cent  of  the  group.  While  the  age  of  the 
patient  seems  to  have  some  influence  on 
union  of  these  fractures,  there  does  not 
seem  to  be  any  relationship  between  age  and 
aseptic  necrosis.  Of  the  11  patients  under 
40  years  of  age,  three  of  them  showed  asep- 
tic necrosis.  A check  was  made  of  the  series 
of  x-rays  of  the  patients  showing  aseptic 
necrosis  to  determine  the  time  of  appear- 
ance of  the  changes  in  the  head,  and  it  was 
found  that  it  was  discernible  in  19  cases 
at  9-15  months,  in  an  additional  11  cases 
in  15-27  months,  and  in  11  cases  after  27 
months.  From  this,  it  seems  that  the  great- 
est number  of  cases  begin  to  show  changes 
in  the  head  at  about  one  year,  and  that  the 
lapse  of  time  up  to  about  two  and  a half 
years,  at  least,  gives  no  assurance  that  asep- 
tic necrosis  will  not  develop.  In  the  non- 
unions, approximately  60  per  cent  of  the 
cases  showed  aseptic  necrosis  of  the  femoral 
head. 

Absorption  of  the  neck  sufficient  to  be 
roentgenologically*  evident  occurred  in  11 
per  cent  of  the  unions  resulting  in  partial 
extrusion  of  the  nail  and  delaying  union. 

ARTHRITIC  CHANGES  IN  THE  HEAD 

The  answer  to  the  third  question,  “will 


I be  able  to  walk?”  can  theoretically  be  an- 
swered by  saying  that  all  those  getting 
union  should  be  able  to  walk.  However,  this 
is  not  actually  the  case,  and  along  with 
the  fourth  question,  “Will  the  hip  be  pain- 
ful?” they  should  be  considered  together 
because  of  their  intimate  association  with 
arthritic  changes  of  the  head. 

It  is  unfortunate  that  the  percentage  of 
arthritic  changes  and  aseptic  necrosis  hap- 
pens to  be  the  same  (33.6  per  cent)  as  the 
impression  is  given  that  all  patients  with 
aseptic  necrosis  had  arthritic  changes,  but 
this  is  not  the  case.  Some  patients  had  asep- 
tic necrosis  without  arthritic  changes,  and 
some  had  arthritis  without  aseptic  necrosis. 
However,  the  majority  of  those  with  asep- 
tic necrosis  had  arthritic  changes  and  prob- 
ably all  will  eventually  have  them  if  weight 
bearing  is  carried  out  over  a sufficiently 
long  time. 

The  arthritic  changes  in  the  head  were 
arbitrarily  classified  as  moderate  and 
severe.  Under  moderate  are  included  those 
cases  with  roughening,  slight  depression, 
and  irregularity  of  the  head,  and  the  severe 
cases  include  those  in  which  there  has  been 
varying  degrees  of  collapse  of  the  head. 
Nineteen  per  cent  of  the  hips  (23  hips) 
showed  moderate  arthritic  changes  in  the 
head  and  14.6  per  cent  (18  hips)  showed 
severe  arthritic  changes.  In  those  cases  fol- 
lowed from  one  to  two  years  only,  there 
was  a predomination  of  the  moderate  type 
of  arthritis,  but  as  the  follow-up  extended 
from  two  years  on  to  several  years,  there 
was  an  increase  of  the  severe  type  of 
arthritis. 

Clinically,  the  patients  with  moderate 
arthritic  changes  have  been  able  to  tolerate 
the  pain  in  the  hip  for  a restricted  amount 
of  weight  bearing,  while  those  with  severe 
arthritic  changes  have  been  definitely  han- 
dicapped because  of  pain  on  weight  bearing, 
having  to  resort  to  supports.  The  time  of 
appearance  of  arthritic  changes  seems  to 
follow  the  time  of  appearance  of  aseptic 
necrosis  by  several  months  to  a year. 

PINAL  RESULTS 

The  final  results  in  this  series  of  cases, 
indicate  that  the  average  central  fracture 
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of  the  neck  of  the  femur  has  the  following 
prognosis : Mortality  9.3  per  cent ; poor  end 
result,  including  ununited  fractures  (13.5 
per  cent)  ; and  severe  arthritic  changes 
( 14.6  per  cent)  28.1  per  cent ; fair  end  result 
(moderate  arthritic  changes)  19  per  cent; 
good  end  result,  43.6  per  cent.  These  statis- 
tics are  not  brightened  when  it  is  considered 
that  approximately  one-half  of  the  patients 
showing  moderate  arthritic  changes,  or  a 
fair  end  result,  had  been  followed  for  only 
one  to  two  years.  No  doubt,  if  these  cases 
are  followed  for  an  additional  period,  sev- 
eral will  develop  severe  arthritic  changes. 
In  the  end,  it  can  be  stated  that  43.6  per 
cent  will  walk  well  and  normally,  and  ap- 
proximately 25  to  30  per  cent  additional  will 
walk  with  varying  degrees  of  pain,  and 
varying  amounts  of  support. 

COMPARISON  OF  THE  WHITMAN  METHOD  AND 
INTERNAL  FIXATION 

If  these  statistics  present  a rather  dreary 
outlook  for  internal  fixation,  consider  the 
studv  made  in  1934  by  J.  S.  Speed  at  the 
Clin  ' of  100  cases  of  central  fractures  of 
the  "k  of  the  femur,  adequately  treated 
by  lie  Whitman  abduction  method  and 
traced  for  a period  of  at  least  two  years. 
The  purpose  of  his  investigation  was  to 
determine  the  percentage  of  union  of  the 
fractures  and  aseptic  necrosis  of  the  fe- 
moral head.  A comparison  of  the  end  results 
of  Speed’s  series  treated  by  the  Whitman 
method  and  the  present  series  treated  by  in- 
ternal fixation  shows: 


Union 

Non-union 

Speed’s  series 

Per  cent 

Per  cent 

(Whitman  method) 
Present  series 

52 

48 

(Internal  fixation) 
Memphis,  Tennessee. 

86.5 

13.5 

ASEPTIC 

NECROSIS 

Speed’s  series 

35 

Present  series 

33.6 

Internal  fixation  has  apparently  exerted 
a rather  profound  beneficial  effect  on  the 
percentage  of  unions  obtained  in  these  frac- 
tures, but  the  percentages  for  aseptic  necro- 
sis so  closely  coincide  that  it  appears  the 
factors  influencing  aseptic  necrosis  are  in- 
dependent of  the  type  of  treatment  used  and 


have  not  been  affected  either  for  better  or 
worse  by  operative  treatment. 

The  mortality  rate  associated  with  the 
Whitman  type  treatment  has  been  quoted  as 
varying  from  20  to  50  per  cent  and  in  some 
cases  slightly  higher  depending  on  the  in- 
dividual nursing  care  the  patients  receive. 
Internal  fixation  seems  to  be  a definite  im- 
provement from  this  standpoint.  The  man- 
ipulative and  plaster  immobilization  method 
offers  the  further  disadvantages  of  stiff- 
ness of  the  knee  joint  which  often  develops, 
and  muscle  retraction  produces  shearing 
movements  with  consequent  shortening  and 
frequent  rotation  of  fragments.  Internal  fix- 
ation allows  the  position  of  the  patients  to 
be  changed  as  often  as  necessary,  and  they 
can  be  allowed  to  sit  up  in  bed  on  the  day 
of  operation,  and  if  need  be,  gotten  up  into 
a wheel  chair  in  24  to  48  hours. 

Formerly  it  was  generally  felt  that  inter- 
nal fixation  should  be  reserved  for  good 
surgical  risks,  but  with  the  mortality  rate 
at  its  present  level,  and  since  the  greater 
percentage  of  fractures  (78.3  per  cent)  oc- 
curs past  the  time  of  life  when  they  would 
be  considered  good  operative  risks,  it  is  ob- 
vious that  only  a few  would  benefit  by  the 
procedure  if  this  criterion  was  maintained. 
Unless  moribund  on  admission,  the  patient 
is  entitled  to  the  advantages  of  the  oper- 
ation. 

OPTIMAL  TIME  FOR  OPERATION 

There  is  some  diversity  of  opinion  as  to 
how  long  operation  should  be  postponed  fol- 
lowing the  accident.  At  the  Clinic,  it  has 
been  found  highly  advantageous  to  the  pa- 
tients to  operate  on  them  within  the  first  48 
hours.  A large  percentage  of  the  patients 
arrive  within  this  period.  Most  all  of  them 
have  required  an  opiate  for  relief  of  pain, 
and  on  arrival,  have  usually  had  very  little 
or  nothing  to  eat  or  drink.  Some  are  vomit- 
ing and  practically  all  are  dehydrated  and 
in  an  early  state  of  acidosis.  During  this 
period,  it  is  usually  fairly  simple  to  restore 
them  to  somewhere  near  the  state  of  health 
they  enjoyed  previous  to  the  accident  by 
the  use  of  saline  and  5 per  cent  glucose  solu- 
tion. This  is  probably  the  main  argument 
for  early  nailing  at  the  Clinic.  It  has  also 
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been  found  that  these  elderly  patients  are 
not  comfortable  in  traction  or  splints.  Every 
movement  of  the  hip  is  painful,  and  in  self 
defense,  they  lie  quietly  on  their  backs, 
which  iavites  hypostatic  pneumonia  and 
decubitus  ulcers.  The  pain  experienced  in 
attempting  to  move,  as  in  getting  on  and  off 
the  bed  pan,  has  caused  the  Clinic  to  adopt 
the  policy  of  not  giving  preoperative  en- 
emas. Most  of  them  have  eaten  very  little 
prior  to  operation,  and  the  enema  can  be 
postponed  to  the  second  or  third  postopera- 
tive day,  at  which  time  it  can  be  given  with- 
out too  much  discomfort. 

TYPE  OF  OPERATION  EMPLOYED 

The  simple  technic  of  so-called  “blind 
nailing”  without  opening  the  hip  joint  is 
used  in  internal  fixation  of  these  fractures. 
Roentgenographic  control  is  used  and  sodi- 
um pentothal  is  employed  almost  univer- 
sally as  the  anesthetic.  The  fracture  is  re- 
duced by  manipulation  and  roentgenograms 
taken  in  the  anterior,  posterior  and  lateral 
views  to  verify  the  reduction.  After  routine 
surgical  preparation,  a short  longitudinal 
incision  is  made  down  to  the  bone.  A guide 
wire  is  inserted  through  the  shaft  and  neck 
into  the  head,  and  if  roentgenograms  show 
the  wire  to  be  in  proper  location,  the  nail 
is  driven  in  over  the  wire.  Final  x-rays  are 
made  to  check  the  position  of  the  nail  and 
the  wound  closed.  Operative  time  varies 
from  45  minutes  to  an  hour  and  a half. 

Postoperatively,  no  immobilization  is 
used.  Bed  rest  is  usually  employed  for  two 
months  during  which  time  the  patient  is 
gotten  up  in  a wheel  chair  daily.  At  the  end 
of  two  months,  the  patients  are  up  on 
crutches  and  partial  weight  bearing  may  be 
started  at  three  months.  Full  weight  bear- 
ing is  not  allowed  until  union  can  be  demon- 
strated by  x-rays,  which  varies  from  less  to 
more  than  a year. 

REMOVAL  OP  THE  NAIL 

The  nail  should  not  be  removed  until 
roentgenograms  show  that  solid  bony  union 
has  occurred  with  trabeculations  across  the 
fracture  line.  Since  this  usually  occurs  at 
about  one  year,  it  is  the  impression  at  the 
Clinic  that  the  nail  should  not  be  removed 
under  this  time.  In  nine  of  the  cases  of 
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non-union,  the  fracture  repair  appeared  to 
be  progressing  satisfactorily  and  the  nail 
was  removed  at  four  to  ten  months  post- 
operatively following  which  whatever  union 
was  present  disintegrated,  and  the  frag- 
ments separated.  These  cases  occurred  in 
the  early  1930’s  at  which  time  the  nail  was 
removed  as  early  as  possible.  At  present, 
if  the  nail  is  causing  no  difficulty,  it  may 
be  left  in  place  indefinitely. 

CONCLUSIONS 

1.  A sufficient  number  of  fresh  central 
fractures  of  the  neck  of  the  femur  has  been 
studied  to  enable  the  surgeon  to  give  the 
patient  and  relatives  an  approximate  idea 
or  outline  of  what  the  future  holds  for  them.. 

2.  Evidence  has  been  introduced  to  show 
the  superiority  of  internal  fixation  over  the 
Whitman  method  of  manipulative  reduction 
and  plaster  immobilization. 

3.  It  is  evident  from  the  data  presented 
that  non-unions  have  been  markedly  re- 
duced by  internal  fixation,  but  the  problems 
of  aseptic  necrosis  of  the  femoral  head,  and 
the  treatment  of  patients  with  severe  degen- 
erative arthritic  changes,  are  still  very  for- 
midable ones. 
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DISCUSSION 

Dr.  H.  T.  Simon  (New  Orleans)  : I first  desire 
to  congratulate  Dr.  George  on  his  excellent  pres- 
entation. I do  not  know  that  much  could  be  added 
along  the  lines  of  his  presentation.  It  would  be 
amiss,  in  discussing  internal  fixation  of  hip  frac- 
tures, not  to  recall  to  this  audience  the  fact  that 
many  years  prior  to  the  Smith-Peterson  nail,  in- 
ternal fixation  on  hip  fractures  by  means  of  iron 
(wood)  screws  was  described  and  used  in  the  City 
of  New  Orleans,  by  Drs.  E.  H.  Parham,  and 
Denegre  Martin.  This  work  was  elaborated  by  Drs. 
Isidore  Cohn,  Rogers  Brewster,  Will  Bradburn, 
and  many  others.  Unfortunately,  radiographs  were 
not  obtainable  in  operating  rooms  and  shock  proof 
x-ray  units  were  not  available  when  their  method 
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was  first  described.  If  such  had  been  the  case,  I am 
certain  that  the  internal  fixation,  as  described 
and  practiced  by  Drs.  Parham,  Martin,  and  their 
associates,  would  have  been  more  generally  accept- 
ed by  the  bone  and  joint  surgeons  of  this  and 
other  countries.  I do,  however,  believe  that  their 
pioneer  work  was  of  definite  help  in  the  evolution 
of  internal  fixation  of  hip  fractures. 

The  problem  of  treatment  of  hip  fractures  has 
been  solved  from  the  standpoint  of  union  but  as 
pointed  out  by  Dr.  George,  there  is  still  bone 
necrosis  and  arthritis  with  which  to  contend.  It 
must  be  remembered  that  fractures  of  any  joints 
of  older  individuals  are  associated  with  arthritic 
changes  and  dysfunctions,  together  with  discom- 
fort. It  is  not  amiss  then  to  expect  these  changes 
in  hip  fractures.  It  would  also  appear  impossible 
to  eliminate  bone  necrosis  and  arthritis  in  a certain 
percent  of  these  fractures. 

Dr.  J.  T.  O’Ferrall  (New  Orleans)  : I am  sorry 
I did  not  hear  the  beginning  of  this  paper.  It  was 
very  interesting  and  Dr.  George’s  results  appear 
to  be  about  the  average  with  the  Smith-Peterson 
nail.  Personally,  I am  against  the  nail;  I think  it 
displaces  too  much  bone,  is  more  difficult  to  insert 
and  requires,  as  a rule,  a general  anesthetic.  Dr. 
George  mentioned  that  he  had  used  this  procedure 
on  one  lady  96  years  old.  I do  not  believe  a general 
anesthetic  is  a good  thing  for  these  old  people. 
I do  not  agree  with  the  time  at  which  reduction 
is  essential.  I think  these  people  as  a rule  have 
a certain  amount  of  surgical  shock  and  reduction 
should  not  be  attempted  for  a week  or  ten  days 
after.  I have  had  several  people  who  needed  reduc- 
tion and  nailing  who  have  died  while  we  were 
waiting  for  them  to  recover  from  the  surgical 
shock;  not  from  pneumonia  or  heart  failure,  but 
purely  surgical  shock.  Among  the  Mayo  men.  Dr. 
Myerding  and  Dr.  Henderson  said  we  should  wait 
two  or  three  weeks,  if  necessary,  to  give  these  peo- 
ple opportunity  to  recover  from  shock.  So  many 
of  the  surgeons  I know  become  quite  excited  and 
want  something  done  immediately.  I think  traction 
is  the  immediate  necessity.  I believe  the  Smith- 
Peterson  nail  is  too  large  and  displaces  too  much 
bone.  I think  it  is  shown  very  admirably  in  Dr. 
George’s  slides  how  difficult  accurate  insertion  is. 
I do  not  believe  the  bone  changes  shown  in  the  slides 
are  an  arthritis;  they  are  an  osteochondritis.  It  is 
almost  like  a case  of  Perth’s  disease.  In  fractures 
of  the  hip  it  is  not  the  head  that  necroses  but  the 
femoral  neck  that  necroses.  I do  not  want  to  be  put 
in  the  position  of  criticizing  the  doctor  just  to  be 
criticizing.  I think  some  of  his  results  are  excellent 
but  I believe  if  you  can  do  these  cases  under  a local 
anesthetic  and  with  multiple  pins  it  is  a better 
procedure.  I prefer  Bohlman  pins  with  slight  modi- 
fication. You  can  insert  them  with  a drill.  With 
a Smith-Peterson  nail  you  can  hear  them  being 
driven  in  all  over  the  operative  floor,  and  the  large 
nails  frequently  slip  out.  I believe  mechanically, 


it  is  bad  because  of  the  size.  I believe  if  you  will 
put  in  smaller  nails  you  can  do  it  more  quickly 
and  more  accurately,  and  not  have  a chance  of 
asceptic  necrosis,  certainly  not  of  the  head.  The 
Bohlman  pin  is  not  a small  pin  like  the  Moore  pin. 
The  Bohlman  pin  has  a small  hole  in  the  distal 
end  in  which  you  put  a wire,  and  this  makes  the 
three  pins  virtually  one  pin.  If  you  put  them  in  in 
three  different  directions  and  wire  the  ends  to- 
gether, I have  never  had  any  work  out.  I have 
had  Moore  pins  back  out,  however.  I ceased  to  use 
those  many  years  ago. 

Dr.  M.  M.  Bannerman  (Baton  Rouge)  ; I would 
like  to  say  that  I enjoyed  Dr.  George’s  paper  and 
feel  that  his  results  as  far  as  mortality  reported 
an  accurate  picture  of  the  condition.  There  is  one 
thing  I think  we  should  consider  very  strongly  in 
people  with  fractures  of  the  neck  of  the  femur: 
practically  any  patient  with  fracture  of  the  neck 
is  entitled  to  surgery  for  that  condition  for  these 
reasons:  it  will  prevent  those  patients  from  be- 
coming bedridden,  not  being  able  to  walk  again 
and  from  living  a life  of  invalidism  from  then  on 
out.  I think  any  patient  with  fracture  of  the 
neck  of  femur,  regardless  of  age  and  the  fact  that 
he  might  be  in  shock,  barring  those  cases,  at 
least  should  have  the  opportunity  for  surgery. 

Dr.  George  (in  closing)  : I would  like  to  thank 
Drs.  Simon,  O’Ferrall  and  Bannerman.  In  answer- 
ing Dr.  O’Ferrall,  I will  say  that  we  have  used 
Knowles  pins  in  the  nailing  of  these  hips.  They 
are  small  pins.  We  have  used  three  or  four  pins 
in  a fracture  but  have  never  been  able  to  get  them 
in  so  that  the  head  will  stay  with  the  distal  frag- 
ment of  the  neck.  We  have  been  able  to  put  Smith- 
Peterson  nails  in  and  if  there  is  absorption  of  the 
neck,  which  there  is  in  11  per  cent,  the  nail  backs 
out.  We  feel  that  we  get  better  results  with  the 
Smith-Peterson. 

O 

DOUBLE  NOTCHED  GRAFT  FOR 
LUMBOSACRAL  SPINE 
FUSION* 

ALFONS  R.  ALTENBERG,  M.  D.f 
New  Orleans 

The  treatment  of  painful  lesions  of  the 
lumbosacral  area  of  the  spine  by  spine 
fusion  has  been  attended  in  the  past  by 
failure  of  fusion  in  from  15  to  50  per  cent 
of  cases.  One  reason  for  this  failure  has 
been  the  difficulty  in  securing  proper  me- 
chanical fixation  of  the  graft  and  proper 
postoperative  immobilization  of  the  area 


*Read  before  the  meeting  of  the  Orleans  Parish 
Medical  Society,  June  9,  1947  in  New  Orleans. 

fFrom  the  Division  of  Orthopedics,  Tulane  Uni- 
versity School  of  Medicine  and  the  Department  of 
Orthopedics,  Ochsner  Clinic,  New  Orleans. 
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grafted.  The  spine  lends  itself  poorly  to 
the  use  of  screws  and  plates,  although  these 
appliances  have  been  employed  by  some  au- 
thors. Certainly  no  one  believes  that  the 
spine  can  b^  immobilized  rigidly  in  a cast 
or  any  other  form  of  external  appliance. 

In  1942  Bosworth^  described  a double 
notched  tibial  graft  for  use  in  lumbosacral 
spine  fusions.  Similar  grafts  have  been 
described  by  Moore^  and  Breck  and  Basom.^ 
The  double  notched  graft  seems  to  provide 
rigid  fixation  of  both  the  graft  and  the  area 
to  be  fused  in  a manner  not  possible  with 
the  usual  technics  of  Hibbs,  Albee,  and  their 
modifiers. 

The  technic  of  the  double  notched  graft 
is  not  dissimilar  to  the  usual  spine  fusion 
other  than  the  preparation  of  the  graft  bed, 
the  shape  of  the  graft,  and  the  use  of  both 
iliac  and  tibial  bones.  The  routine  linear 
incision  extending  from  the  second  lumbar 
to  the  second  sacral  spinous  processes  is 
used.  The  spinous  processes  and  laminas 
are  exposed  by  subperiosteal  dissection 
laterally  as  far  as  the  articular  facets.  All 
cortical  bone  is  removed  from  laminal  plates 
and  spinous  processes  to  provide  a vascular 
osteogenetic  bed  for  the  grafts.  The  spin- 
ous process  of  the  most  superior  vertebra  to 
be  fused  is  notched  caudally  and  the  lowest 
spinous  process  to  be  fused  is  notched 
cephalad.  Intervening  spinous  processes 
are  resected  at  their  bases.  The  kidney  bar 
on  the  operating  table  is  raised  at  this 
point  to  place  the  spine  in  maximum  flexion. 
The  distance  between  the  notches  is  then 
measured  with  a caliper  to  determine  the 
length  of  the  tibial  graft  and  the  depth  of 
the  notches  in  it.  A tibial  graft  of  these 
measurements  is  cut,  notched  at  each  end, 
with  its  length  between  notches  exactly  the 
same  as  the  distance  between  the  notched 
spinous  processes.  The  graft,  which  is 
roughly  in  the  shape  of  the  letter  “H”,  is 
then  placed  with  its  notched  ends  engag- 
ing the  notched  spinous  processes.  When  the 
kidney  bar  of  the  table  is  lowered,  the  spine 
attempts  to  go  into  extension,  but  in  so  do- 
ing rigidly  locks  the  graft  in  place.  In  this 
manner  both  the  graft  and  the  lumbosacral 
spine  becomes  rigily  fixed,  so  rigidly  in  fact 


that  one  can  almost  lift  the  patient  off  the 
table  by  the  graft.  Iliac  bone  removed 
through  a separate  incision 'is  then  placed 
beneath  the  tibial  graft  to  provide  rapid 
formation  of  new  bone  and  consolidation. 

Bostoperative  care  is  simple.  The  patient 
lies  on  a board  bed  for  two  weeks  after 
which  he  is  fitted  with  a wide  lumbosacral 
brace  and  permitted  to  be  up  and  about. 
The  brace  is  worn  for  approximately  six 
months,  at  which  time  fusion  usually  is 
radiographically  solid.  Bending,  stooping 
and  lifting  are  restricted  during  this  period. 

During  the  past  two  and  a half  years 
this  grafting  technic  has  been  performed 
by  members  of  the  orthopedic  department 
of  the  Ochsner  Clinic  on  34  patients,  24  of 
whom  have  been  examined  six  months  or 
more  after  operation.  The  entire  group  of 
34  patients  represents  less  than  5 per  cent 
of  individuals  seen  in  the  department  be- 
cause of  pain  in  the  back.  In  all  other  pa- 
tients conservative  treatment  has  been  ade- 
quate to  control  symptoms.  The  primary 
indication  for  the  operation  is  pain  in  the 
back  caused  by  lack  of  bony  stability  or  a 
localized  bony  lesion  and  not  relieved  by 
conservative  measures  (table  1).  There 

TABLE  1 

INDICATIONS  FOR  SPINE  FUSION 


Spondylolisthesis  13 

Root  syndrome  (ruptured  disk,  etc.)  8 

Congenital  deformity  2 

Traumatic  arthritis  1 

Total  24 


were  two  failures  of  fusion  in  the  24  cases, 
an  incidence  of  8.3  per  cent  (table  2).  This 
figure  compares  favorably  with  the  pre- 
viously reported  percentage  of  failure  of 
from  15  to  50  per  cent. 


TABLE  2 

RESULTS  OF  SPINE  FUSION 


Functional  Result 

Cases 

Per  Cent 

Excellent 

15 

62.5 

Good 

4 

16.7 

Fair 

2 

8.3 

Poor 

3 

12.5 

Total 

24 

Failures 

Anatomic  (failure  of  fusion) 

2 

8.3 

Functional  (psychoneurosis) 

3 

12.5 

Total  5 

Three  cases  were  considered  functional 
failures.  The  emotional  stability  of  these 
patients  was  not  adequately  evaluated 
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prior  to  fusion.  All  of  us  realize  that  low 
back  pain  represents  one  of  the  most  com- 
mon symptoms  of  psychoneurosis.  Like 
the  remainder  of  the  series  these  three  per- 
sons had  well  defined  organic  lesions,  but 
their  long  standing  pattern  of  functional  or 
emotional  instability  was  not  appreciated 
until  after  operation.  All  three  had  suc- 
cessful anatomic  fusion  which  should  have 
relieved  their  symptoms  if  they  were  strict- 
ly on  an  anatomic  basis.  From  their  pre- 
vious histories  and  subsequent  evaluation 
by  psychiatrists,  it  was  shown  that  on  a 
psychiatric  basis  alone,  these  patients 
should  not  have  had  spine  fusion.  It  was 
after  analysis  of  these  functional  failures 
by  both  the  orthopedists  and  the  neuropsy- 
chiatrists that  it  was  decided  that  a preoper- 
ative neuropsychiatric  examination  would 
be  done  routinely  before  performing  spine 
fusions.  No  operation  on  patients  consid- 
ered emotionally  stable  by  the  neuropsy- 
chiatric department  has  resulted  in  func- 
tional failure. 

CONCLUSIONS 

1.  The  double  notched  prop  gi’aft  for 
lumbosacral  spine  fusion  will  give  a higher 
percentage  of  successful  fusion  than  other 
technics, 

2.  The  patient  is  more  comfortable  post- 
operatively  since  this  grafting  technic  is 
mechanically  stable  and  does  not  need  plas- 
ter casts  in  the  postoperative  period. 

3.  Neuropsychiatric  examination  of  pa- 
tients before  operation  is  to  be  recommend- 
ed as  it  will  give  the  surgeon  some  insight 
as  to  the  expected  functional  results  in  elec- 
tive operations. 
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CONGENITAL  OCULAR  ANOMALIES 
RESULTING  FROM  (a)  PREMATURE 

BIRTH  (b)  RUBELLA  INFECTION 
OF  MOTHER  DURING 
PREGNANCY*  ' 

W.  R.  BUFFINGTON,  M.  D. 

New  Orleans 

Congenital  anomalies  and  lesions  in  pre- 
mature infants  have  been  seen  and  recog- 
nized as  such  for  many  years.  But  in  recent 
years,  saving  the  lives  and  lowering  the 
mortality  of  premature  infants  is  a result 
of  advancement  in  medicine.  Because  of  this 
the  congenital  defects  in  this  group  of  in- 
fants is  becoming  far  more  frequent. 

Terry,  in  1942,  refers  to  a peculiar  ocular 
condition  in  twins  born  two  months  pre- 
maturely which  he  termed  premature  and 
fibroplastic  overgrowth  of  a persistent  vas- 
cular sheath  behind  each  lens.  In  his  cases 
the  membrane  did  not  cover  the  entire  pos- 
terior surface  of  each  lens.  In  other  words, 
after  dilating  the  pupils  a clear  fundus 
could  be  seen. 

In  infants  born  sufficiently  premature- 
ly, the  pupillary  membrane  can  be  observed 
with  ease  and  the  presence  of  the  posterior 
part  of  the  tunica  vasculosa  lentis  and  the 
hyaloid  artery  can  nearly  always  be  seen 
because  they  do  not  disappear  until  later 
in  fetal  life,  usually  four  to  six  weeks  be- 
fore full  development. 

Terry  states  after  careful  study  that  the 
so-called  persistent  tunica  vasculosa  lentis 
consists  of  a growth  of  embryonic  connec- 
tive tissue  of  the  tunica  vasculosa  network' 
in  the  form  of  a retrolental  fibroplasia.  It 
usually  consists  of  a fibroplastic  sheath  be- 
hind the  lens.  It  is  sometimes  seen  in  chil- 
dren born  at  full  term  and  is  usually  seen 
a few  days  after  birth.  In  full  term  infants 
the  condition  is  unilateral.  Because  of  its 
peculiar  appearance,  the  clinical  diagnosis 
is  usually  glioma,  and  the  mistake  is  not  dis- 
covered until  the  specimen  is  examined 
pathologically. 


*Read  before  the  Sixty-seventh  Annual  Meeting- 
of  the  Louisiana  State  Medical  Society,  New  Or- 
leans, May  14,  1947. 
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In  the  report  of  some  of  the  cases  it  was 
found  that,  at  the  birth  of  extremely  pre- 
mature children,  the  tunica  vasculosa  lentis 
was  still  functioning.  This  can  be  observed 
sometimes  four  to  six  months  after  birth. 
The  following  are  the  changes  often  seen  in 
this  peculiar  type  of  anomaly  in  the  eye  of 
premature  infants. 

1.  As  you  look  through  the  pupil  you  see 
a grayish  mass  which  is  the  result  of  the 
changes  due  to  fibroplasia  of  the  tunica 
vasculosa  lentis. 

2.  There  may  be  a typical  hyperplastic 
tunica  vasculosis.  Immediately  behind  the 
crystalline  lens  are  seen  the  hyperplastic 
changes  and  behind  it  is  a dark  line,  the 
remains  of  the  hyaloid  artery,  which  of 
course  is  always  connected  with  the  tunica 
vasculosa  lentis  in  embryonic  life.  As  pre- 
viously mentioned,  in  the  normal  embryo 
at  the  end  of  nine  months,  the  vascularized 
tissue  known  as  the  tunica  vasculosa  lentis, 
and  the  hyaloid  artery  have  disappeared 
and  it  is  only  with  a high-powered  micro- 
scope that  the  remains  can  occasionally  be 
seen.  But  in  the  premature  eye  they  have 
not  developed  the  necessary  changes  to 
clear  up  and  destroy  this  embryonic  vas- 
cularized tissue,  hence  the  reason  for  the 
formation  of  this  fibroplastic  growth  of  the 
tunica  vasculosa  lentis  ‘ in  premature  in- 
fants. 

Now  the  question  remains  as  to  treat- 
ment. It  is  fortunate,  indeed,  that  we  do 
not  have  to  remove  the  eyes  of  these 
children  because  there  is  a certain  amount 
of  vision,  even  if  it  is  not  much  better  than 
light  perception.  In  looking  at  these  patients 
it  would  seem  an  easy  matter  to  remove  the 
crystalline  lens  which  is  generally  sub- 
luxated backwards  by  traction,  or  to  make 
a discission  of  the  fibroplastic  tunica  vas- 
culosa lentis  behind  the  lens.  Some  opera- 
tors have  obtained  good  results  but  in  most 
cases  the  operative  results  have  not  been 
very  favorable.  Radiation  has  been  tried 
but  has  proved  valueless.  In  removing  the 
lens  or  doing  a discission,  very  often  a per- 
sistent glaucoma  will  result. 

Reese  and  Payne  reported  similar  cases, 
with  the  complications  which  later  de- 


veloped. Some  had  early  intraocular  hemor- 
rhages, other  later  in  life  developed  glau- 
coma for  which  operations  had  to  be  done. 
They  also  called  attention  to  the  fact 
that  these  congenital  anomalies  can  be 
clinically  taken  for  glioma.  Of  these 
cases,  12  had  to  be  operated  on  for  glau- 
coma. In  two  or  three  patients,  however, 
the  membrane  was  opened  up,  the  opaque 
lens  removed,  and  there  seemed  to  be  an  im- 
provement of  vision  in  the  operated  eye. 
It  is  remarkable  and  fortunate  that  these 
premature  babies  develop  a normal  men- 
tality. The  twins  I am  reporting  show  all 
the  evidence  of  being  normal  in  every  way 
except  the  ocular  defect. 

CASE  NO.  1 

In  1945,  was  born  prematurely  at  seven  or  eight 
months,  a four  and  a half  pound  boy.  He  was  kept 
in  an  incubator  for  a time.  It  was  discovered  a 
little  later  that  something  was  wrong  with  both 
eyes.  A very  competent  oculist  in  another  city 
made  a diagnosis  of  advanced  bilateral  glioma,  ad- 
vised removal  of  the  eyes.  I saw  the  child  in  con- 
sultation. After  dilating  the  pupils,  the  baby  was 
given  an  anesthetic.  On  examination  it  could  be 
seen  that  the  condition  in  both  eyes  was  a peculiar 
thick  disc-like  membrane  behind  each  lens.  Seem- 
ingly, the  lenses  were  slightly  subluxated,  so  we 
came  to  the  conclusion  that  it  was  a typical  case 
of  bilateral  retrolental  fibroplasia.  I had  occasion 
to  see  this  boy  for  some  time  and  condition  re- 
mained absolutely  stationary.  Slight  subluxation 
of  the  lenses  I think  results  from  the  traction  of 
the  retrolental  fibroplasia. 

CASES  NOS.  2 AND  3 

Twins,  V.  M.  and  D.  M.,  born  prematurely  at 
seven  months,  weighed  three  and  a half  and  four 
pounds  respectively.  They  were  in  an  incubator 
five  weeks.  Four  months  after  birth,  parents 
noticed  evidence  of  defective  vision  and  they  con- 
sulted Dr.  Lorio.  I quote  a letter  from  Dr.  Lorio 
on  these  cases: 

“I  am  referring  to  you  D.  and  V.  M.,  age  six 
months,  twins.  These  were  premature  children 
(seven  months).  Everyone  in  the  family 
healthy.  I first  saw  them  today,  three  of  the 
eyes  looked  exactly  alike  but  the  left  eye  on  one 
seemed  less  involved  so  I put  a drop  of  atro- 
pine in  the  left  eye  and  a drop  in  the  right 
eye  of  the  other  child.  Examination  showed  a 
white  substance  filling  the  posterior  surface 
of  the  posterior  chamber.  On  the  left  eye  ex- 
amined the  retina  could  be  seen  on  the  nasal 
side  but  bulging  into  the  posterior  chamber, 
from  the  temporal  side,  could  be  seen  a very 
definite  mass.  After  finding  this  condition  I 
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realized  that  I would  go  no  further  without 
consultation ; therefore,  I would  not  examine 
under  anesthetic  as  you  might  want  to  do  the 
same  and  this  would  have  subjected  them  to 
two  anesthetics.  I do  not  know  of  any  disease 
except  glioma  that  looks  like  this,  but  treat- 
ment being  so  drastic  if  it  is  glioma,  I would 
not  advise  without  a consultation.  I have  never 
heard  or  read  of  four  gliomas  in  twins,  yet 
that  would  be  my  diagnosis.”  . 

These  children  were  first  seen  by  me  October 
10,  1946.  The  grayish  mass  as  noted  by  Dr.  Lorio 
was  very  evident.  They  had  all  the  appearance, 
therefore,  of  being  either  a tumor  extending  up 
from  the  posterior  aspect  of  the  eye,  or  being  a 
dense,  peculiar,  opaque,  irregular  membrane  be- 
hind the  lens.  They  were  again  seen  in  January, 
1947.  V.,  at  that  time,  showed  that  right  eye 
anterior  chamber  was  shallow,  lens  opaque  and 
disc-like  in  shape  and  dislocated  upward  and  slight- 
ly inward.  The  iris  was  not  tremulous.  Left  lens 
was  dislocated  temporally  and  the  fundus  could 
be  seen  distinctly  through  the  dilated  pupil.  There 
seemed  to  be  some  peculiar  congenital  anomaly  in 
and  about  the  optic  disc  but  he  does  have  evident 
light  perception. 

D.,  at  that  time,  also  showed  shallow  anterior 
chamber,  pupils  dilated  4 mm.,  right  eye,  lens 
subluxated  up  and  nasally,  left  lens  dislocated 
directly  backwards.  The  lenses  were  becoming 
opaque  but  the  sheath  of  fibroplastic  tissue  was 
seen  distinctly  behind  it.  These  eyes  likewise 
seemed  to  have  a certain  amount  of  light  percep- 
tion. The  lenses  are  dislocated  backward  I think 
due  to  the  traction  made  by  the  retrolental  fibro- 
plasia. When  seen  in  January  and  again  the  last 
time  in  April,  1947,  it  had  become  evident  that 
the  abnormalities  in  the  eyes  of  the  two  children 
were  not  glioma  and  it  would  not  be  necessary  to 
remove  the  eyes,  hoping  that  there  might  be  saved 
a certain  amount  of  vision. 

CONGENITAL  .\NOMALIES  FROM  RUBELLA  INFEC- 
TION OF  THE  MOTHER  DURING  I’REGNANCY 

In  1941,  following  an  epidemic  of  rubella 
or  German  measles  in  Australia,  Gregg,  of 
that  country,  reported  a large  number  of 
children  with  congenital  cataract  born  of 
mothers  who  had  rubella  in  the  early  weeks 
of  pregnancy.  Gregg’s  report  is  based  on  20 
cases  of  his  own  and  58  reported  to  him  by 
colleagues.  In  these  cases  most  babies  were 
small  and  ill-nourished  and  difficult  to  feed. 

All  babies  had  cataract  from  birth,  all 
were  bilateral  except  16.  In  most  cases  the 
opaque  lens  was  pearl  grey.  Nystagmus  be- 
came manifest  after  three  months. 

Five  per  cent  of  the  78  cases  had  congen- 


ital heart  lesions.  In  the  series  early  death 
was  recorded  in  15.  It  was  noted  without 
exception  that  there  was  a marked  intol- 
erance to  atropine. 

ETIOLOGY 

Based  on  the  date  of  birth  of  each  one 
of  the  series  affected  and  the  history  given 
by  the  mothers,  it  was  noted  that  the  larger 
percentage  came  from  mothers  who  had 
suffered  from  German  measles  in  early 
pregnancy,  usually  in  the  first  or  second 
month.  In  some  instances  the  mother  did 
not  realize  she  was  pregnant  at  the  time  of 
the  infection. 

In  1944,  Reese  reported  three  cases.  All 
three  had  congenital  cataract  and  congen- 
ital heart  lesions.  All  mothers  contracted 
rubella  during  the  first  month  of  preg- 
nancy. He  advises  early  operation  since  it 
is  noted  that  nystagmus  does  not  come  on 
until  after  three  months  in  most  cases. 

Long  and  Danielson  call  attention  to  61 
women  who  contracted  German  measles 
during  pregnancy.  Forty-one  bore  children 
with  congenital  defects.  Of  these  15  had 
cataracts.  They  report  six  cases  with  cat- 
aract. All  the  mothers  had  the  measles  dur- 
ing the  first  six  weeks  of  pregnancy.  All 
six  cases  had,  in  addition  to  the  cataract,, 
some  type  of  cardiac  lesion.  These  cases 
showed  some  evidence  of  micro-ophthalmus. 

Cordes  and  Barker  state  that  since  pub- 
lication of  Gregg’s  paper  170  cases  of  ru- 
bella during  pregnancy  have  been  reported, 
125  of  which,  or  75  per  cent,  were  followed 
by  congenital  cataract  or  lens  defect  in  the 
child.  In  all  these  cases  the  mother  con- 
tracted rubella  during  the  first  three 
months  of  pregnancy.  One  case  had  a lens 
defect  reported  after  the  third  month. 

Goar  and  Potts  report  five  cases  seen  and 
operated.  They  also  advise  early  removal  of 
the  cataracts. 

Krouse  reviews  the  reports  of  Swan  in 
a series  of  74  cases  covering  the  years  1939 
to  1943.  In  these  cases  a definite  history  of 
rubella  in  61  mothers  during  pregnancy 
showed  20  infants  had  no  ocular  or  other 
lesion.  The  mothers  of  these  infants  had 
rubella  late  in  pregnancy.  Of  41  infants  who 
had  congenital  ocular  and  other  defects. 
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the  mothers  dated  the  rubella  before  the 
fourth  month.  The  leading  congenital  ano- 
maly was  the  eyes,  notably  cataract,  when 
the  mother  became  infected  three  weeks  to 
three  months  after  pregnancy. 

Finally,  Rones  reports  that  The  State  of 
Australia,  after  Gregg’s  report,  sent  out  a 
committee  to  investigate  the  matter.  The 
committee’s  conclusion  was  if  a woman  con- 
tracts rubella  in  the  first  two  months  of 
pregnancy,  chances  for  giving  birth  to  a 
congenitally  defective  baby  were  almost  100 
per  cent. 

Statistical  data  accumulated  since  Gregg 
Avrote  his  paper  have  proved  that  children 
of  mothers  who  have  contrated  rubella  or 
German  measles  after  the  fifth  month  are 
usually  free  from  these  peculiar  anomalies. 
There  has  been  no  treatment  which  could 
be  given  the  mother  in  the  form  of  vaccine 
■or  otherwise,  which  could  prevent  these  de- 
fects in  children.  It  would  be  interesting 
for  us  to  study  the  effects  of  other  con- 
tagious diseases  on  the  embryo. 

I wish  to  report  the  following  cases  which 
belong  to  this  group : 

CASE  NO.  4 

This  patient  was  first  seen  December  17,  1943, 
aged  10  months,  with  a right  and  left  cataract 
since  birth.  The  mother  gave  a history  of  having 
German  measles  eight  months  before  the  baby  was 
born.  Immediately  after  birth,  the  child  had  to 
be  given  nine  transfusions.  She  was  also  given 
vitamin  K for  petechial  hemorrhages.  She  had  no 
congenital  cardiac  lesion.  Slight  microcornea, 
nystagmus,  pupils  active,  pearl  grey  opaque  lenses 
in  both  eyes.  On  May  9,  1944,  a discission  was  done 
on  the  right  eye.  On  June  13,  1944,  a second  dis- 
cission was  done  on  the  same  eye.  On  August  15, 
1944,  a discission  was  done  on  the  left  eye.  In 
both  eyes  the  lens  were  found  to  be  undeveloped. 
Because  of  lack  of  cooperation,  it  was  impossible 
accurately  to  determine  the  visual  acuity.  Approx- 
imately + 13.00  sph.  is  about  the  correction  of 
each  aphakic  eye.  Her  vision  is  definitely  imper- 
fect, due  to  congenital  amblyopia. 

CASE  NO.  5 

Baby  H.,  6 months,  seen  in  consultation.  A diag- 
nosis was  made  ofn  (1)  congenital  bilateral  cat- 
aract, (2)  pediatrician  found  baby  had  definite 
congenital  heart  lesion.  It  will  be  wise  to  remove 
the  cataract  within  the  first  six  months.  In  the 
light  of  our  present  knowledge  we  must  be  cautious 
in  giving  a prognosis.  Other  congenital  ocular  de- 
fects may  be  present  as  in  Case  4. 


When  to  operate  on  these  babies  is  im- 
portant. Some  doctors  suggest  early  opera- 
tions, others  believe  that  because  of  the 
low  resistance  of  these  infants,  operations 
should  be  delayed.  In  my  opinion,  the  cata- 
ract should  be  removed  just  as  soon  as  the 
child  has  normal  resistance.  This  usually 
will  take  place  within  three  to  six  months 
after  birth. 

DISCUSSION 

Dr.  Paul  L.  Marks  (Baton  Rouge)  : This  little 
baby  Dr.  Buffington  saw  was  a full  term'  child. 
The  mother  had  rubella  when  between  seven  and 
eight  weeks  pregnant.  She  had  two  other  children 
who  contracted  it  and  gave  it  to  her.  When  the 
child  was  born  he  weighed  slightly  more  than 
five  pounds.  In  addition  to  having  what  is  thought 
to  be  a congenital  heart  lesion  the  little  boy  has 
a thyroglossal  duct  cyst.  I had  hoped  to  operate 
when  he  was  about  four  or  four  and  a half  months 
old,  which  would  be  within  the  next  week  or  so, 
but  unfortunately  the  child  got  chickenpox  this 
week  so  we  will  have  to  postpone  this  somewhat. 
I have  made  an  effort  to  dilate  this  child’s  pupils 
with  2 per  cent  homatropine  and  paradrine.  One 
pupil  dilates  very  well;  the  other  does  not.  In  the 
one  that  does  not  I have  used  several  other  things 
with  an  equal  amount  of  no  success.  I therefore 
plan  to  operate  on  the  eye  with  the  better  dilated 
pupil  first.  The  two  cataracts  are  not  the  same. 
One  is  far  more  complete  than  the  other.  The  one 
more  complete  is  the  one  in  which  the  pupil  does 
not  dilate  well.  When  the  child  was  three  months 
old  he  developed  nystagmus  in  each  eye  and  had 
definite  convergent  squint  at  that  time.  I think 
he  would  be  better  off  if  he  could  have  been 
operated  sooner.  It  is  not  a good  prognosis  but  we 
hope  for  the  best. 

Dr.  N.  T.  Simmons  (Alexandria)  : Dr.  Buffing- 
ton has  brought  something  to  our  attention  in  his 
usual  comprehensive  and  illustrious  manner  and 
leaves  very  little  to  say.  It  is  a new  subject  com- 
paratively speaking  and  very  few  statistics  have 
been  compiled  on  it.  Some  definite  statistical  stud- 
ies should  be  made  and  after  observation  and  con- 
sultation with  the  pediatricians,  cardiologists  and 
possibly  the  neuropsychiatrists,  an  attempt  should 
be  made  to  determine  if  German  measles  is  a justi- 
fiable cause  of  interruption  of  early  pregnancy. 
While  this  seems  radical  today  it  may  be  found 
advisable  after  a thorough  statistical  study  by 
the  various  branches  of  medicine  concerned. 

I can  not  add  very  much  to  the  subject  other 
than  to  agree  with  what  Dr.  Buffington  has  said. 
We  all  see  gliomas  and  pseudogliomas  and  fre- 
quently are  undecided  whether  to  diagnose  it  gli- 
oma and  enucleate  or  to  wait  and  observe  it  longer. 
No  one  wants  to  enucleate  an  eye  but  at  the  same 
time  if  it  is  glioma  and  you  do  not  enucleate  you 
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will  regret  it  later.  I have  taken  advantage  of 
Dr.  Buffington  in  the  past  by  having  him  see 
these  patients  in  consultation,  letting  him  decide 
what  is  best  to  do. 

Dr.  Charles  A.  Bahn  (New  Orleans)  : We  are 
indebted  to  Dr.  Buffington  for  presenting  several 
interesting  diagnostic  and  pathologic  problems. 
Retrolental  fibroplasia  is  a degenerative  process 
resulting  from  interference  with  normal  structural 
and  functional  fetal  development.  Its  differential 
diagnosis  is  based  essentially  on  its  being  non- 
inflammatory and  stationary,  and  on  the  frequent 
association  with  other  ocular  and  extra-ocular  evi- 
dences of  interference  with  normal  development. 
Retinoblastoma  and  endophthalmitis  are  progres- 
sive or  inflammatory.  Cataracts  associated  with  a 
rubella  maternal  infection  during  the  first  three 
months  of  pregnancy  are  diagnosed  by  the  history 
of  infection,  the  distinctive  types  of  lens  opacities, 
and  by  extra-ocular  sequelae  especially  cardiac 
lesions,  microcephalus  and  deafness.  The  unborn 
child  is  protected  from  most  maternal  infections. 
In  measles,  chickenpox,  and  possibly  other  virus 
diseases,  this  protective  mechanism  does  not  usual- 
ly exist  during  the  first  part  of  pregnancy,  and  in 
syphilis  does  not  exist  throughout  pregnancy.  It  is 
therefore  important  that  all  expectant  mothers  be 
advised  to  avoid  all  possible  contact  with  measles 
and  immunized  if  exposed.  The  advisability  of 
therapeutic  abortion  is  a responsibility  which  must 
be  seriously  considered. 

Dr.  M.  C.  Wilensky  (New  Orleans)  : I would 
like  to  ask  a question:  Has  anybody  ever  done 
any  statistical  work  as  to  how  many  mothers  with 
measles  have  normal  babies?  I think  we  should 
ask  obstetricians  and  pediatricians  to  report 
mothers  with  measles  during  pregnancy  and  who 
give  birth  to  normal  children. 

Before  we  can  feel  sure  that  measles  is  the 
causative  factor,  we  need  to  compare  more  statis- 
tical evidence  at  to  the  incidence  of  cataracts  and 
other  congenital  defects  in  infants  born  of  mothers 
who  had  and  who  did  not  have  measles  during 
early  pregnancy. 

After  all  we  know  a number  of  infants  with  con- 
genital cataracts  or  other  defects  are  born  of 
mothers  who  did  not  have  measles  during 
pregnancy. 

Dr.  Buffington  (in  closing)  : This  has  been 
brought  out  clearly,  that  if  the  mother  is  pregnant 
and  contracts  measles  during  the  first  four  to 
eight  weeks,  the  congenital  anomalies  like  cataracts 
and  other  changes  in  the  new  born  occur  in  nearly 
a hundi'ed  per  cent  of  them.  That  is  so  striking 
that  there  is  something  showing  definite  relation- 
ship between  the  infectious  diseases  and  ocular 
manifestations.  Further,  Gobbels  took  statistical 
data  on  50  or  60  cases  with  German  measles  after 
the  fifth  month  and  in  those  cases  the  children 
were  all  born  normally. 


INTRAVENOUS  ETHER* 
(DIETHYLOXIDE) 

USE  IN  THE  TREATMENT  OF  CASES  OF 

IMPENDING  GANGRENE  AND  IMPAIRED 
CIRCULATION 
0.  C.  WILLIAMS,  M.  D.f 
New  Orleans 

In  February  of  1946  I attended  a meeting 
of  the  Orleans  Parish  Medical  Society  and 
heard  Dr.  Robert  Katz  read  a paper,  giving 
his  experience  with  the  use  of  ether  (die- 
thyloxide)  as  a treatment  for  cases  of  im- 
pending ischemic  gangrene.  This  prelim- 
inary report  was  discussed  by  Dr.  Rudolph 
Matas.  The  report  was  published  in  the 
New  Orleans  Surgical  Journal  of  June 
1946,  giving  the  results  of  the  use  of  ether, 
by  the  intramuscular  and  intravenous 
routes.  It  is  noted  in  the  reprint  that  Dr. 
Katz  has  mentioned  the  work  carried  on  at 
the  U.  S.  Marine  Hospital  at  New  Orleans 
by  Dr.  A.  H.  Lawton  and  myself  in  the  in- 
travenous use  of  ether  for  treatment  of  im- 
pending ischemic  gangrene  cases. 

After  hearing  Dr.  Katz’s  preliminary  re- 
port, I became  interested  and  with  the 
consent  of  our  Commanding  Officer  I con- 
tacted Dr.  Katz  and  with  his  help  started 
treating  our  first  case  March  1,  1946. 

I have  been  asked  to  present  to  you  this 
evening  the  results  we  have  obtained.  To 
date  we  have  completed  treatment  on 
21  patients,  and  have  one  in  the  hospital 
at  the  present  time  receiving  treatment. 
This  patient  is  now  on  his  24th  bottle,  and 
this  makes  a total  of  22  cases  in  our  series. 

I realize  that  the  number  is  small,  but  I 
believe  our  results  from  the  use  of  the  drug 
are  well  worth  reporting.  We  have  used  a 
214  per  cent  solution  of  ether,  namely,  25 
c.  c.  of  stock  ether  to  a 1000  c.  c.  of  5 per 
cent  glucose  in  distilled  water  or  in  nor- 
mal saline,  in  all  of  our  cases.  The 
1025  c.  c.  of  solution  is  given  daily,  intra- 
venously, starting  the  flow  at  40  drops  per 
minute,  and  if  no  reaction  stepping  it  up 

*Read  before  the  Orleans  Parish  Medical  Society, 
February  10,  1947. 

fFrom  U.  S.  Marine  Hospital,  New  Orleans, 
Louisiana. 


Williams — Intravenous  Ether 


471 


to  about  50  drops  per  minute,  but  not  over 
60  per  minute.  We  decided  that  12  bottles 
would  represent  a course,  and  then  give  a 
few  days  rest,  and  repeat  all  laboratory 
tests  before  starting  on  a second  course. 

All  patients  were  thoroughly  studied 
prior  to  treatment.  This  consisted  of  a 
careful  history,  complete  physical  examina- 
tion, including  a chest  x-ray  and  an  x-ray 
of  extremities  for  evidence  of  sclerosis,  a 
P.S.P.,  B.S.P.,  N.P.N.,  blood  chloride 

cholesterol  icterus  index,  blood  sugar, 
cephalin  flocculation,  a.g.  ratio  Wallace 
Diamond,  sedimentation  rate  and  complete 
blood  count  determination.  Kodachrome 
plates  were  made  of  the  extremities.  All  of 
the  laboratory  tests  were  repeated  after  a 
course  and  the  picture  was  also  repeated. 

Blood  pressure  readings  and  pulse  and 
temperature  records  were  made  during  the 
administration  of  the  drug. 

The  first  patient  upon  whom  we  used  the 
drug,  was  a 62  year  old  seaman  who  was 
admitted  to  the  hospital  in  December  1944, 
with  the  diagnosis  of  general  arteriosclero- 
sis, and  gangrene  of  the  toes  of  the  left 
foot.  Sympathectomy  was  done  on  Decem- 
ber 18,  1944.  The  result  was  poor,  making  it 
necessary  to  amputate  the  left  leg,  at  mid- 
thigh, January  5,  1945.  The  latter  part  of 
February  1946  the  patient  developed  red- 
ness of  right  foot  with  beginning  gangrene. 
We  started  I.V.  ether  on  this  patient  March 
1,  1946.  He  had  a total  of  37  bottles;  how- 
ever, we  were  unable  to  save  the  right  foot 
and  amputation,  Callander,  was  done  April 
6,  1946.  His  postoperative  recovery  was 
uneventful,  and  the  amputation  stump  is 
well  healed.  Although  the  intravenous 
ether  did  not  save  this  patient’s  foot,  we 
noticed  that  it  gave  him  relief  of  pain. 

We  continued  using  the  treatment  on 
cases  of  impending  ischemic  gangrene,  but 
did  not  limit  our  treatment  to  this  type  of 
case  alone.  The  following  is  a compilation 
of  types  treated. 

TYPES  OP  CASES 


Thrombo-angitis  obliterans 9 

Diabetic  ischemic  limb 1 

Arteriosclerosis  5 

Ulcer,  hypostatic 5 

Neurodermatitis  1 

Neuritis  1 


All  of  our  patients  were  males  and  the 
average  age  was  47.3  years,  the  oldest  64 
and  the  youngest  19.  The  best  results  were 
obtained  with  patients  with  Buerger’s 
disease  and  the  diabetics.  We  have  esti- 
mated our  results  as  good,  fair  or  poor 
based  on  subjective  findings  and  objective 
proof  of  improvement.  We  were  unfortu- 
nate in  not  having  a thermographic  ma- 
chine, which  might  have  given  more  con- 
crete evidence  of  improvement. 


RESULTS  OF  TREATMENT 


No. 

Thrombo-angitis  obliterans  9 


Diabetic  ischemic  limb  1 

Arteriosclerosis  5 

Hypostatic  ulcer  5 

Neurodermatitis  1 

Neuritis  1 


Good  Fair  Poor 
8 0 1 
1 

3 11 

3 2 

1 
1 


SIDE  EFFECT  FROM  TREATMENT 


TJmesis  ^ 

Euphoria  o 

Drowsiness  0 

Excitement  - 0 

Hysteria  0 

Convulsions  0 


Extravasation  of  solution  into  tissue  of 
arms  1 

There  was  no  change  in  the  blood  pres- 
sure readings,  pulse,  and  respiration  in  the 
first  21  patients  treated.  The  majority  of 
these  received  nicotinic  acid  during  the 
treatment.  The  patient  now  under  treat- 
ment has  received  no  nicotinic  acid  and  rise 
in  the  blood  pressure  occurs  during  each 
infusion. 

In  only  one  case  was  there  a change  in 
any  of  the  blood  chemistry  determinations. 
This  patient  showed  a slight  increase  in 
B.S.P.,  but  it  promptly  improved  with  in- 
travenous glucose  and  later  checks  have 
revealed  normal  findings. 

CASE  REPORTS 

Cases  No.  2,  3,  4,  9,  10  of  Buerger’s  Disease  had 
received  surgical  treatment  before  the  administra- 
tion of  ether.  Cases  No.  5,  6,  7,  8 had  not  received 
surgical  treatment. 

No.  1.  Male,  white,  age  64.  Reported  in  paper. 
Arteriosclerosis  with  gangrene. 

No.  2.  Male,  white,  age  35.  Admitted  January 
12,  1946.  Diagnosis:  Buerger’s;  ulcer  of  stomach. 
Chief  Complaint : Cold  and  painful  hands  and  feet. 
Duration  3 years.  1%  years  ago  gangrene  of  2nd 
toe,  right  foot.  One  year  ago  had  bilateral  sym- 
pathectomy and  amputation  of  2nd  toe.  No  sweat- 
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ing  of  leg  now.  Continues  to  have  pain.  Cyanosis 
of  fingers  and  toes.  No  dorsalis  pedis  pulse.  March 
16,  1946 — 10  bottles  of  ether  solution  and  nicotinic 
acid  200  mgm.  t.i.d.  Discharged  April  5,  1946, 
free  of  pain  in  feet;  hands  were  warm,  and  color 
good.  All  laboratory  findings  were  negative.  Seen 
as  an  outpatient  on  September  28,  1946 — no  pain 
in  legs.  Free  of  symptoms. 

No.  3.  A.  B.,  Male,  white,  age  59.  Admitted 
March  9,  1946.  Diognosis.  Buerger’s — since  1927. 
Intermittent  claudication.  1923  sore  on  right  foot, 
amputation  mid-thigh  right.  Pain  in  left  leg  has 
increased  past  14  years.  Refused  sympathectomy 
for  left  side  1941.  Sores  developed  on  ankle. 
Numbness  and  pain  in  5th  finger  each  hand. 
Leathery  feel  to  skin  left  leg.  Dorsalis  pedis  pulse 
absent.  Scaling  ulcer  present.  Toes  cold  and  cy- 
anotic. Negative  laboratory  findings.  March  16, 
1946 — 23  bottles  of  ether  solution  with  nicotinic 
acid  200  mgm.  t.i.d.  Discharged  April  10,  1946. 
Results  good.  Discoloration  of  leg  cleared.  Pain 
and  tingling  subsided.  Ambulatory  without  claudi- 
cation. Foot  pink  and  warm.  Relief  in  two  days 
after  treatment  started. 

No.  4.  B.  W.,  Male,  white,  age  35.  Admitted 
March  13,  1946.  Diagnosis:  Buerger’s.  Chief  com- 
plaint: Cramps  in  leg.  In  August  developed  a pain 
in  left  foot.  Examined  in  Galveston  and  New  Or- 
leans with  an  instrument  and  told  he  had  Buer- 
ger’s. Had  lumbar  sympathectomy  block  with 
lasting  relief  one  month.  Pulse  present.  Con- 
tinues to  have  cramps  in  leg.  Laboratory  findings 
and  x-ray  negative.  March  25,  1946 — 22  bottles  of 
ether  solution  with  nicotinic  acid  200  mgm.  t.i.d. 
Discharged  April  20,  1946.  Good  results.  Free  of 
pain.  No  claudication  after  long  walks.  Seen  as 
an  out-patient  on  November  25,  1946,  free  of  symp- 
toms. Has  returned  to  duty. 

No.  5.  D.  L.,  Male,  age  51.  Admitted  June  28, 
1946.  Diagnosis:  Buerger’s  and  ulcer.  Frost  bite 
1918.  1926  intermittent  claudication  continued 

1940.  Has  had  ulcer  intermittent  on  2nd  toe,  right 
foot,  past  12  years.  Received  treatment  of  various 
types  without  success.  Laboratory  findings  nega- 
tive. Ulcer  was  present  on  2nd  toe  and  was  painful 
Ether  solution,  24  bottles,  started  July  6,  1946. 
There  was  complete  healing  of  the  ulcer,  and  free- 
dom from  pain  when  discharged  July  31,  1946.  Seen 
January  1947  and  is  well.  No  nicotinic  acid. 

No.  6.  G.  G.,  Male,  white,  age  61.  Admitted 
May  2,  1946.  Diagnosis:  Buerger’s  and  ulcer. 
Unhealed  ulcer  right  ankle.  Pain  in  legs  on  stand- 
ing and  walking,  poor  pulse.  Laboratory  findings 
and  x-ray  negative.  EKG  negative.  A course  of 
ether  solution  of  8 bottles  was  started  May  13, 
1946,  and  nicotinic  acid  was  given.  Discharged 
June  1,  1946,  ulcers  healed,  no  pain  on  long  stand- 
ing or  walking. 

No.  7.  B.  R.,  Male,  white,  age  31.  Admitted  July 
28,  1946.  Diagnosis:  Buerger’s.  Angiospasm  with 


gangrene  of  2nd  toe,  left.  Blister  on  toe  six  weeks 
prior  to  admission,  became  worse.  Reduced  pulse 
in  dorsalis  pedis.  August  5,  1946  treatment  was 
begun — 24  bottles  ether  solution  and  nicotinic  acid. 
Never  free  of  pain  but  became  dry  gangrene.  Sym- 
pathectic  block  September  18,  1946,  results  good; 
sympathectomy,  left  September  23,  1946,  results 
good.  Final  amputation  2nd  toe,  left,  October  9, 
1946.  Discharged,  well  healed,  free  of  pain  Novem- 
ber 21,  1946. 

No.  8.  W.  C.,  Male,  white,  age  61.  Admitted 
February  7,  1946.  Diagnosis:  Buei’ger’s  with 

burns;  Arteriosclerosis,  general.  Burns  of  feet  and 
ankles — 4 days  duration,  1st,  2nd  and  3rd  degree. 
Burns  healed,  pain  continued.  Heavy  smoker.  Told 
he  did  not  have  pulse  in  foot  1 year  ago.  Skin 
brawny.  Intermittent  claudication.  Treatment 
consisted  of  24  bottles  ether  solution  with  nicotinic 
acid  March  29,  1946.  Second  course — 12  bottles 
April  29,  1946.  Discharged  May  16,  1946,  results 
good,  burns  healed,  no  pain  after  long  walking. 
Slight  increase  in  B.  S.  P.,  which  cleared  with 
I.V.  glucose.  Readmitted  August  13,  1946.  Free  of 
pain. 

No.  9.  J.  McK.,  Male,  white,  age  56.  Admitted 
February  5,  1946.  Diagnosis:  Buerger’s  and  gan- 
grene. Chief  complaint.  (Buerger’s  disease)  — 
Pain  in  legs  since  World  War  I.  In  1941 — Ampu- 
tation of  little  toe,  right  foot.  In  1941  right  leg 
amputated,  mid-thigh.  Some  numbness  of  toes 
at  times  and  also  bouts  of  pain.  Developed 
sore  on  tip  of  4th  toe,  left  foot.  Left  foot  cold. 
Dorsalis  pedis  and  posterior  tibial  pulses  not  felt. 
Sore  on  4th  toe.  Ether  solution  begun  on  March  1, 
1946,  using  46  bottles — Nicotinic  acid  200  mgm. 
t.i.d.  Discharged  June  17,  1946,  no  pain,  no  gan- 
grene. Hand  and  foot  warm.  Pulses  present  in  foot. 
Only  slightest  of  tingling  in  toes  on  prolonged 
walking.  Nails  growing. 

No.  10.  T.  T.,  Male,  white,  age  26.  Admitted 
June  25,  1946.  Diagnosis:  Buerger’s,  and  varicose 
veins.  Chief  complaint:  Pain  in  legs.  Intermit- 
tent claudication  since  1941.  Lumbar  sympathec- 
tomy, bilateral,  1943.  Relief  of  symptoms.  Recurred 
in  4-5  months.  No  pulses  felt  in  left  foot.  Ether 
solution  begun  on  July  6,  1946,  using  16  bottles — 
Nicotinic  acid.  Discharged  July  24,  1946,  good  re- 
sults. Feet  and  legs  warm.  No  claudication.  Patient 
cheerful. 

No.  11.  A.  G.,  Male,  white,  age  19.  Admitted 
March  19,  1946.  Chief  complaint:  Ulcers  of  ankles 
won’t  heal.  Hhe  had  ligation  of  veins  and  other 
therapy  without  results.  Diagnosis:  Large  ulcers 
both  legs,  region  of  ankles.  Ether  solution  begun 
April  22,  1946,  using  12  bottles.  Ulcers  practically 
healed.  May  14,  1946,  transferred  to  medical  serv- 
ice because  of  pre  and  post,  treatment.  Electro- 
cardiograms showed  cardiac  damage — right  bundle 
branch  block.  Had  nicotinic  acid. 

No.  12.  E.  R.,  Male,  white,  age  50.  Admitted 


Williams — Intravenous  Ether 


473 


September  19,  1945,  with  recurrent  indolent  ulcers. 
Has  had  various  treatment  including  sympathetic 
block.  Ether  solution  begun  April  20,  1946,  using 
24  bottles  and  nicotinic  acid  with  various  forms  of 
local  therapy.  Ulcers  healed,  patient  deserted  June 
29,  1946. 

No.  13.  J.  G.,  Male,  white,  age  36.  Admitted 
July  8,  1946.  Indolent  ulcer  failing  to  heal.  Treat- 
men  begun  on  July  14,  1946,  using  14  bottles  with 
nicotinic  acid.  Discharged  July  31,  1946,  ulcer  com- 
pletely healed.  Extremities  warm. 

No.  14.  G.  G.,  Male,  white,  age  40.  Admitted 
October  18,  1945,  with  recurrent  indolent  ulcer  of 
left  leg.  Ether  solution  begun  on  April  20,  1946, 
using  24  bottles  with  nicotinic  acid.  Discharged 
August  12,  1946,  ulcers  completely  healed.  No 
pain  in  legs. 

No.  15.  J.  L.,  Male,  white,  age  45.  Admitted  Sep- 
tember 24,  1946.  Recurrent  indolent  ulcers  of  legs. 
Ulcers  since  1937.  Various  therapy.  Ether  solu- 
tion begun  October,  1946,  using  21  bottles,  ulcers 
healing.  Had  extravasation  solution  into  tissue  of 
arms.  Patient  left  the  hospital  December  18,  1946. 
Seen  in  out-patient  department  regularly  since 
discharge  and  there  has  been  definite  improvement. 

No.  16.  E.  S.,  Male,  white,  age  48.  Admitted 
February  1,  1946.  Diagnosis:  Neurodermatitis. 
Chief  complaint : Burning  and  itching  of  left  leg — 6 
months  duration.  Local  therapy  and  several  caudal 
anesthesias  did  not  relieve  or  heal.  Ether  solution 
begun  on  April  26,  1946,  using  24  bottles  and  nico- 
tinic acid.  Lesions  decreased  in  size.  Pain,  itch- 
ing and  burning  subsided.  Finally  discharged  July 
14,  1946,  completely  relieved  of  symptoms  and  fit 
for  duty. 

No.  17.  J.  F.,  Male,  white,  age  67.  Admitted 
May  14,  1938,  with  alcoholic  neuritis.  Has  been 
here  since  1938  and  developed  pains  in  legs  which 
responded  to  five  bottles  of  intravenous  ether  so- 
lution. 

No.  18.  L.  G.,  Male,  white,  age  67.  Admitted 
June  17,  1946.  Diabetic  gangrene  2nd  toe,  left 
foot,  severe.  Marked  redness  and  swelling  of  the 
dorsum  of  foot.  Treated  with  insulin  and  diet. 
Gangrene  spread.  Started  intravenous  ether  2% 
per  cent  June  22,  1946.  Received  total  of  33  bottles 
by  July  24,  1946.  Second  course  started  August  5, 
1946,  receiving  16  bottles.  Gangrene  of  2nd  toe 
turned  into  dry  gangrene  with  application  of  ether. 
Ulceration  spread  to  plantar  surface  of  foot;  2nd 
toe  amputated  and  ulcer  area  of  plantar  surface 
healed.  Discharged  Feb.  5,  1947,  ambulant.  Had 
nicotinic  acid. 

No.  19.  M.  Z.,  Whjte,  male,  age  56.  Admitted 
Feb.  8,  1946.  Diagnosis:  Arteriosclerosis.  Possible 
Buerger’s.  Pain  in  legs  after  walking.  Intermit- 
tent claudication  past  seven  months.  Both  feet 
cold.  No  pulses  present.  Ether  solution  begun  on 
March  25,  1946  using  24  bottles  with  nicotinic  acid. 
Discharged  April  20,  1946 — completely  relieved  of 


symptoms.  Seen  as  out-patient  in  November  1946 
and  had  no  complaints. 

No.  20.  M.  L.,  Colored,  male,  age  48.  Admitted 
May  3,  1946.  Onset  present  illness  April  30,  1946. 
Gangrene  of  foot.  Examination  revealed  severe 
moist  gangrene  involving  all  toes  and  part  of  right 
foot.  Laboratory  tests  all  negative.  X-ray  nega- 
tive for  sclerosis.  Patient  started  on  intravenous 
ether  May  18,  1946,  received  24  bottles.  Relieved 
of  pain  and  the  gangrenous  condition  improved  to 
some  extent,  but  took  turn  for  worse  and  amputa- 
tion right  leg  Callender  type  done  June  17,  1946. 
Patient  well  until  September  10,  1946,  at  which 
time  developed  gangrene  of  left  foot.  Treated  by 
refrigeration.  Died  October  11,  1946. 

No.  21.  B.  W.,  White,  male,  age  54.  Admitted 
to  hospital  June  14,  1946.  Diagnosis:  Bilateral 
bunion  and  severe  hallux  valgus,  bilateral  with 
marked  over-riding  great  toe.  On  July  12,  1946, 
McBride  type  of  operation  for  correction  of  above 
deformity  was  done.  Gangrene  developed  in  great 
toe,  left  foot.  Laboratory  examinations  all  run 
and  found  to  be  negative.  Marked  arteriosclerosis 
present.  Started  on  intravenous  ether  July  20, 
1946.  Received  24  bottles  without  nicotinic  acid. 
The  gangrenous  toe  was  turned  into  a dry  gan- 
grene and  patient  lost  distal  end  of  great  toe  but 
the  gangrenous  area  of  foot  healed  well.  Dis- 
charged October  1,  1946,  wound  well  healed. 

No.  22.  0.  G.,  White,  male,  age  55.  Admitted 
January  17,  1947.  Diagnosis:  Gangrene  right 

great  toe.  Patient  dropped  a small  piece  of  iron 
pipe  on  right  foot  January  14,  1947.  The  injury 
was  of  minor  nature,  however,  great  toe  became 
black  and  also  painful. 

Examination  on  admission  revealed  advanced 
gangrene  of  entire  great  toe,  right  foot,  with 
marked  inflammation  of  dorsum  of  foot.  Foot  cold 
to  touch.  Absence  of  dorsalis  pedis  pulse.  Intra- 
venous ether  started  Jaziuary  17,  1947,  and  has  re- 
ceived 24  bottles  to  date.  The  inflammation  has 
all  subsided.  The  gangrenous  area  is  now  limited 
to  the  distal  half  of  the  great  toe  and  is  dry  type 
of  gangrene. 

Patient  has  been  relieved  of  his  pain,  the  foot  is 
warm  out  to  the  gangrenous  area. 

This  patient  will  be  given  a few  days  rest.  The 
laboratory  tests  will  all  be  repeated.  Kodachrome 
pictures  will  be  repeated  and  if  patient  shows  no 
change  in  laboratory  tests  a second  course  will  be 
started. 

Nicotinic  acid  has  not  been  used  in  this  case  and 
it  has  been  noted  that  there  is  a rise  in  the  blood 
pressure  during  each  infusion  of  the  ether  mixture. 
The  second  course  of  ether  will  be  supplemented 
with  nicotinic  acid. 

SUMMARY 

1.  Report  is  made  of  the  use  of  intra- 
venous ether  in  treatment  of  22  patients 
with  impending  ischemic  gangrene,  dia- 


474 


Bodenheimer — Fractured  Ribs 


betic  ischemia,  arternisclerosis,  hypostatic 
ulcer,  etc. 

2.  It  is  recognized  that  the  series  is 
small,  but  results  have  been  encouraging. 

3.  Relief  from  pain  has  been  one  of  the 
most  gratifying  findings. 

4.  The  ether  treatment  has  not  been  un- 
pleasant to  patient. 

5.  Ether  is  considered  a safe  drug  to  use 
in  the  dilution  that  we  administer  it. 

6.  We  consider  it  a valuable  agent.  It 
can  be  given  while  patient  is  being  pre- 
pared for  surgery  when  this  becomes 
necessary. 

8.  Cases  should  be  carefully  observed 
and  evaluated  prior  to  treatment. 

REKEUEN'CE 

Itoheft  A.  Kiitz.  >[.  I>..  Impendin;;  ischemic  gant;rpue. 
Xew  ni>n-siin'ic;il  fiieiapeiitic  snsKestions.  New  Orleans 
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FRACTURED  RIBS  FROM  COUGHING 
■J.  M.  BODENHEIMER,  M.  D. 

Shreveport,  La. 

Fractures  of  the  ribs  without  direct  ex- 
ternal trauma  have  been  reported  rarely  in 
literature.  However,  many  writers  think 
that  the  injury  occurs  more  commonly  than 
the  records  would  lead  one  to  believe. 
Wahl,  who  reported  four  cases,  collected  63 
cases  from  the  available  literature.  Bahr 
collected  35  cases.  The  first  case  of  spon- 
taneous rib  fracture  was  reported  by 
Graves  in  1834.  Coughing  and  sneezing  are 
the  usual  causes  of  this  injury.  Popisichill 
found  12  cases  among  25,000  children  suf- 
fering from  whooping  cough.  Oechsli, 
Richardson,  Tunis  and  others  have  reported 
fractures  associated  with  pulmonary  tuber- 
culosis. Swingord  & McKinnon  reported 
one  case  in  which  eight  fractures  of  ribs 
were  identified  by  x-ray.  Ribs  on  both  the 
right  and  left  side  were  fractured.  Most 
fractures  are  about  the  same  distance  from 
the  spinal  column.  An  occasional  anterior 
fracture  is  observed.  Of  the  fractures  re- 
ported about  76  per  cent  were  on  the  left 
side,  20  per  cent  on  the  right  side,  and  four 
per  cent  on  both  sides.  According  to  Bahr, 
the  liver  weakens  the  trauma  effect,  hence 
the  greater  number  found  on  the  left  side. 


Congenital  anomalies  may  account  for 
some  of  the  accidents.  Osteo  malacea,  rick- 
ets, lues,  tuberculosis  and  malignant  dis- 
eases of  the  ribs  (primary  or  metastatic), 
multiple  myeloma,  Ewings  tumor,  hyper- 
parathyroidism, senile  osteoparosis,  Pagets 
disease  and  osteomyelitis  are  mentioned  in 
literature  as  predisposing  causes.  Exces- 
sive muscular  force,  coughing,  laughing, 
sneezing,  parturition  and  excessive  weight 
lifting  have  been  reported  as  the  exciting 
causes  in  various  case  reports.  However, 
the  most  common  exciting  cause  is  cough- 
ing. 

A sudden  pain  over  one  or  more  ribs  fol- 
lowing any  of  the  above  mentioned  exciting 
causes,  and  which  persists  with  localized 
points  of  tenderness  over  a rib  or  ribs, 
leads  to  a suspicion  of  fracture.  Roentgeno- 
graphs taken  at  proper  angles  will  show 
the  fractures  if  they  exist. 

The  treatment  is  no  different  from  the 
usual  treatment  of  fractured  ribs. 

The  following  case  is  reported: 

CASE  HISTORY 

Mr.  S.  L.  F.,  age  67  years,  came  to  the  office 
complaining  of  severe  pain  on  the  left  side  anterior 
just  under  the  ribs.  The  pain  was  unrelieved  by 
diathermy  or  opiates.  The  cough  which  was  per- 
sistent and  due  to  an  acute  upper  respiratory  in- 
fection aggravated  the  pain.  After  several  days 
of  treatment,  a cutaneous  hemorrhagic  spot  the 
size  of  the  palm  of  the  hand  was  noted.  The 
hemorrhage  continued  to  spread  until  it  involved 
the  entire  surface  of  the  left  half  of  the  abdominal 
wall,  and  later  spread  to  the  outer  surface  of  the 
thigh  and  across  to  the  right  side  of  the  abdomen 
before  it  was  arrested.  There  was  no  history  of 
previous  spontaneous  bleeding.  He  did  not  smoke 
or  drink.  He  was  considerably  overweight,  a 
family  tendency  aggravated  by  over-eating. 

There  was  edema  of  the  lower  extremities  and 
the  abdomen  contained  some  fluid.  The  urine 
showed  a trace  of  albumin,  hyaline  and  granular 
casts.  The  blood  picture  was  normal  except  that 
the  platelets  were  150,000  per  cc.  The  bleeding 
and  clotting  time  were  normal.  NPN  was  62, 
icterus  index  86.  Several  days  later  the  NPN  was 
reported  29.  The  first  x-ray  report  was  negative 
for  fractures  of  the  ribs.  Later  the  x-ray  taken 
at  oblique  angles  showed  two  fractured  ribs  pos- 
terior and  one  anterior. 

A specimen  of  the  rib  at  the  anterior  fracture 
was  removed  under  local  anesthesia  and  sub- 
mitted to  Dr.  W.  R.  Mathews,  pathologist,  for  ex- 
amination. He  reported  the  following; 
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Specimen-.  Tissue  from  upper  abdominal  wall  in 
vicinity  of  costal  margin.  Date: 
12-31-45.  Gross:  The  specimen  con- 
sists of  the  tip  of  a rib  (cartilagen- 
ous  portion)  with  fragments  of  soft 
tissue  showing  a grayish  yellow 
color.  Section. 

Microscopic:  1-2-46.  The  sections  from  the  carti- 
lagenous  tip  of  the  rib  show  no 
deep  change  so  far  as  inflammatory 
reaction  is  concerned.  However,  in 
some  of  the  sections  there  is  small 
centrally  located  irregular  cystic 
space  that  appears  to  have  devel- 
oped by  dissolution  of  the  cartilage. 
The  perichondrium  shows  marked 
chronic  productive  inflammatory  re- 
action with  a number  of  areas  of 
newly  formed  osteoid  tissue  in  this 
zone.  The  reaction  here  is  almost  en- 
tirely productive  in  type  (fibroblas- 
tic) though  a few  lymphocytes  are 
present,  usually  focally.  The  blood 
vessels  are  not  numerous  and  their 
walls  are  well  formed.  As  one  pro- 
ceeds from  the  rib  into  the  surround- 
ing soft  part,  the  structure  is  main- 
ly that  of  low  grade  inflammation  in 
fat.  There  has  been  pooling  of  fat 
spaces  with  intervening  foci  of  foam 
cells  (fat  regeneration)  in  associa- 
tion with  a varying  amount  of  fibro- 
blastic reaction  and  slight  round 
cell  infiltration.  The  margins  of 
some  of  the  pieces  containing  quite 
a number  of  capillaries  looks  like 
granulation  tissue  but  only  an  occa- 
sional polymorphonuclear  leucocyte 
is  present.  On  the  fringe  of  the  sec- 
tion the  fibroblastic  and  lymphocyte 
reaction  is  noted  to  be  extending  out 
into  the  adjacent  striate  muscle. 
This  is  an  inflammatory  process  in- 
volving the  perichondrium  and  sur- 
rounding soft  tissue  but  there  are  no 
specific  features  as  to  etiology  so  far 
as  I can  tell.  The  best  diagnosis 
that  I can  make  is  perichondritis 
but  I don’t  know  what  caused  it.  It 
could  be  a complication  of  some  in- 
fectious disease.  I fail  to  find  an 
explanation  for  the  expanding  hem- 
orrhage in  the  anterior  abdominal 
wall.  It  is  assumed  that  there  was 
no  trauma  to  this  area. 

The  treatment  consisted  of  bed  rest,  opiates,  dry 
heat,  vitamin  K,  salt  free  diet,  Salyrgan  and  Theo- 
phyllin.  The  side  was  strapped  with  adhesive  plas- 
ter, but  as  the  skin  would  not  tolerate  it,  the  strap- 
ping was  discontinued.  The  fractured  ribs  event- 


ually healed,  the  edema  subsided  and  the  kidneys 
cleared.  The  blood  picture  returned  to  normal. 

Though  this  condition  is  rare,  it  is  well 
to  emphasize  the  fact  that  persistent  pain 
and  tenderness  localized  over  one  or  several 
ribs  and  accompanied  by  a resistant  cough, 
should  be  investigated  for  possible  frac- 
tures. It  might  be  added  that  unless  the 
x-ray  is  properly  taken  the  fracture  or 
fractures  can  be  overlooked.  This  is  well 
emphasized  in  the  case  report.  The  first 
x-ray  taken  was  negative  for  fractures ; the 
subsequent  x-ray  examination  taken  at 
proper  angles  revealed  clearly  the  f rac  • 
tures. 
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SULFONE  TREATMENT  OF  LEPROSY 
PAUL  T.  ERICKSON,  M.  D.f 
ROLLA  R.  WOLCOTT,  M.  D.ft 

AND 

FREDERICK  A.  JOHANSEN,  M.  D.f 
U.  S.  Marine  Hospital 
Carville,  La. 

Sulfone  drugs  were  first  used  in  the 
treatment  of  leprosy  by  Faget  and  co-work- 
ers^  at  the  National  Leprosarium,  Carville, 
Louisiana  in  1941.  Sulfa  or  sulfonamide 
derivatives  (sulfanilamide,  sulfathiazole, 
sulfapyridine,  and  sulfadiazine)  had  previ- 
ously been  demonstrated  as  ineffective 
drugs  in  leprosy  except  for  varying  de- 
grees of  usefulness  in  clearing  up  secon- 
dary infections  of  skin  and  mucous  mem- 
branes.- 

Promin  (sodium  salt  of  p.p.  diamino- 
diphenyl  sulfone  n.n.  didextrose  sulfonate) 
was  the  first  drug  of  the  sulfone  series  to 
be  used  in  leprosy.  Its  reported  value  in 
experimental  tuberculosis  in  guinea  pigs^ 
and  its  seemingly  promising  clinical  trial 
at  that  time  in  human  tuberculosis^  led  the 
Carville  workers  to  try  this  drug  and  con- 
tinue its  use  in  leprosy.  Results  at  first 
were  not  very  promising.  Following  the 
methods  by  which  the  clinical  trial  of  pro- 

fSenior  Surgeon,  U.  S.  Public  Health  Service. 

tfSurgeon,  U.  S.  Public  Health  Service. 

fMedical  Director,  U S.  Public  Health  Service, 
Medical  Officer  in  Charge. 

*Read  before  the  Orleans  Parish  Medical  Society, 
October  13,  1947. 
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min  was  being  carried  out  in  human  tuber- 
culosis, the  drug  was  administered  orally. 
Toxic  symptoms  following  oral  administra- 
tion were  severe.  Dosages  had  to  be  kept 
so  low  that  therapeutic  effects  seemed  un- 
likely. Oral  treatment  with  promin  was 
abandoned  in  favor  of  a promin-like  drug 
called  Internal  Antiseptic  No.  307  which 
was  well  tolerated  orally. 

Internal  Antiseptic  No.  307  (sodium  4-4' 
diaminodiphenyl  sulfone-2-acetyl  sulfona- 
mide) was  administered  to  one  group  of 
patients  while  a placebo  was  given  to  an- 
other group  of  patients.^  After  8 months 
of  treatment  the  group  that  received  I.  A. 
No.  307  was  in  a much  better  condition  as 
far  as  this  group  of  patients’  specific  lep- 
rous lesions  and  complications  were  con- 
cerned. This  indicated  that  the  improve- 
ments in  leprosy  under  this  promin-like 
drug  could  not  be  attributed  to  spontaneous 
regression  of  lesions  but  to  some  added 
factor,  in  this  case  I.  A.  No.  307.  Mean- 
while, a preparation  of  promin  suitable  for 
intravenous  use  had  been  perfected.  Toxic 
manifestations  following  intravenous  ad- 
ministration were  surprisingly  mild ; so 
mild  that  several  times  the  original  dosage 
was  perfectly  well  tolerated  by  most  pa- 
tients. Improvement  in  specific  leprous 
lesions  and  leprous  complications  was  con- 
siderably accelerated  over  that  obtained 
with  I.  A.  No.  307.  I.  A.  No.  307,  conse- 
quently, fell  by  the  wayside  before  it  really 
had  had  an  adequate  clinical  trial. 

When  it  becomes  necessary  to  administer 
a drug  daily  intravenously  to  a large  group 
of  patients  a number  of  administrative  and 
technical  problems  arise.  A search,  there- 
fore, was  made  for  a drug  with  a therapeu- 
tic action  comparable  to  promin  but  which 
could  be  administered  orally  with  minimal 
toxic  effects.  Such  drugs  were  found  in 
diasone  (disodium  formaldehyde  sulfoxy- 
late  diamino  diphenyl  sulfone)  and  promi- 
zole  (4,2'  — diaminophenyl  — -5'  — thiazole 
sulfone).  These  drugs,  like  promin,  were 
also  being  evaluated  in  the  treatment  of 
human  tuberculosis.®'  ® Therapeutic  results 
as  well  as  toxic  effects  from  these  two 
drugs  were  found  to  be  comparable  to  that 


of  promin  with  the  added  advantage  that 
they  were  tolerated  well  orally  while  pro- 
min was  not. 

The  investigations  conducted  by  the  Car- 
ville  group"'  with  the  sulfone  drugs  in 
leprosy  have  been  confirmed  subsequently 
by  a number  of  leprologists  of  other  coun- 
tries. Muir’s^*^  experience  with  diasone  in 
the  British  West  Indies  “so  far  corresponds 
closely  with  those  reported  on  the  use  of 
promin  at  Carville’’.  Fernandez  and  Car- 
boni  of  Argentina^  state:  “Diasone  has 

proved  to  be  effective  in  the  treatment  of 
leprosy  in  a series  of  42  patients  observed 
for  8 months.’’  Braza,  Diniz,  Lima  and 
Schuyman  of  Brazil  Mom  of  Costa 
RicaB“  Wharton  of  British  Guiana;^-  Gas- 
tello of  Cubai3  and  Sloan  of  Hawaiii^  have 
all  reported  favorably.  At  the  Second  Pan 
American  Leprosy  Conference  held  in  Rio 
de  Janiero,  Brazil,  in  October  1946,  the 
Subcommittee  on  Therapeutics  recognized 
the  sulfone  drugs  as  having  an  efficient 
therapeutic  action  in  lepromatous  leprosy 
although  the  committee  felt  it  was  too  early 
as  yet  to  approve  them  as  definite  chemo- 
therapeutic agents  for  the  disease.^® 

CHEMICAL  STRUCTURE 

Promin,  diasone,  and  promizole  are  re- 
lated chemically  to  one  another  by  having 
in  common  the  diamino  diphenyl  sulfone 
radical.  There  is  reason  to  believe  that  the 
diamino  diphenyl  sulfone  radical  is  the  ac- 
tive principle.  This  belief,  however,  has 
not  been  definitely  established.  Sulfone  de- 
rivatives while  similar  in  chemical  compo- 
sition to  sulfa  or  sulfonamide  drugs  should 
not  be  confused  with  the  latter.  The  parent 
radical  in  the  former  drugs  is  a double 
benzene  ring  structure  as  distinguished 
from  the  single  benzene  ring  structure  pres- 
ent in  the  parent  radical  of  the  sulfa  or 
sulfonamide  series  of  drugs.  This  differ- 
ence in  chemical  structure  might  well  ac- 
count for  the  difference  in  toxicity  ex- 
hibited between  these  two  classes  of  drugs 
as  well  as  therapeutic  activity. 

TOXIC  M A N I FES  T A T I O X S 

Sulfone  drugs  are  comparatively  free 
from  any  severe  toxic  effects.  Promizole  is 
the  least  toxic  of  them  all.  The  most  fre- 
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quent  toxic  effect  encountered  is  a slow  de- 
struction of  erythrocytes.  Infrequently, 
leucopenia  and  allergic  dermatitis  occur. 
Nausea,  vomiting,  lack  of  appetite  or  head- 
aches are  seldom  encountered  and  never 
severe.  These  latter  symptoms  are  most 
frequently  seen  in  the  orally  administered 
drugs,  although  nausea  and  vomiting  and 
sometimes  sneezing  may  be  seen  immedi- 
ately after  intravenous  injection  of  promin. 
Hematuria  or  crystaluria  has  not  been  seen 
in  our  group  of  patients  except  early  in  the 
experience  with  diasone.  When  treatment 
was  first  initiated  patients  were  given 
maximum  dosages  from  the  start.  Hema- 
turia without  crystaluria  occurred  in  some 
patients.  When  treatment  was  begun  with 
small  doses  of  the  drug  and  gradually  in- 
creased over  a period  of  weeks  as  tolerance 
was  increased,  no  further  difficulty  oc- 
curred. 

To  guard  against  any  toxicity  which 
might  occur  certain  precautions  are  prac- 
ticed in  the  treatment  regime  that  has  been 
established.  Dosage  is  kept  low  at  the  be- 
ginning of  treatment  and  gradually  in- 
creased as  individual  tolerance  is  gained. 
Thus,  the  dosage  of  promin  ranges  from  1.0 
gram  to  5.0  grams  daily,  that  of  diasone 
from  .3  gram  to  3.0  grams  daily,  and  that 
of  promizole  from  l.b  gram  to  8.0  grams 
daily.  Rest  periods  are  also  provided  every 
third  week  for  patients  treated  with  promin 
and  for  a period  of  2 weeks  every  2 months 
for  patients  taking  diasone  and  promizole. 
During  the  rest  periods  the  patients’  hema- 
topoietic system  is  usually  afforded  time  to 
restore  the  blood  cells  lost  through  the 
hemolytic  action  of  the  drug.  Occasionally, 
it  is  necessary  to  administer  iron  and  liver 
extract  as  adjuvants  for  anemia.  Urinaly- 
sis, red  and  white  blood  counts,  and  hemo- 
globin estimations  on  each  patient  every 
three  weeks,  and  frequent  clinical  examin- 
ations are  performed  in  order  to  detect 
manifestations  of  toxicity  early. 

INTENSIVE  PROMIN  THERAPY 

Sulfone  drugs  are  rapidly  eliminated  in 
the  urine.  Only  traces  of  the  drugs  remain 
in  the  blood  stream  24  hours  after  admin- 
istration. Six  to  eight  hours  after  the  in- 


travenous injection  of  a 5.0  gram  dose  of 
promin  only  a relatively  small  amount  re- 
mains in  the  blood  stream.  Recently,  there- 
fore, a small  group  of  patients  have  rec- 
ceived  a 5.0  gram  dose  of  promin  intra- 
venously three  times  daily  in  order  to  de- 
termine whether  or  not  the  therapeutic 
response  will  be  more  rapid  when  the  pro- 
min blood  level  is  held  high.  Results  to 
date  would  indicate  that  there  is  an  ac- 
celerated response  but  it  is  still  not  deter- 
mined whether  or  not  the  therapeutic  re- 
sponse is  sufficiently  accelerated  to  justify 
the  added  risk  and  added  administrative 
procedure  involved. 

THERAPEUTIC  EFFECTS 

While  only  objective  improvement  as 
demonstrated  by  frequent  clinical  examin- 
ations, photographs,  and  laboratory  evi- 
dence have  been  considered  in  evaluating 
the  therapeutic  effects  of  the  sulfones,  the 
marked  subjective  improvement  after  treat- 
ment with  these  drugs  cannot  be  over- 
looked. Both  types  of  improvement  are 
slow  in  coming.  Definite  objective  im- 
provement, as  a rule,  seldom  becomes  mani- 
fested before  6 months  of  treatment.  After 
this,  improvement  is  progressive  with  few 
if  any  relapses. 

Mucous  membrane  lesions  usually  are  the 
first  to  respond  to  treatment.  Oral  and 
laryngeal  nodules,  ulcers,  and  infiltrations 
usually  subside  and  disappear  after  a few 
months  treatment.  The  patient’s  voice  is 
restored  and  dyspnea  is  relieved.  Emer- 
gency tracheotomies  become  unnecessary. 
Nasal  obstruction  and  epistaxis  are  relieved 
through  the  healing  of  inflammatory  mu- 
cosal lesions. 

Improvement  in  skin  lesions  follows. 
Nodular  lesions  slowly  shrink  and  flat- 
ten. If  the  lesions  originally  were  large 
and  deepseated  they  disintegrate  more 
slowly  and  heal  with  subsequent  scar  for- 
mation. If  small  they  are  completely  ab- 
sorbed leaving  only  a pigmented  spot. 
Infiltrative  plaques  gradually  subside  with 
diminution  of  inflammatory  swelling  and 
edema  of  dermal  tissues.  At  times,  the  in- 
filtrated part  of  the  skin  assumes  a grey- 
ish to  purplish  hue  as  it  undergoes  healing. 
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Leprous  ulcers  of  the  extremities  gradually 
become  disinfected  and  form  healthy  gran- 
ulations and  heal  through  scar  formation. 
Trophic  plantar  ulcers,  unless  the  trophic 
disturbance  is  exceedingly  severe,  granu- 
late and  gradually  close  'with  residual  cal- 
losities. Occasionally,  regrowth  of  hair  oc- 
curs in  eyebrows,  beard  and  arms  and  legs. 

Leprous  eye  lesions  seem  capable  of  of- 
fering a considerable  degree  of  resistance 
to  sulfone  therapy.  Although,  in  general, 
the  progress  of  conjunctival,  corneal  and 
iridocyclitic  leprous  infiltrations  is  checked 
and  there  is  occasional  improvement  in  im- 
paired vision,  stubborn  attacks  of  repeated 
severe  acute  iridocyclitis  in  some  patients 
do  occur  while  treatment  is  in  progress. 
This  is  especially  true  when  the  eye  con- 
ditions are  of  long  standing.  It  would  ap- 
pear form  our  experience  in  this  field  that 
here  early  treatment  is  of  utmost  impor- 
tance. 

Another  example  of  the  slow  action  of 
the  sulfones  is  seen  in  the  resistance  of- 
fered by  M.  leprae  as  demonstrated  by  skin 
and  nasal  smears.  During  the  first  year  of 
treatment  practically  all  lepromatous  cases 
remain  bacilliferous.  During  subsequent 
years  of  treatment,  an  ever  increasing 
proportion  of  patients  revert  from  positive 
to  negative.  It  is  possible,  therefore,  to 
secure  an  arrest  of  the  disease, and  the 
return  of  the  patient  to  his  home.  Early 
cases  appear  to  respond  faster  in  this  re- 
gard than  cases  of  long  standing.  So  far, 
no  relapses  of  arrested  cases  have  been  re- 
ported. 

Many  patients  while  improved  remark- 
ably from  the  clinical  standpoint  continue 
to  be  positive  bacterioscopically  after  sev- 
eral years  of  sulfone  therapy.  This  slow 
disappearance  of  the  organisms  from  the 
lesions  would  indicate  that  sulfones  have 
little  if  any  destructive  effect  upon  the 
acid-fast  organism  in  the  tisue  cells.  Fite^^ 
in  his  study  of  the  histopathology  of  lesions 
before  and  after  promin  treatment  found 
that  promin  appears  capable  of  eliminating 
bacillary  infection  from  the  blood  stream 
and  small  blood  vessels  thereby  preventing 
the  formation  of  new  lesions.  The  lesions 


already  present  are  then  afforded  a better 
opportunity  to  recede  much  as  they  would 
recede  during  spontaeous  regression. 

Attacks  of  acute  lepra  reactions  with 
erythema  nodosum  or  erysipeloid  derma- 
titis are  not  commonly  aborted  by  sulfone 
therapy.  Patients  experiencing  such  epi- 
sodes previously  may  have  recurrence  dur- 
ing the  course  of  treatment.  However, 
severe  lepra  reactions  are  not  nearly  as 
frequent  as  formerly  but  there  is  some 
evidence  to  indicate  that  the  mild,  more  or 
less  evanescent,  attacks  of  erythema  nodo- 
sum might  be,  at  times,  precipitated  by  the 
sulfone  drugs.  Episodes  of  acute  leprous 
neuritis  are  also  not  prevented  or  aborted. 
Severe  attacks  of  neuritis  occur  quite  fre- 
quently. Following  such  acute  nerve  reac- 
tions, loss  of  sensation,  muscle  atrophy, 
paralysis  and  contractures  occur  occasion- 
ally, in  spite  of  treatment.  On  the  other 
hand,  many  patients  not  suffering  from 
acute  nerve  reactions  have  partial  return  of 
sensation  over  anesthetic  areas  as  treat- 
ment progresses.  This  is  probably  due  to 
a mechanical  release  of  pressure  resulting 
from  reduction  of  the  pathological  changes 
along  the  nerve  trunk  rather  than  to  a 
regrowth  of  axis  fibers. 

Subjective  improvement  as  previously 
stated  occurs  concurrently  with  objec- 
tive improvement.  In  addtion  to  the  re- 
lief of  nasal  obstruction,  hoarseness,  and 
dyspnea,  patients  develop  a sense  of  well 
being.  They  have  more  pep,  sleep  better 
and,  in  general,  feel  as  if  they  have  a new 
lease  on  life.  Weight  gain  is  universal;  in 
fact,  some  patients  must  be  cautioned 
against  gaining  too  much  weight. 

DISCUSSION 

Although  definitely  not  a cure  all,  the 
sulfone  drugs  have  proved  therapeutically 
more  effective  in  lepromatous  leprosy  than 
any  previous  treatment  tried  at  Carville. 
No  claim,  however,  is  made  that  these 
drugs  are  specific  remedies  for  leprosy. 
The  superiority  of  the  sulfones  over  chaul- 
moogra  oil  is  significantly  demonstrated  at 
Carville  by  the  complete  abandonment  of 
the  latter  treatment  for  the  routine  treat- 
ment of  leprosy  in  favor  of  the  sulfones. 
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Final  conclusions  as  to  the  efficacy  of  the 
sulfones,  however,  cannot  as  yet  be  given. 
It  is  possible  that  leprosy  cases  treated  with 
the  sulfones  might  reactivate  as  cases 
treated  with  chaulmoogra  oil  have.  So  far 
no  relapses  have  occurred,  but  it  is  yet  too 
early  to  say  that  none  will. 

The  mode  of  action  remains  unknown. 
The  drugs  appear  to  prevent  the  formation 
of  new  lesions.  In  doing  so  they  allow  the 
body  defenses  to  deal  more  effectively  with 
the  old  lesions  which  seem  to  disappear  by 
simple  atrophy. 

Residual  deformities  of  hands,  feet,  face, 
and  eyes  as  seen  in  far-advanced  cases  of 
the  disease,  naturally,  are  not  reversible. 
Consequently,  it  is  evident  that  early  treat- 
ment in  leprosy  is  as  necessary  as  in  cancer, 
tuberculosis  or  syphilis  in  order  to  secure 
the  best  results — and  possibly  prevent  such 
deformities  from  occurring.  Early  treat- 
ment requires  early  diagnosis.  Since  an 
effective  remedy  is  in  their  hands,  all  phy- 
sicians, especially  those  in  the  states  where 
leprosy  is  endemic,  should  increase  their  in- 
dex of  suspicion  for  this  age  old  disease  as 
they  have  for  cancer,  tuberculosis,  and 
syphilis  so  that  cases  of  leprosy  also  might 
be  found  and  placed  under  treatment  early. 

CONCLUSIONS 

(1)  The  sulfone  drugs,  promin,  diasone, 
and  promizble  have  been  found  to  be  effec- 
tive remedies  for  leprosy. 

(2)  Although  no  claim  is  made  that  they 
are  specific  remedies,  objective  and  sub- 
jective clinical  improvements  are  produced 
by  these  drugs  that  cannot  be  attributed 
to  spontaneous  regression  of  the  disease. 

(3)  Improvements  are  slow  in  their  de- 
velopment but  are  progressive  during  the 
course  of  treatment.  The  disease,  seldom 
if  ever,  appears  to  get  worse  while  under 
treatment. 

(4)  Laboratory  examinations  indicate  a 


slow  but  steady  decrease  in  acid-fast  or- 
ganisms in  the  skin.  Negative  skin  smears 
and  arrest  of  the  disease  occur.  So  far  no 
relapses  of  arrested  cases  have  been  re- 
ported. 

(5)  Early  treatment  of  leprosy  cases 
through  early  diagnosis  is  a goal  to  be 
achieved. 
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CORRECTION 

In  the  first  line  of  paragraph  five  of  Summary  and  Conclusion  on  page  427  of  the 
paper  entitled  “A  Review  of  Certain  Aspects  of  the  Pathologic  Physiology  of  Heart 
Disease”  by  Roderick  C.  Webb,  M.  D.,  the  third  word  should  be  “left-sided”  instead  of 
“rightsided.” 


480 


Editorial 


NEW  ORLEANS 

Medical  and  Surgical  Journal 

Established  18UU 

Published  by  the  Louisiana  State  Medical  Society 
under  the  jurisdiction  of  the  following  named 
Journal  Committee: 

G.  C.  Anderson,  M.  D.,  Ex  officio 
C.  Grenes  Cole,  M.  D.,  Chairman 
E.  L.  Leckert,  M.  D.,  Vice-Chairman 
Sam  Hobson,  M.  D.,  Secretary 
C.  M.  Horton,  M.  D. 

Leon  J.  Menville,  M.  D. 

EDITORIAL  STAFF 

Philip  H.  Jones,  M.  D Editor 

COLLABORATORS— COUNCILORS 

Edwin  L.  Zander,  M.  D. 

J.  T.  O’Ferrall,  M.  D.* 

Guy  R.  Jones,  M.  D. 

T.  B.  Tooke,  M.  D. 

John  Snelling,  M.  D. 

W.  E.  Barker,  Jr.,  M.  D. 

C.  A.  Martin,  M.  D. 

O.  B.  Owens,  M.  D. 

Paul  T.  Talbot,  M.  D General  Manager 

1430  Tulane  Avenue 

* Deceased. 

SUBSCRIPTION  TERMS'.  $3.00  per  'Jear  in  ad- 
vance, postage  paid,  for  the  United  States;  $3.50 
per  year  for  all  foreign  countries  belonging  to  the 
Postal  Union. 

N ews  material  for  publication  should  be  received 
not  later  than  the  eighteenth  of  the  month  preced- 
ing publication.  Orders  for  reprints  imist  be  sent 
in  duplicate  when  returning  galley  proof. 

Manuscripts  should  be  addressed  to  the  Editor, 
1U30  Tulane  Ave.,  New  Orleans,  La. 

The  Journal  does  not  hold  itself  responsible  for 
statements  made  by  any  contributor. 


HORMONE  THERAPY  IN  MAMMARY 
CANCER 

The  effect  of  various  hormones  on  carci- 
noma of  certain  organs  is  a subject  con- 
tinually before  physicians  in  many  fields. 
The  palliative  treatment  of  inoperable  car- 
cinoma of  the  breast  with  metastases,  by  the 
use  of  estrogens  and  androgens  is  a matter 
of  present  interest.  It  is  agreed  by  observers 
that  the  only  prospects  of  cure  come  from 
surgery  and/or  radiation  in  the  manner 
currently  used.  The  helpfulness  of  hormone 


therapy  is  limited  in  its  possible  palliative 
effect  in  metastatic  carcinoma.  A summary 
of  observations  to  date  is  made  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the 
A.M.A.^  It  is  felt  that  vigorous  androgen 
or  estrogen  therapy  should  be  undertaken 
with  caution  and  with  a knowledge  of  its 
limitations. 

The  possible  usefulness  of  the  androgens 
seems  to  be  in  the  field  of  bone  metastasis. 
Testosterone  propionate,  by  needle,  100  mg. 
three  times  a week  for  ten  weeks  is  suggest- 
ed. This  i?  followed  by  60  mg.  methyl 
testosterone  a day  by  mouth  for  ten  weeks. 
The  benefits  are  similar  to  those  seen  in 
prostatic  carcinoma  after  castration.  Scant 
relief  is  to  be  expected  in  metastatic  lesions 
in  the  soft  tissues. 

Estrogen  therapy  has  been  followed  by 
regression  in  the  primary  tumors  and  soft 
tissue  recurrences.  It  appears  that  it  had 
best  be  used  in  patients  about  60  years  of 
age  and  over.  Care  must  be  used  in  elderly 
patients  with  cardiac  disease  as  decompen- 
sation may  be  precipitated  as  a result  of  re- 
tention of  fluid. 

The  following  additional  warnings  are 
given  : 

“Because  of  the  inherent  dangers  of  in- 
discriminate steroid  therapy  of  mammary 
cancer,  the  experimental  nature  of  this 
therapy  must  be  emphasized.  The  Subcom- 
mittee believes  it  imperative  to  reemphasize 
the  known  dangers  and  to  point  out  that 
others  may  be  discovered  in  the  investiga- 
tions now  contemplated.  The  known  dan- 
gers are  reiterated : 

“Atidrogen  Therapy. — In  cases  of  metas- 
tic  bone  lesions  with  high  blood  calcium 
levels  (such,  for  example,  as  14  mg.  per 
hundred  cubic  centimeters  or  above)  cer- 
tain patients  have  been  made  extremely  ill, 
having  nausea,  vomiting  and  prostration, 
by  the  instigation  of  testosterone  therapy. 
It  is  necessary  to  determine  the  blood  cal- 
cium level  on  each  patient  before  commenc- 
ing testosterone  therapy  and,  if  the  calcium 
level  is  high,  during  the  course  of  treat- 
ment. 

“Estrogen  Therapy. — Any  patient  who 
still  menstruates  or  who  has  menstruated 
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within  a five  year  period  should  definitely 
not  receive  estrogen  therapy,  as  it  accel- 
erates the  rate  of  growth  of  the  carcinoma. 

“Large  therapeutic  doses  of  estrogen 
eventually  produce  uterine  bleeding;  it  then 
becomes  necessary,  temporarily  at  least,  to 
diminish  the  dosage. 


“Androgen  and  Estrogen  Therapy. — An- 
drogen and  estrogen  therapy  should  never 
take  the  place  of  radical  surgery  in  operable 
mammary  carcinoma.” 


1.  JAMA  135:987  (Dec.  13)  1947. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


REPORT  OF  THE  PRESIDENT  OF  THE 
LOUISIANA  STATE  MEDICAL 
SOCIETY 

The  year  1947  was  indeed  one  of  soul  try- 
ing trials  and  tribulations  for  the  officers 
of  the  Louisiana  State  Medical  Society  who 
were  beset  and  bedeviled  from  many  sides ; 
nevertheless  the  year  can,  on  the  whole,  be 
regarded  as  very  successful  and  rich  in  ac- 
complishments. 

Meetings  were  attended  in  each  district 
of  the  state.  The  scientific  programs  were, 
in  general,  well  prepared  and  in  some  in- 
stances outstanding  in  merit.  Attendance 
figures  were  surprisingly  good  on  a few  oc- 
casions but  disappointing  in  about  as  many. 
The  affairs  of  the  State  Society  provoked 
lively  interest  in  a few  members  in  every 
district  but  such  interest  was  more  than 
offset  by  ignorance,  apathy  or  indifference 
on  the  part  of  a far  greater  number.  An 
officer  of  the  Society  must,  of  necessity,  be 
disturbed  by  the  number  of  members  who 
are  not  only  completely  ignorant  of  what 
the  Society  is  doing  but  seemingly  are  ad- 
ditionally complacently  indifferent.  While 
we  were  frequently  asked  “What  do  you  do 
with  the  money?”  or  “What  do  we  get  for 
our  dues?”  there  was  no  real  discontent  or 
bitter  criticism  and  we  are  happy  to  report 
we  encountered  no  internal  strife  or  serious 
discord. 

It  is  with  extreme  distress  that  I report 
deatli  in  our  official  family  during  the  year. 
We  lost  Dr.  John  T.  O’Ferrall,  who  was 


Councilor  of  the  Second  Congressional  Dis- 
trict and  who  for  years  had  been  interested 
and  active  in  organized  medicine.  His  place 
will  be  difficult  to  fill  in  our  ranks,  both 
professionally  and  personally. 

After  some  twenty  years  of  faithful  serv- 
ice, we  also  lost  during  the  past  year  Dr. 
John  Herr  Musser,  Editor  of  our  Journal. 
The  membership  of  the  State  Society  is 
joined  by  a host  of  other  individuals  and  or- 
ganizations in  mourning  his  passing.  We 
deemed  ourselves  fortunate  indeed  in  being 
able  to  obtain  the  services  of  Dr.  Philip  H. 
Jones  for  the  post  of  Editor.  Dr.  Jones 
needs  no  introduction  to  this  Society  but  I 
bespeak  for  him  your  hearty  support  and 
cooperation. 

Dr.  Joseph  A.  O’Hara,  a Past  President 
of  the  Society,  also  died  during  the  past 
year  and  his  passing  was  a serious  loss  to 
his  community  and  to  organized  medicine. 

INSURANCE 

During  the  past  year  the  United  States 
Fidelity  and  Guaranty  Insurance  Company, 
with  whom  we  had  carried  a master  policy 
with  individual  membership  against  mal- 
practice suits,  canceled  their  contract.  We 
were  fortunate  and  happy  to  make  immedi- 
ate arrangements  for  writing  a new  con- 
tract with  the  Aetna  Casualty  and  Surety 
Company  which  has  carried  protection  for 
the  Orleans  Parish  Medical  Society  for  a 
number  of  years  as  well  as  for  many  other 
similar  groups  throughout  the  Country. 
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Although  the  bills  for  government  social- 
ization of  medicine  were  not  reported  out  of 
the  committees  a very  active  fight  was  car- 
ried on  throughout  the  entire  year  and  a 
serious  warning  must  be  sounded  against 
any  relaxation  of  vigor  or  any  sense  of  se- 
curity or  complacency  in  this  fight  which 
is  being  waged  relentlessly  and  constantly 
by  those  whom  we  consider  enemies  of  or- 
ganized medicine.  We  need  to  recall  only 
the  President’s  message  to  realize  the  ever- 
present danger.  The  Louisiana  State  Medi- 
cal Society  has  participated  actively  in  com- 
batting these  bills  and  in  comparison  with 
many  other  states  we  believe  we  can  say 
with  justice  we  have  actually  done  more 
than  our  share.  There  is  no  doubt  that  this 
fight  is  going  to  be  a long  drawn  out  one 
and  attention  might  be  called  to  the  recent 
events  in  England  in  this  connection  and 
the  experience  of  the  doctors  of  San  Fran- 
cisco with  a large  municipal  service  organi- 
zation. We  are  not  only  threatened  by  gov- 
ernmental medicine  in  many  different 
guises  but  also  by  the  gradual  assumption  of 
the  practice  of  medicine  or  at  least  the  man- 
agement thereof,  by  various  lay  groups  as 
they  become  larger  and  more  powerful. 
This  tendency  has  been  very  evident  on 
many  sides  and  an  example  may  be  cited  in 
the  recent  organization  of  a society  for  the 
purpose  of  combatting  a national  organiza- 
tion in  the  management  of  blood  collection, 
transfusion  and  so  forth. 

SOUTHERN  UEGIOX.AL  COXEEREXCE 

The  Southern  Regional  Conference  of  the 
American  Medical  Association,  represent- 
ing seven  states,  was  held  in  New  Orleans 
in  October.  The  Society  cooperated  in  this 
meeting  and  received  very  cordial  letters  of 
thanks  and  appreciation  from  the  officers 
of  the  AMA,  who  considered  it  the  most 
successful  meeting  of  this  type. 

COUNCir.  ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS 

The  Council  on  Medical  Service  and  Pub- 
lic Relations  has  not  only  been  very  active 
during  the  past  year  but  has  planned  an 
ambitious  and  far-reaching  program  for 
the  coming  year.  They  are  fighting  vigor- 
ously socialization  and  regimentation  of 


medicine  and  deserve  our  unqualified  sup- 
port. Funds  are  needed  for  this  fight  and 
I urge  that  they  be  granted.  I believe  the 
annual  dues  collected  from  the  members  of 
the  Louisiana  State  Medical  Society  should 
be  spent  for  the  benefit  of  the  men  who 
pay  the  dues  and  not  saved  and  invested  in 
government  bonds.  I believe  that,  except 
for  a reasonable  sum  set  aside  for  unfore- 
seen emergencies,  the  monies  should  be 
spent  as  collected  for  the  good  of  the  So- 
ciety, for  I can  see  no  reason  for  accumu- 
lating large  savings.  I recommend  that  the 
House  of  Delegates  approve,  in  principle, 
such  a plan  for  the  guidance  of  the  Budget 
and  Finance  Committee. 

COMMITTEE  ON  RURAL  MEDIC.VL  SERVICE 

The  Committee  on  Rural  Medical  Service 
has  likewise  been  very  active  and  has  done 
splendid  work  during  the  past  year  and  they 
need  our  continued  support  and  encourage- 
ment. The  general  purposes,  work,  and 
fields  of  endeavor  of  this  Committee  and 
the  Council  on  Medical  Service  and  Public 
Relations,  are  so  closely  inter-related  that  it 
is  suggested  that  a plan  be  formulated  by 
which  they  may  be  combined  into  one  com- 
mittee or  at  least  a much  closer  affiliation 
and  integration  arranged.  It  is  also  deemed 
advisable,  in  this  connection,  that  serious 
consideration  be  given  the  employment  of 
a competent  secretary  for  work  in  these 
fields  as  such  a man  could  be  used  very  well 
to  the  advantage  of  organized  medicine  in 
general  and  possibly  might  also  function  as 
an  assistant  in  the  office  of  the  Secretary- 
Treasurer,  Dr.  Talbot. 

LOUISIANA  PHYSICIANS  SERVICE,  INC. 

The  Louisiana  Physicians  Service,  Inc. 
has  encountered  the  troubles  and  disap- 
pointments which  we  have  learned  are  ex- 
perienced by  every  such  plan  in  its  first 
year  or  two.  At  one  time  the  whole  struc- 
ture seemed  precarious  but  certain  adjust- 
ments were  effected  which  eased  the  acute 
strain.  The  Executive  Committee  of  the 
State  Society  requested  a committee  of  six 
nationally  prominent  and  recognized  au- 
thorities in  the  fields  of  prepaid  medical 
care  and  hospital  insuirancei  to  come  to 
Louisiana  and  make  a study  of  the  manage- 
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merit  and  closer  cooperation  and  coordina- 
tion between  LPS  and  the  Blue  Cross  or- 
ganizations. The  Blue  Cross  organizations 
readily  agreed  to  cooperate  in  the  survey. 
The  report  of  this  committee  was  very  help- 
ful and  practically  all  of  their  recommenda- 
tions have  been  acted  upon.  These  gentle- 
men very  graciously  gave  of  their  time  and 
service  at  no  cost  whatsoever  to  the  State 
Society.  Our  experience  has  shown  us 
clearly  that  we  need  the  advice  and  counsel 
of  practical  business  men  in  the  manage- 
ment of  LPS  and  the  above  mentioned  com- 
mittee included  such  a recommendation. 
In  order  that  lay  members  may  be  chosen  in 
an  orderly  and  managed  fashion,  a panel  of 
some  twelve  names  should  be  set  up  each 
year  by  the  State  Society  from  which  list  of 
names  the  LPS  must  select  its  lay  directors ; 
this  should  follow  practically  the  same  plan 
by  which  the  medical  members  of  the  Board 
of  Directors  of  LPS  are  chosen.  The  Board 
of  Directors  should  be  increased  to  15,  of 
whom  no  more  than  four  may  be  lay  mem- 
bers. 

SECRETARV-TREASURBR 

The  House  of  Delegates,  the  Executive 
Committee,  and  the  Society  in  general,  are 
all  well  aware  of  the  capability,-  devotion 
and  sincerity  of  our  Secretary-Treasurer, 
Dr.  P.  T.  Talbot.  The  daily  load  of  work  in 
his  office  is  constantly  increasing  and  be- 
coming more  burdensome.  Dr.  Talbot’s 
salary  was  fixed  many  years  ago  and  has 
never  been  increased.  In  the  meantime 
prices  of  all  necessities  have  spiraled  to  un- 
believable heights  and  what  was  once  an 
adequate  salary  may  now  be  decidedly 
otherwise.  It  is  my  opinion  that  Dr.  Tal- 
bot has  earned,  deserves,  and  should  have 
an  increase  in  salary,  quite  regardless  of  the 
present  economic  pressure  which  makes 
such  an  increase  an  urgent  necessity. 

Because  of  the  rapidly  increasing  burden 
of  work  in  this  office  it  is  recommended 
that  serious  consideration  be  given  employ- 
ment of  a younger  man  to  act  as  an  assist- 
ant to  Dr.  Talbot  and  who  might,  of  course 
at  the  samt  time,  be  familiarizing  himself 
with  the  work  and  detail  of  the  office 


against  such  time  as  Dr.  Talbot  may  desire 
to  retire.  It  is  my  opinion  that  a Doctor  of 
Medicine  should  be  chosen  for  this  position 
because  our  experience  indicates  that  the 
profession  will  be  understood  in  a more 
sympathetic  and  comprehensive  manner  by 
one  who  is  himself  a doctor  and  can  there- 
fore appreciate  from  the  standpoint  of  a 
physician  rather  than  that  of  a business 
manager  or  executive  such  problems  as  may 
arise  from  time  to  time.  It  might,  of  course, 
be  possible  for  the  office  of  the  Secretary, 
the  Council  on  Medical  Service  and  Public 
Relations,  and  the  Committee  on  Rural 
Medical  Service,  to  prorate  among  them- 
selves this  person’s  time  so  that  he  could 
function  in  such  a dual  capacity. 

CONCLUSIONS 

I desire  to  express  my  sincere  and  heart- 
felt thanks  to  the  Society  at  various  levels ; 
first  to  the  Society  as  a whole  for  confer- 
ring upon  me  the  outstanding  honor  of  se- 
lecting me  as  President ; to  the  committees, 
from  the  Executive  Committee,  right  down 
the  line — not  only  has  no  committee  ever 
shown  any  reluctance  to  cooperate  to  the 
fullest  or  carry  out  any  request  or  sugges- 
tion but  they  have  on  the  whole  been  alert 
and  active  and  some  of  them,  particularly 
the  Council  on  Medical  Service  and  Public 
Relations,  Rural  Medical  Service  Commit- 
tee and  Committee  on  Congressional  Mat- 
ters, have  done  outstanding  work.  I want 
to  thank  the  officers  of  the  component  so- 
cieties for  their  excellent  meetings  and  in- 
vitations to  same  and  finally  those  indi- 
vidual members  whose  names  are  legion 
upon  whom  I called  for  help,  encourage- 
ment and  assistance  during  the  year.  What- 
soever I asked  was  always  promptly  forth- 
coming and  I can  wish  my  successor  noth- 
ing better  than  I had  along  these  lines. 
Through  the  year  Paul  Talbot  has  stood 
“like  a great  rock  in  a weary  land.”  This 
gentle,  kindly  man  is  both  a tower  of 
strength  and  a well  of  wisdom  and  under- 
standing and  without  his  constant  presence 
at  my  side  as  guide,  philosopher  and  friend 
the  burden  of  the  presidency  would  have 


484 


Louisiana  State  Medical  Society  News 


indeed  been  heavy.  I thank  him  sincerely. 
Recognition  and  thanks  must  be  given  Miss 
Annie  Mae  Shoemaker  for  her  efficient 
management  and  cheerful  manner  and  also 


to  other  personnel  in  the  office  who  have 
been  of  assistance. 

GILBERT  C.  ANDERSON,  M.  D., 

President. 
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CALENDAR 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Ouachita 

Rapides 

Sabine 

Second  District 

Shreveport 

Vernon 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


NEW  BOOKLET  DESCRIBES  SERVICES  OF 
STATE  SOCIETY 

“Services  of  Your  State  Medical  Society”  is 
the  title  of  the  new  booklet  prepared  by  the  Coun- 
cil on  Medical  Service  and  Public  Relations  of  the 
Louisiana  State  Medical  Society  and  recently 
mailed  to  every  member  of  the  State  Society. 

The  booklet  tells  of  the  services  offered  by  your 
State  Medical  Society;  tells  briefly  of  the  basic 
organization  of  the  Society  and  also  explains  what 
the  Louisiana  State  Medical  Society  is,  giving  a 
brief  history  and  construction  of  the  operations  of 
the  organization. 

The  services  are  divided  into  three  parts  and  ex- 
planation is  given  concerning  the  principal  activi- 
ties of  the  Society,  the  services  furnished  on  a per- 
sonal basis,  and  also  tells  what  doctors  can  do  to 
help  their  State  Society. 

Included  in  the  booklet  is  a drawing  showing  the 
physical  structure  of  the  Society  from  the  phy- 
sician down  to  the  functioning  committees. 

It  is  suggested  that  each  doctor  take  time  out  to 
review  this  booklet  and  apprise  himself  of  the  ac- 
tivities of  organized  medicine  and  what  it  is  doing 
today  in  his  behalf. 


THIRD  DISTRICT  MEDICAL  SOCIETY 
At  a meeting  of  the  Third  District  Medical  So- 
ciety held  at  the  Lafayette  Charity  Hospital,  La- 
fayette, on  January  22,  the  following  officers  were 
elected:  Dr.  L.  M.  Villien,  Jeanerette,  President; 

Dr.  S.  D.  Yongue,  Breaux  Bridge,  Vice-President; 
Dr.  I.  W.  Gajan,  Jr.,  New  Iberia,  Secretary-Treas- 
urer. Dr.  F.  H.  Davis,  Lafayette,  was  elected  dele- 
gate to  the  State  Society  Meeting  and  Dr.  H.  M. 
Flory,  New  Iberia,  was  elected  alternate.  An  ex- 
cellent scientific  program  consisting  of  a paper 
by  Dr.  Sidney  Chipman  on  “Infantile  Croup”  and  a 


paper  on  “Use  and  Abuse  of  Forceps”  by  Dr.  Curtis 
Lund,  were  presented.  This  organization  has  re- 
cently been  reactivated  following  a wartime  fur- 
lough and  the  new  officers  are  anxious  to  have 
a representative  organization.  All  doctors  of  the 
district  are  therefore  asked  to  pay  their  dues  for 
1948  to  the  secretary-treasurer  now. 

A unique  type  of  postgraduate  education  is  being 
offered  through  the  Third  District  Medical  Society. 
The  course,  given  by  seven  prominent  physicians 
and  dentisfs  from  the  University  of  Illinois  started 
on  Wednesday,  March  31  and  will  be  given  for  a 
period  of  six  consecutive  weeks  from  7:30  to  9:30 
p.  m.  on  Wednesday  evenings.  The  course  is  ex- 
pected to  be  of  value  not  only  to  the  physician  in 
general  practice  but  also  to  the  oral  and  maxillo- 
facial surgeon  and  the  otolaryngologist.  The  Amer- 
ican Cancer  Society  is  covering  the  cost  of  this 
course.  The  unusual  feature  about  the  program  is 
that  it  can  be  heard  without  going  to  Chicago.  It  is 
presented  in  New  Iberia  in  the  Frederic  Hotel  Gold 
Room  through  the  facilities  of  amplified  long  dis- 
tance telephone  communication  and  is  illustrated  by 
slides  and  movies  sent  there  for  the  purpose.  This 
is  only  the  second  time  this  method  has  been  used 
in  the  world  for  the  purpose  of  bringing  scientific 
meetings  to  the  doctor  instead  of  the  doctor  going 
to  the  meetings.  The  first  trial,  in  Scranton,  Penn- 
sylvania, was  very  successful.  This  series  of  lec- 
tures will  present  the  subject  of  “Oral  Cancer”  in 
all  of  its  aspects.  Due  to  the  present  aroused  public 
interest  in  cancer  physicians  are  urged  to  attend  as 
many  sessions  as  possible. 


IBERIA  PARISH  MEDICAL  SOCIETY 
A dinner  meeting  of  the  Iberia  Parish  Medical 
Society  was  held  on  February  5 at  which  time  the 
following  officers  were  elected:  Dr.  I.  W.  Gajan, 
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Jr.,  New  Iberia,  President;  Dr.  D.  E.  Bourgeois, 
New  Iberia,  Vice-President;  Dr.  Leon  Slipakoff, 
New  Iberia,  Secretary-Treasurer.  It  is  planned  to 
hold  quarterly  scientific  meetings  of  this  organi- 
zation. 


EAST  AND  WEST  FELICIANA  BI-PARISH 
MEDICAL  SOCIETY 

The  East  and  West  Feliciana  Bi-Parish  Medical 
Society  was  entertained  by  Dr.  Glenn  J.  Smith 
and  the  staff  of  the  East  Louisiana  State  Hospital 
in  Jackson  on  March  3.  After  an  excellent  dinner 
a scientific  program  at  which  Dr.  J.  W.  Dowell, 
of  Baton  Rouge  and  Dr.  Wirth  Wilkinson,  of  Jack- 
son,  presented  excellent  papers,  was  held.  Vote  of 
thanks  was  extended  Dr.  Smith  and  the  staff  of 
the  hospital  for  their  excellent  entertainment  and 
to  Drs.  Dowell  and  Wilkinson  for  their  participa- 
tion in  the  program.  Drs.  Dowell  and  Hamilton 
were  elected  members  of  the  organization.  The 
next  meeting  will  be  held  on  the  first  Wednesday 
in  June. 

NEWS  ITEM 

Dr.  Rene  J.  Dubos,  Professor  of  Comparative 
Pathology  and  of  Tropical  Medicine  at  the  Harvard 
Medical  School  presented  results  of  his  researches 
on  tuberculosis  together  with  plans  for  future  oper- 
ations, in  connection  with  the  Sigma  XI  National 
Lectureships,  on  April  8 at  8 p.  m.  in  the  audi 
torium  of  Hutchinson  Memorial  Building. 


PUBLIC  RELATIONS  PROGRAM  EXPLAINED 
TO  THREE  PARISH  MEDICAL  SOCIETIES 

The  Public  Relations  Program  of  the  Council  on 
Medical  Service  and  Public  Relations  of  the  Louis- 
iana State  Medical  Society  has  been  presented  to 
three  parish  medical  societies  within  the  last 
month. 

The  Public  Relations  Program  was  presented  to 
the  Avoyelles  Parish  Medical  Society  at  a meeting- 
held  in  Marksville  on  Friday,  February  27,  at  the 
Avoyelles  Country  Club.  Dr.  A.  V.  Friedrichs, 
Chairman  of  the  Council  on  Medical  Service  and 
Public  Relations,  explained  the  public  relations 
program  in  detail.  Mr.  Frank  Lais,  Jr.,  executive 
Director  of  the  Council,  briefly  described  some  of 
the  details  of  the  program. 

Dr.  0.  B.  Owens,  a member  of  the  Council  and 
President  of  Louisiana  Physicians  Service,  ex- 
plained the  operations  of  Louisiana  Physicians 
Service,  the  BLUE  SHIELD  plan  which  is  the 
surgical  and  obstetrical  care  plan  sponsored  by  the 
State  Medical  Society. 

Dr.  D.  B.  Barber,  President  of  Louisiana  Hos- 
pital Service,  a Blue  Cross  plan,  explained  the 
benefits  of  Blue  Cross  Hospital  Service. 

Dr.  P.  T.  Talbot,  Secretary-Treasurer  of  the 
Louisiana  State  Medical  Society,  explained  the 
functions  of  the  State  Medical  Society. 

The  second  presentation  of  the  Public  Relations 


Program  to  a parish  medical  society  was  made  by 
Prank  Lais,  Jr.,  Executive  Director  of  the  Coun- 
cil, to  the  East  Baton  Rouge  Parish  Medical  So- 
ciety on  Tuesday,  March  9.  Mr.  Lais  explained  to 
the  members  of  the  East  Baton  Rouge  Parish  Medi- 
cal Society  the  complete  Public  Relations  Program 
as  presented  by  the  Council  on  Medical  Service  and 
Public  Relations  and  emphasized  the  necessity  for 
active  participation  in  the  program  by  every  doc- 
tor in  the  state. 

The  third  presentation  of  the  general  Public  Re- 
lations Program  was  made  to  members  of  the  La- 
fourche Parish  Medical  Society  and  its  Woman’s 
Auxiliary  at  a joint  meeting  held  in  the  home  of 
Dr.  Guy  R.  Jones  in  Lockport  on  Monday,  March 
15.  Dr.  Jones  is  Chairman  of  the  Committee  on 
Rural  Medical  Service  and  many  of  the  objectives 
of  the  Public  Relations  Program  include  a joint 
presentation  of  the  activities  of  the  Council  on 
Medical  Service  and  Public  Relations  and  the  Com- 
mittee on  Rural  Medical  Service. 

Mr.  Lais  presented  the  Public  Relations  Program 
and  Mrs.  T.  R.  Tomlinson,  Chairman  of  the  Louis- 
ina  Rural  Health  Council,  explained  the  activi- 
ties of  the  State  Health  Council  in  organizing  par- 
ish health  councils.  The  parish  health  councils  are 
being  organized  under  the  leadership  of  the  Council 
on  Medical  Service  and  Public  Relations  of  the 
Louisiana  State  Medical  Society  and  the  Louisiana 
Farm  Bureau  Federation,  together  -with  other 
voluntary  agencies  interested  in  health. 


COUNCIL  ANNOUNCES  SEVEN  ACTIVE 
RADIO  PROGRAMS 

Seven  active  radio  broadcasts  are  being  pre- 
sented throughout  Louisiana  and  three  additional 
broadcasts  have  been  tentatively  arranged  for  the 
presentation  of  the  AMA  transcribed  health  series 
■which  are  loaned  to  the  State  Medical  Society  for 
reproduction.  Active  programs  are  being  pre- 
sented over  the  following  radio  stations  on  the 
day  and  time  designated: 

KNOE— Monroe  — “BEFORE  THE  DOCTOR 
COMES” — Every  Wednesday,  1:30  p.  m. 

KTBS— Shreveport— “THE  STORY  OF  SUR- 
GERY”— Every  Saturday,  4:00  p.  m. 

KWCJ  — Natchitoches  — “KEEPING  YOUR 
BABY  WELL” — Every  Monday,  3:30  p.  m. 

KRUS  — Ruston  — “KEEPING  YOUR  BABY 
WELL” — Every  Thursday,  2:45  p.  m. 

WJBO— Baton  Rouge— “THAT  WONDERFUL 
FEELING” — Every  Tuesday,  10:45  a.  m. 

WIKC—Bogalusa— “DODGING  CONTAGIOUS 
DISEASES”— Every  Sunday,  12:45  p.  m. 

KCIL— Houma— “MORE  LIFE  FOR  YOU”— 
Every  Saturday,  9:15  a.  m. 

These  broadcasts  are  presented  by  the  Council 
on  Medical  Service  and  Public  Relations  of  the 
Louisiana  State  Medical  Society  in  cooperation 
with  the  individual  parish  medical  society  in  the 
area  where  the  radio  station  is  located. 
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The  senes  being  presented  are  educational  in 
scope  and  it  is  the  desire  of  the  Council  on  Medical 
Service  and  Public  Relations  that  each  doctor  in- 
form his  patients  of  these  broadcasts  and  encourage 
the  patients  and  their  families  to  listen  to  them. 
It  is  only  through  cooperation  of  the  doctors  and 
their  efforts  in  calling  these  programs  to  the 
attention  of  their  patients  that  they  can  success- 
fully be  reproduced. 


AMERICAN  MEDICAL  ASSOCIATION  SAYS 
PUBLIC  DEMAND  FOR  SERVICE  AT 
NIGHT  MUST  BE  MET 

The  American  Medical  Association  calls  on 
county  medical  societies  to  meet  the  public  demand 
for  emergency  medical  service  at  night. 

“From  many  sections  of  the  United  States,” 
says  an  editorial  in  a recent  (March  6)  issue  of 
The  -Journal  of  The  American  Medical  Associa- 
tion, “complaints  have  come  lately  that  persons 
who  have  called  physicians  late  at  night  have  been 
unable  to  secure  attendance  from  either  those  whom 
they  considered  their  family  physicians  or  from 
specialists  or,  indeed,  from  any  physician.” 

The  American  Medical  Association  says  that 
large  county  medical  societies  or  ui'ban  groups 
should  maintain  a physicians’  telephone  exchange 
which  would  take  the  responsibility  for  locating 
physicians  if  response  is  not  made  to  the  ringing 
of  the  telephone  in  the  home  or  in  the  office. 

The  solution  is  simple  and  practical,  requiring 
only  a minimum  of  community  organization.  A 
number  of  county  medical  societies  already  main- 
tain a physicians’  telephone  exchange  where  doc- 
tors’ calls  may  be  received  and  doctors  located  if 
their  office  or  home  telephones  do  not  respond. 
Such  an  exchange  can  be  utilized  at  night  or 
on  holidays,  simply  by  furnishing  the  exchange 
with  a list  of  physicians  who  are  able  and  willing 
to  make  night  calls.  Such  physicians  would  prob- 
ably include  the  younger  general  practitioners, 
newcomers  to  the  community,  and  others  in  general 
practice.  If  such  a roster  were  available,  and  its 
availability  widely  publicized,  night  calls  for  medi- 
cal service  would  soon  gravitate  to  this  center  and 
the  patient  would  be  assured  the  services  of  a phy- 
sician. 

Under  such  a system  the  necessity  for  calling 
many  doctors  would  be  eliminated.  Two  calls  at 
most  would  be  necessary.  Where  there  is  no  phy- 
sicians’ telephone  service,  it  might  be  possible  to 
have  the  hospitals  cooperate  by  handling  such  night 
calls. 

The  Medical  Society  of  the  District  of  Columbia 
and  the  Milwaukee  County  Medical  Society  have 
found  such  a plan  practical,  as  have  a number  of 
other  societies. 

By  this  simple  and  practical  expedient,  which  is 
doubtless  in  effect  in  modified  form  in  a number 


of  communities,  the  sick  can  be  served  and  the 
medical  profession  can  redeem  its  pledge  of  unsel- 
fish public  service. 

It  is  highly  important  that  where  such  arrange- 
ments exist  they  be  brought  to  the  attention  of  the 
lay  people  in  the  community  through  appropriate 
public  channels,  not  once  but  repeatedly,  to  keep 
the  shifting  populations  well  informed. 

Few  problems  in  the  field  of  medical  service 
have  aroused  so  much  public  discussion.  Whether 
resentment  against  physicians  is  justified  or  not, 
it  does  harm.  The  solution  for  this  problem  is  so 
eminently  simple  and  would  reflect  so  favorably 
upon  physician-patient  relationships  that  medical 
societies  everywhere  are  urged  to  give  it  serious 
consideration  immediately. 


EXAMINATIONS  FOR  APPOINTMENT  OF 
MEDICAL  SCHOOL  GRADUATES  IN  NAVY 
MEDICAL  CORPS 

Examinations  for  the  selection  of  candidates  for 
appointment  to  the  grade  of  Lieutenant  (Junior 
Grade)  in  the  Medical  Corps  of  the  Navy  will  be 
held  at  Naval  hospitals  in  continental  United 
States  during  the  period  May  3-7. 

Graduates  of  approved  medical  schools  in  the 
United  States  or  Canada  who  have  completed  in- 
tern training  in  accredited  hospitals  or  who  will 
complete  such  training  within  four  months  of  the 
date  of  the  examination,  and  who  are  physically 
and  otherwise  qualified,  are  eligible  to  take  the 
examination. 

Candidates,  who  must  be  less  than  32  years  of 
age  at  the  time  of  appointment,  will  be  required  to 
appear  before  boards  of  medical  examiners  and 
supervisory  Naval  examining  boards  at  the  Naval 
Hospital  nearest  their  place  of  residence  to  demon- 
strate their  physical  and  professional  qualifications 
for  appointment. 

Following  approval  by  the  President  of  the  Unit- 
ed States,  selected  candidates  will  receive  their  ap- 
pointment and  orders  assigning  them  to  duty  in  a 
Naval  medical  facility  for  active  Naval  service. 

Public  law  365  of  the  Eightieth  Congress,  ap- 
proved August  5,  1947,  provides  additional  com- 
pensation at  the  rate  of  $100.00  a month  for  each 
month  of  active  service  performed  by  Medical 
Corps  officers  of  the  Navy.  This  is  in  addition 
to  any  pay,  allowances  or  emoluments  that  Medical 
Corps  officers  are  otherwise  entitled  to  receive, 
and  by  the  provisions  of  the  law,  the  amount  paid 
to  any  one  officer  under  this  authority  is  limited 
to  a total  of  $36,000  computed  on  the  basis  of 
$1,200  yearly  over  a period  of  30  years  active 
service. 

Detailed  information  concerning  the  form  and 
procedure  of  application  may  be  obtained  from 
Naval  Officer  Procurement  Offices  or  from  the 
Bureau  of  Medicine  and  Surgery,  Navy  Depart- 
ment, Washington,  D.  C. 
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SCHOLARS  IN  MEDICAL  SCIENCE  SE- 
LECTED BY  MARKLE  FOUNDATION 

Sixteen  young  scientists  have  been  appointed  as 
the  first  group  of  Scholars  in  Medical  Science,  un- 
der the  plan  announced  last  fall  by  the  John  and 
Mary  R.  Markle  Foundation  to  support  qualified 
young  scientists  who  wish  to  make  a career  in  aca- 
demic medicine.  The  Scholars  were  selected  from 
candidates  nominated  by  accredited  medical  schools 
in  the  United  States  and  Canada  by  regional  com- 
mittees appointed  by  the  Foundation.  Toward  the 
support  of  the  Scholars  and  their  research  the 
Foundation  has  allocated  a total  of  $400,000  to 
their  respective  medical  schools,  each  school  to 
receive  $25,000  payable  at  the  rate  of  $5,000  an- 
nually for  five  years. 

As  faculty  members  of  the  participating  medical 
schools,  the  Scholars  will  devote  the  next  five  years 
to  teaching  and  research,  at  the  end  of  which  time 
they  will  have  had  an  opportunity  to  become  estab- 
lished teachers  and  investigators.  According  to 
John  M.  Russell,  Executive  Director  of  the  Founda- 
tion, an  undetermined  number  of  Scholars  will  be 
appointed  each  year  for  the  next  few  years  for  the 
long-range  purpose  of  strengthening  the  faculties 
of  medical  schools,  and  medical  education  gener- 
ally. 


BLUE  SHIELD  ADOPTED  NATIONALLY 

BLUE  SHIELD  has  been  adopted  as  the  official 
name  and  insignia  for  the  non-profit,  prepayment 
medical  care  plans  in  the  United  States,  as  the  re- 
sult of  action  taken  recently  by  the  Commission  of 
Associated  Medical  Care  Plans. 

Prior  to  the  establishment  of  AMCP  in  1946, 
several  medically  sponsored  prepayment  plans  had 
begun  to  use  a BLUE  SHIELD  symbol  on  their 
literature,  one  of  which  was  Louisiana  Physicians 
Service,  the  practice  having  originated  in  1939  with 
Western  New  York  Medical  Plan  in  Buffalo,  New 
York. 

Having  secured  permission  from  eighteen  plans 
already  utilizing  the  insignia,  the  AMCP  Commis- 
sion adopted  BLUE  SHIELD  as  the  official  service 
mark  for  its  forty-eight  member  plans. 

It  is  anticipated  that  BLUE  SHIELD  will  gain 
widespread  public  acceptance,  identifying  the  pre- 
payment programs  sponsored  by  the  medical  pro- 
fession. 

The  BLUE  SHIELD  plan  serving  the  State  of 
Louisiana  is  known  as  Louisiana  Physicians  Serv- 
ice and  is  sponsored  by  the  Louisiana  State  Medical 
Society,  with  its  home  office  in  New  Orleans.  The 
plan  cooperates  with  Blue  Cross  in  Baton  Rouge, 
Alexandria,  Shreveport,  and  Monroe. 

The  adoption  of  BLUE  SHIELD  will  not  re- 
place the  Seal  of  Acceptance  of  the  AMA,  awarded 
by  the  Council  on  Medical  Service  to  prepayment 
plans  which  have  complied  with  established  mini- 
mum standards. 

The  easiest  way  to  distinguish  the  Blue  Shield 


symbol  from  that  of  the  AMA  is  to  remember  that 
the  Seal  of  Acceptance,  granted  by  the  AMA  Coun- 
cil on  Medical  Service,  indicates  AMA  approval. 
BLUE  SHIELD  is  a promotional  device,  adopted 
by  AMCP  and  its  member  plans,  all  of  whom  fol- 
low the  non-profit  principle  of  operation. 

Whether  referred  to  over  the  radio,  in  advertis- 
ing copy,  or  news  releases,  BLUE  SHIELD  pro- 
vides an  easily  recognizable  verbal  and  visual 
means  of  identifying  the  nation’s  non-profit  plans 
for  prepaying  the  costs  of  medical  care. 

On  January  1,  1948  the  non-profit  plans  recorded 
a total  enrollment  in  excess  of  7,000,000  persons. 


PUBLICATION  ON  INFANTILE  PARALYSIS 

The  1948  edition  of  “Facts  and  Figures  about 
Infantile  Paralysis,”  a publication  of  the  National 
Foundation  for  Infantile  Paralysis,  is  now  avail- 
able to  physicians  and  public  health  workers.  Sta- 
tistics on  the  disease,  revised  yearly,  are  gathered 
from  the  United  States  Public  Health  Service, 
state  health  departments  and  various  other  sources. 

Incidence  of  infantile  paralysis  in  the  United 
States  is  shown  in  tables,  maps  and  charts.  Other 
statistics  furnish  information  on  age  and  sex  dis- 
tribution, case  rates,  crippling  conditions  and  mor- 
tality. For  the  first  time,  this  publication  includes 
data  on  the  disease  in  foreign  countries. 

Copies  of  the  booklet  (No.  59)  may  be  secured 
free  of  charge  by  writing  Education  Service,  The 
National  Foundation  for  Infantile  Paralysis,  120 
Broadway,  New  York  5,  N.  Y. 


NEW  ORLEANS  DISTRICT  OF  L.  S.  U. 

MEDICAL  ALUMNI  ASSOCIATION 
At  a meeting  held  at  the  L.  S.  U.  School  of  Medi- 
cine on  March  18  the  New  Orleans  District  of  the 
L.  S.  U.  Medical  Alumni  Association  was  organ- 
ized. Approximately  75  of  over  350  alumni  prac- 
ticing in  New  Orleans  were  present  to  hear  Dean 
Vernon  Lippard  discuss  the  changes  which  have 
been  made  in  the  staff  and  plans  for  future  ex- 
pansion of  the  school.  Following  his  address  Dr. 
Jack  R.  Anderson  was  elected  president  of  the  dis- 
trict alumni  association.  Dr.  Elliot  Roy,  vice-presi- 
dent and  Dr.  Philip  Cenac,  secretary-treasurer. 
Meetings  will  be  held  quarterly  and  will  be  of  a 
business-social  nature.  Data  concerning  each  meet- 
ing will  be  published  in  the  Bulletin  of  the  Orleans 
Parish  Medical  Society  and  in  the  New  Orleans 
Medical  and  Surgical  Journal. 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  I:NC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  candidates  will  be  conducted  by  the 
American  Board  of  Obstetrics  and  Gynecology, 
Inc.  in  Washington,  D.  C.  May  16-22.  The  Shore- 
ham  Hotel  will  be  headquarters  for  the  Board  and 
formal  notice  of  the  exact  time  of  each  candidate’s 
examination  will  be  sent  him  several  weeks  in  ad- 
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vance  of  the  examination  dates.  Hotel  reserva- 
tions may  be  made  by  writing  direct  to  the  Shore- 
ham  Hotel.  Candidates  for  re-examination  in  Part 
II  must  make  written  application  to  the  Secretary’s 
office  not  later  than  April  1.  Candidates  in  mili- 
tary or  Naval  Service  are  requested  to  keep  the 
Secretary’s  office  infoimed  of  any  change  in  ad- 
dress. Applications  are  now  being  received  for  the 
1949  examinations.  For  further  information  and 
application  blanks  address  Dr.  Paul  Titus,  Secre- 
tary, 1015  Highland  Building,  Pittsburgh  6,  Penn- 
sylvania. 


IN  MEMORIAM 

At  a recent  meeting  of  the  Ouachita  Parish  Med- 
ical Society,  held  in  Monroe,  memorial  services  were 
were  held  for  the  following  members  of  the  organ- 
ization who  died  during  the  year  1947 : Drs.  F.  C. 

Bennett,  George  M.  Trezevant,  David  I.  Hirsch,  El- 
lis Powell  and  Leonard  L.  Shlenker.  Appropriate 
resolutions  were  prepared  and  spread  on  the  min- 
utes of  this  meeting. 


i CHARLES  CAMILLE  DeGRAVELLES 
1883  - 1948 

Dr.  Charles  Camille  DeGravelles,  of  New  Iberia, 
died  on  March  23.  In  his  passing  the  physicians 
lose  a good  friend  and  an  eminent  colleague.  Dr. 
DeGravelles  was  born  in  1883  in  St.  Mary  Parish, 
graduated  from  Tulane  University  School  of  Medi- 
ciiie  in  1910.  He  was  a member  of  the  Southern 
Medical  Association  and  a Fellow  of  the  American 
College  of  Physicians.  He  was  Councilor  from  his 
district  for  many  years  and  was  president  of  the 
State  Society  in  1943.  War  problems  and  the  politi- 
cal pressure  for  state  medicine  made  this  period 
a difficult  one  and  Dr.  DeGravelles  handled  the 
problems  with  skill  and  determination.  He  pre- 
sented the  Society’s  case  in  the  matter  of  the  fed- 
eral “Emergency  Maternal  and  Infant  Care’’  plan 
ably  and  was  a zealous  defender  of  the  interest  of 
the  physician.  The  doctor  died  as  he  had  said  would 
be  his  preference;  he  officiated  in  the  induction 
of  a new  citizen  and  then  lay  down  to  rest.  The 
Society  feels  his  loss. 


IFOd/AA’S  AUXILIARY 

The  semi-annual  Board  Meeting  of  the  Woman’s 
Auxiliary  to  the  Louisiana  State  Medical  Society 
was  held  at  the  Orleans  Club  on  February  26,  with 
Mrs.  J.  W.  Warren  presiding. 

It  was  voted  that  a news  letter  be  sent  monthly 
to  every  member  of  the  Woman’s  Auxiliary.  This 
letter  will  be  a very  effective  medium  to  advise  the 
members  of  current  events  of  the  Auxiliary  and 
instructive  as  to  the  various  duties  of  its  members. 

Mrs.  Warren  introduced  Mrs.  Marquis  C.  Wigin- 
ton  to  the  group  as  their  Representative  of  the 
Auxiliary  to  the  Rural  Health  Conference.  Mrs. 
Wiginton  is  also  serving  on  the  Committee  on 
Nursing  with  Mrs.  Booker  Wilkinson,  Chairman, 
representing  the  Louisiana  Federation  of  Wo- 
mens’ Clubs.  Mrs.  Wiginton  was  highly  compli- 
mented by  Mrs.  Warren  on  her  work  in  connection 
with  the  Rural  Health  Conference.  It  is  believed 
that  with  their  coordinated  efforts  they  can  formu- 
late a sound  program  by  which  medical  and  dental 
case  might  be  improved  not  only  in  rural  sec- 
tions but  throughout  the  whole  country. 

The  Calcasieu  Parish  Auxiliary  has  been  very 
active  this  past  year.  Their  last  year’s  project 
was  the  Doctors’  Library,  which  was  started  on 
Doctors’  Day  by  donations  from  members  of  their 
chapter.  Mrs.  L.  Kushner,  Chairman,  is  still  col- 
lecting and  labeling  books. 

In  relation  to  the  Preservation  of  Medical  Cul- 
tural Items,  the  Calcasieu  Auxiliary  is  collecting 
material  on  the  duties  and  activities  of  their  doc- 
tors who  left  the  Parish  for  active  military  duty. 
This  material  will  be  compiled  in  a book  and  dis- 
played in  Lake  Charles  on  Doctors’  Day  before 
sending  it  to  New  Orleans. 

Another  fine  job  of  the  Calcasieu  Auxiliary  is 
tVieir  organization  and  opening  of  a Cancer  Con- 
trol Clinic  consisting  of  five  doctors,  two  nurses, 
a pathologist,  and  a permanent  secretary.  This 
clinic  was  opened  on  February  2,  and  is  sponsored 
by  the  Calcasieu  Chapter  of  the  Louisiana  Divi- 
sion of  the  American  Cancer  Society. 


BOOK  REVIEWS 


Medicine  in  the  Changing  Order:  Report  of  the 
New  York  Academy  of  Medicine,  Committee  on 
Medicine  and  the  Changing  Order,  New  York, 
The  Commonwealth  Fund,  1947.  Pp.  240.  Also, 
Introduction  and  Letter  of  Transmittal. 

This  book,  a report  of  The  Committee  on  Medi- 
cine and  the  Changing  Order  formed  in  1942  by 
the  New  York  Academy  of  Medicine,  presents  a 
factual  study  of  the  problem  of  providing  adequate 
medical  care  throughout  the  country. 


It  is  emphasized  that  the  problem  of  providing 
adequate  medical  care  is  a complex  one  affording 
no  simple  solution  and  that  the  problem  varies  in 
different  regions  of  the  United  States.  In  addi- 
tion to  purely  medical  aspects  of  the  medical  care 
problem — such  as  poor  distribution  of  medical  per- 
sonnel, inadequacies  of  medical  care  facilities — the 
investigations  of  the  Committee  show  that  there 
is  a close  relationship  between  the  social  and  eco- 
nomic conditions  of  an  area  and  many  of  the  diffi- 
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culties  in  providing  adequate  medical  care. 

According  to  the  findings  of  the  Committee,  the 
problem  of  medical  care  emerges  from  the  para- 
doxical situation  that,  as  medical  services  have 
become  more  effective  and  desirable,  they  have 
also  become  more  expensive  and  less  generally  dis- 
tributed and,  consequently,  less  available  to  many 
in  need  of  medical  attention.  While  admitting  that 
medical  care  is  better  and  more  generally  available 
in  the  United  States  to  day  than  ever  before,  this 
report  indicates  that  there  is  a definite  need  for 
improving  medical  care  of  many  groups  and  for 
securing  a more  uniform  distribution  of  medical 
services  in  many  areas. 

As  a means  of  attack  on  this  problem,  govern- 
ment aid  is  favored  along  certain  lines — such  as 
increasing  and  improving  public  health  services, 
subsidizing  medical  aid  for  indigent  and  low  in- 
come groups,  and  assistance  in  the  establishment 
and  enlargement  of  hospitals.  It  is  recommended 
that  assistance  from  the  government  be  admin- 
istered locally  insofar  as  practicable.  This  report 
further  suggests  that  group  practice  of  medicine, 
voluntary  medical  insurance,  close  cooperation 
among  hospitals  of  all  types,  and  greater  attention 
to  the  practice  of  preventive  medicine  are  other 
important  means  of  solving  the  medical  care  prob- 
lem. National  compulsory  medical  insurance  is 
looked  upon  with  disfavor. 

K.  T.  Mosley,  M.  D. 


Unipolar  Lead  Electrocardiography,  Including 
Standard  Leads,  Unipolar  Extremity  Leads  and 
Multiple  Unipolar  Precardial  Leads : By  Eman- 
uel Goldberger,  B.  S.,  M.  D.  Philadelphia,  Lea 
& Febiger,  1947.  Pp.  182.  Price,  $4.00. 

This  monograph  is  the  outcome  of  the  author’s 
study  of  unipolar  leads  and  their  relationship  to 
standard  leads  and  their  clinical  application. 

He  uses  a central  terminal  that  differs  from  the 
one  first  used  by  F.  N.  Wilson,  in  that  ordinary 
electric  wire  minus  the  5,000  ohms  resistance  is 
used.  This  central  terminal  is  considered  zero  in 
potential.  Therefore,  when  an  exploring  electrode 
is  attached  to  a central  terminal  of  this  kind,  the 
electrocardiogram  is  thought  to  represent  the 
potential  of  the  underlying  region  upon  which  this 
electrode  is  placed  and  is  said  to  be  unipolar.  It 
is  claimed  that  there  is  no  difference  in  the  curves 
made  in  this  way  and  those  made  with  the  central 
terminal  used  by  Wilson.  This  probably  does  not 
represent  the  opinion  of  all  cardiologists. 

Unipolar  leads  differ  from  the  standard  limb 
leads  in  that  the  latter  are  bi-polar  and  represent 
the  difference  in  potential  between  the  two  limbs 
upon  which  the  electrodes  are  applied. 

The  author  for  some  time  has  used  what  he 
terms  augmented  unipolar  extremity  leads.  These 
are  made  by  breaking  the  connection  between  the 
central  terminal  and  the  limb  on  which  the  explor- 
ing electrode  is  placed.  The  form  of  the  unipolar 


extremity  leads,  the  three  standard  leads,  and  the 
precordial  leads  depend  on  the  position  of  the 
heart.  Five  basic  unipolar  lead  patterns  of  the 
normal  electrocardiogram  are  described.  First — 
leads  that  face  the  epicardial  surface  of  the  left 
ventricle.  Second — leads  that  face  the  epicardial 
surface  of  the  right  ventricle.  Third — leads  that 
face  the  cavity  of  the  right  ventricle.  Fourth — leads 
that  face  the  cavity  of  the  left  ventricle.  Fifth — 
leads  that  face  the  back  of  the  heart.  The  region 
of  the  chest  where  these  patterns  are  usually  found 
and  the  effect  of  the  position  of  the  heart  and  its 
rotation  about  its  different  axises  are  described 
and  explained. 

The  author  thinks  it  is  necessary  in  every  case 
to  obtain  the  six  unipolar  precardial  leads.  They 
will  show  whether  the  basic  ventricular  pattern 
over  the  right  and  over  the  left  ventricle  are  nor- 
mal or  not.  The  unipolar  limb  leads  may  show 
abnormalities  in  those  regions  of  the  heart  that  do 
not  face  the  precardial  leads.  They  also  give  valu- 
able information  about  the  position  of  the  heart. 
In  addition  the  three  standard  limb  leads  should 
be  obtained. 

The  reviewer  is  of  the  opinion  that  this  should 
be  the  minimum  number  of  leads  made  in  the  vast 
majority  of  patients.  It  is  sometimes  necessary  to 
go  higher  or  lower  on  the  chest,  farther  to  the 
left  and  farther  to  the  right  to  get  the  desired 
information. 

There  are  numerous  reproductions  of  electro- 
cardiograms showing  different  heart  conditions — 
myocardial  injury,  enlargement  of  the  right  and 
left  ventricles,  pericarditis,  bundle  branch  block, 
digitalis  effect,  etc. — bringing  out  the  changes  in 
the  electrocardiogram  which  are  produced  by  the 
position  of  the  heart  and  its  rotation  on  its  dif- 
ferent axes. 

The  explanations  and  discussions  in  the  text  may 
not  meet  the  approval  of  all,  but  do  bring  up  some 
interesting  points  and  will  help  one  to  understand 
some  changes  in  the  electrocardiogram  produced 
by  the  rotation  of  the  heart.  There  is  quite  a lot 
of  repetition  but  this  is  probably  an  asset  rather 
than  a fault.  There  are  about  seven  and  a half 
pages  of  references.  The  reproductions  with  a few 
exceptions  are  nearly  all  good.  To  anyone  interested 
in  electrocardiography  this  small  book  should  be 
helpful. 

J.  M.  Bamber,  M.  D. 


The  Normal  Encephalogram:  By  Leo  M.  Davidoff, 

M.  D.,  and  Cornelius  G.  Dyke,  M.  D.,  2d  ed. 

Philadelphia,  Lea  & Febiger,  1946.  Pp.  214. 

Price,  $5.00. 

This  is  the  second  edition  of  a book  that  was 
written  in  response  to  the  request  of  various  spe- 
cialists, neurosurgeons,  neurologists,  roentgenolo- 
gists, pediatricians,  and  internists.  It  is  the 
only  book  which  fills  the  need  for  a presentation 
of  the  subject  of  pneumoencephalography. 
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Almost  all  of  the  illusti-ations  are  from  the  au- 
thor’s own  series  of  400  cases.  Anatomical  details 
are  described  and  illustrated  very  clearly;  there 
are  155  illustrations,  and  214  pages.  A discussion 
of  the  method  and  a history  of  the  method  of  en- 
cephalography, and  a complete  bibliography,  are 
found  in  this  book. 

Walker  Thompson,  M.  D. 


Obstetric  Practice:  By  Alfred  C.  Beck,  M.  D.  4th 
ed.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Ulus.  Pp.  966.  Price,  $7.00. 

The  fourth  edition  of  Beck,  printed  in  January 
1947  is  essentially  the  same  as  the  third  edition 
except  for  revision  of  the  first  chapter  and  the 
addition  of  a chapter  on  obstetrical  analgesia  and 
anesthesia.  Minor  revision  compatible  with  ad- 
vances in  obstetrical  thought  are  present  but  in 
the  main  the  latest  edition  is  almost  page  for 
page  identical  with  the  previous  one. 

Beck’s  Obstetrical  Practice  is  noteworthy  be- 
cause of  the  profusion  of  illustrations  which  are 
welcome  to  both  student  and  practitioner.  It  is 
concise,  avoids  as  much  as  possible,  academic  dis- 
cussions which  are  of  little  practical  value  and  is 
at  its  best  in  the  description  and  illustration  of 
the  mechanism  of  labor.  It  can  be  recommended 
as  a ready  reference  manual  for  the  student  and 
general  practitioner,  although  the  specialist  may 
find  it  a little  less  detailed  than  he  might  hope. 

R.  E.  Rougelot,  Jr.,  M.  D. 


Minor  Surgery:  By  Frederick  Christopher.  6th  ed. 

Philadelphia,  W.  B.  Saunders  Company,  1948. 

Pp.  1058.  Price,  $12.00. 

The  sixth  edition  of  Christopher’s  Minor  Sur- 
gery, as  the  other  editions  have,  will  probably  be 
of  most  value  to  the  physician  without  complete 
formal  training  in  surgery.  For  the  general  prac- 
titioner and  the  intern  it  fills  a definite  need.  The 
subject  matter  is  well  organized  and  is  readily 
available  for  quick  reference  and  review.  Exten- 
sive references  are  included  with  each  chapter  and 
cover  material  through  1946.  Specific  additions  to 
the  sixth  edition  include  a section  on  thrombo- 
phlebitis and  phlebothrombosis  with  consideration 
of  femoral  vein  ligation  in  prophylaxis  of  pul- 
monary embolism  and  anticoagulant  therapy.  The 
use  of  antibiotics  and  sulfonomides  is  given  proper 
emphasis. 

Other  new  material  includes  gel  foam  and  oxi- 
dized cellulose  in  the  control  of  hemorrhage,  early 
postoperative  ambulation,  procaine  in  serum  sick- 
ness, lumbar  sympathetic  block  in  thrombophlebitis, 
intra-arterial  penicillin  in  infections  of  the  ex- 
tremities, and  the  excision  and  closure  of  bed  sores. 

Direct  quotation  is  used  extensively  by  the  author 
with  good  effect.  Concise  exposition  of  the  small 
print  quotations  may  be  more  widely  read  by  the 
busy  practitioner. 

Everett  H.  Crawford,  M.  D. 


Gifford’s  Text  Book  of  Ophthalmology:  By  F.  H. 

Adler.  4th  ed.  Philadelphia,  W.  B.  Saunders  & 

Co.,  1947.  Pp.  512.  Price.  $6.00. 

The  author  of  this  fourth  edition  of  Gifford’s 
little  classic  in  ophthalmology  may  not  be  known 
to  some  of  our  readers.  He  is  high  among  this 
country’s  first  five  ophthalmologists,  and  our  spe- 
cialty is  his  debtor  for  this  volume.  His  rare  ability 
to  simplify  complex  concepts  will  help  many  who 
are  interested  in  ophthalmology  to  grasp  more 
easily  its  fundamentals.  The  average  reader  does 
not  realize  the  quantity  and  quality  of  blood,  sweat, 
and  tears  that  form  the  seasoning  essential  in  mak- 
ing especially  this  type  of  book  such  a palatable 
and  easily  digested  delicacy. 

The  chapters  on  visual  and  neuro-muscular  func- 
tions and  their  disorders  are  presented  with  the 
clarity  of  a master.  The  table  of  contents,  especially 
in  medical  works,  illustrates  the  author’s  sense  of 
sequence  which  is  partly  what  makes  medical  clas- 
sics, classics.  In  the  chapter  on  the  ocular  manifes- 
tations of  general  diseases,  the  reviewer  did  not 
understand  why  metabolic  and  urinary  diseases 
were  placed  between  fungus  and  protozoal  dis- 
eases. It  is  so  much  easier,  however,  to  criticize  the 
pecadillos  of  others  than  to  do  better  ourselves  that 
we  critics  are  apt  to  develop  a “holier  than  thou’’ 
complex,  wearing  self-constituted  haloes  which  are 
too  big  for  our  heads  and  draping  ourselves  with 
mantles  of  Elijah  which  are  really  somewhat  moth 
eaten. 

The  illustrations  in  this  volume  really  illustrate 
which  is  more  than  can  be  said  of  those  in  most  of 
the  medical  books  which  I have  read  and  reviewed 
especially  in  these  past  several  years.  The  judg- 
ment which  the  author  has  shown  in  the  selection 
of  current  material  and  its  presentation  reflects 
his  sound  training  and  even  sounder  sense  of  medi- 
cal values.  Dr.  Adler  has  created  a truly  beautiful 
and  fitting  memorial  to  the  memory  of  our  beloved 
friend  and  teacher,  the  late  Dr.  Sanford  Gifford. 

Chas.  a.  Bahn,  M.  D. 
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POLIOMYELITIS* 

BRANCH  J.  AYMOND,  M.  D.f 
New  Orleans 

Lay  groups  are  of  the  opinion  that  little 
is  known  about  poliomyelitis.  Physicians 
realize  that  a great  deal  is  known.  We  have 
much  knowledge  of  this  disease,  but  like 
typhoid,  malaria,  and  tuberculosis,  people 
continue  to  become  ill  and  die  of  these 
maladies  throughout  the  world. 

Historically,  the  first  epidemic  of  polio- 
myelitis reported  in  the  world  occurred  in 
Louisiana.  Dr.  George  Colmer,  in  the  year 
1841,  recorded  his  findings,  after  examin- 
ing ten  children  who  suddenly  became  ill 
with  a fever  and  paralysis.  Since  these 
cases  occurred  during  the  teething  period, 
he  termed  the  sickness  “teething  paralysis.” 
These  cases  occurred  in  Feliciana  Parish,  in 
and  around  St.  Francisville. 

The  virus  organism  in  poliomyelitis  pre- 
sents the  same  clinical  manifestations  in 
susceptible  animals  as  in  humans.  The 
virus  is  highly  resistant  to  all  known 
chemicals.  The  poliomyelitis  virus  has  been 
known  to  resist  a sub-temperature  of  minus 
70°  F.  Apparently  the  only  safe  poliomye- 
litis virus  destroyer  is  flame  heat  or  pres- 
sure steam  sterilization.  This,  perhaps,  is 
the  reason  why  the  virus  is  carried  about, 
deposited,  then  picked  up  by  susceptible 
hosts  and  produces  poliomyelitis. 

POSSIBLE  MEANS  OP  TRANSMISSION 

Insects : The  common  housefly,  in  its  lar- 
va stage,  will  grow  in  human  excreta.  Flies 

fDirector,  Poliomyelitis  Center. 

Presented  at  the  January  27,  1947,  Scientific 
Meeting,  Orleans  Parish  Medical  Society. 


caught  from  open  back  privies,  where  bowel 
content  from  acute  and  residual  poliomye- 
litis has  been  deposited,  have  been  exam- 
ined and  found  to  be  carrying  poliomyelitis 
virus.  Flies  are  attracted  to  sour  odors  such 
as  sewage  leakage,  stagnant  water  and 
garbage.  In  this  way  there  is  a possibility 
of  contamination  by  flies  of  food  and  liquids 
taken  into  the  human  body. 

The  culex  mosquito  selects  drainage 
ditches  and  raw  sewage  deposits  for  its 
larva  to  grow  and  develop  into  the  adult 
mosquito.  This  method  of  transmission 
should  always  be  considered — especially 
since  a large  number  of  acute  cases  seen 
in  the  Poliomyelitis  Center  exhibit  evidence 
of  recent  mosquito  bites. 

Stvimming  Pools ; Accepting  the  idea  that 
swimming  is  a great  muscle  developer,  par- 
ents are  prone  to  encourage  their  children, 
who  have  had  poliomyelitis,  to  indulge  as 
frequently  as  possible  in  underwater  exer- 
cises. Fecal  examination  of  post  poliomye- 
litis cases  have  shown  that  a percentage  of 
these  patients  will  yet  be  harboring  the 
virus  and  for  this  reason  swimming  pools 
are  usually  closed  during  poliomyelitis  epi- 
demics. 

Vegetables:  Some  truck  farmers  wash 
vegetables  in  contaminated  ditches  and 
streams  in  order  to  freshen  them  up.  The 
custom  of  eating  raw  vegetables  appears  to 
be  a known  factor  in  contracting  poliomye- 
litis. 

Milk:  Dairy  cattle,  in  many  instances, 
obtain  their  water  supply  from  creeks, 
“mud  holes”  and  collecting  ground  basins. 
The  water  shed  may  extend  over  a vast 
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area  which  is  contaminted  by  the  poliomye- 
litis virus.  It  is  possible  for  cows  standing 
in  stagnant  water  in  the  summer  months 
to  contaminate  their  udders  with  the  polio- 
myelitis virus.  At  milking  time  little  con- 
sideration is  given  to  cleaning  the  udders, 
therefore,  there  is  a possibility  of  the  virus 
entering  the  human  body  from  the  milk 
supply.  Whether  or  not  pasteurization  has 
adequate  heat  to  destroy  the  virus  is  a prob- 
lem for  further  investigation.  Milk-borne 
transmission,  perhaps,  is  a factor  in  con- 
taminating very  young  babies  who  are  to- 
tally dependent  on  milk  for  their  food 
supply. 

Playing  in  Contaminated  Ditches:  A 
“cloud  burst”  occurred  in  one  of  Louisi- 
ana’s communities  which  filled  a drainage 
ditch  along  one  of  the  streets  in  town.  The 
drainage  flowed  from  open  back  privies 
used  by  two  residual  poliomyelitis  patients. 
Six  small  children  began  playing  in  the  ac- 
cumulated water  (from  seven  to  ten  day 
period)  and  the  entire  group  of  six  devel- 
oped poliomyelitis.  They  had  come  in  con- 
tact with  other  children  but  no  other  cases 
of  poliomyelitis  developed  during  the  entire 
year  other  than  the  children  who  had 
played  in  the  ditch.  Further,  five  of  the 
six  children  examined  had  evidence  of  skin 
lacerations  or  abrasions,  with  inguinal 
adenitis  at  the  time  the  symptoms  of  polio- 
myelitis developed. 

Closing  of  Schools:  Poliomyelitis  usually 
begins  about  seven  to  ten  days  after  school 
closes  in  summer  and  usually  decreases  by 
October.  However,  it  is  often  necessary  to 
close  the  schools  for  the  protection  of  the 
children.  Summer  camps  and  vacation 
spots  are  a source  of  contamination  by  the 
poliomyelitis  virus  unless  sanitary  meas- 
ures are  adequately  maintained. 

SIGNS  AND  SYMPTOMS 

To  establish  a diagnosis  of  poliomyelitis  is 
no  simple  matter.  The  records  of  the  Polio- 
myelitis Center  in  New  Orleans  reveal  that 
18  to  20  per  cent  of  all  cases  admitted  do 
not  have  poliomyelitis.  This  year,  however, 
only  5 per  cent  admitted  were  found  not  to 
have  poliomyelitis. 


At  the  onset  the  patient  usually  presents 
a picture  of  a fever  from  99  to  101°  F. 
which  does  not  respond  to  the  ordinary  an- 
tipyretics. Headaches,  frontal  and  parietal 
types,  usually  bilateral ; slight  nausea, 
occasional  vomiting  with  cramp-like  ab- 
dominal pain;  an  upper  respiratory  mani- 
festation, are  all  symptomatic. 

The  mother  of  a child  sometimes  recog- 
nizes these  symptoms  and  suspects  polio- 
myelitis. Constipation  seems  to  be  com- 
mon in  all  poliomyelitis  cases,  and  after 
two  to  five  days,  the  patient  will  show 
signs  of  neck  stiffness,  back  pain,  and  mus- 
cular disturbances. 

The  spinal  fluid  cell  findings  occur  early 
and  increase  until  the  paralytic  phase  ap- 
pears, then  the  lymphatic  cells  will  begin  to 
decrease.  Usually  twenty  days  after  onset 
the  spinal  fluid  findings  approach  normal. 

INCREASE  IN  ADULT  CASES 

There  has  been  a gradual  increase  in  re- 
cent years  of  cases  of  poliomyelitis  in  the 
adult  group.  During  the  year  1946,  10 
per  cent  of  all  poliomyelitis  cases  hospital- 
ized at  the  Poliomyelitis  Center  at  New 
Orleans  were  adults. 

The  fear  of  poliomyelitis  is  a natural 
fear.  Lay  groups  have  capitalized  on  this 
fear  instead  of  pointing  out  that  after  all 
a very  small  per  cent  of  an  entire  popula- 
tion are  stricken. 

We  physicians  have  a mission  to  do  in 
alleviating  this  psychological  phobia  in  the 
citizen  group. 

0 

MENINGITIS 

RECENT  ADVANCES  IN  THERAPY 
C.  J.  TRIPOLI,  M.  D.f 

AND 

W.  G.  UNGLAUB,  M.  D. 

New  Orleans 

The  fact  that  the  average  mortality  rate 
in  cases  of  cerebrospinal  fever  (menin- 
gococcal meningitis)  has  declined  in  the 

*Read  before  the  scientific  meeting  of  the  Or- 
leans Parish  Medical  Society,  January  27,  1947. 

fFrom  the  Department  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  The  Helis  Institute  for 
Medical  Research,  and  the  Charity  Hospital  of 
Louisiana,  New  Orleans. 
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last  12  years  from  about  70  to  approxi- 
mately 15  per  cent  is  in  itself  a distinct 
advance  in  recent  therapeusis.  The  adven- 
titious use  of  the  sulfa  drugs  and  penicillin 
is  the  basis  for  the  remarkable  improve- 
ment in  the  therapy  of  this  particular  type 
of  meningitis,  and  in  bacterial  meningitis 
in  general.  In  addition  streptomycin  has 
been  of  proved  value  in  cases  of  acid  fast, 
as  well  as  gram-negative  bacillary  menin- 
gitis. 

In  order  to  evaluate  the  therapeutic  re- 
sults in  cases  of  cerebrospinal  fever  and 
other  forms  of  bacterial  meningitis,  the 
records  of  all  patients  with  all  types  of  men- 
ingitis treated  at  the  Charity  Hospital  of 
Louisiana  in  the  year  1945  have  been  re- 
viewed for  the  present  study. 

In  1936  one  of  us^  presented  a compara- 
tive review  of  the  various  therapeutic  pro- 
cedures used  in  all  cases  of  all  types  of  bac- 
terial meningitis  treated  at  the  Charity 
Hospital  of  Louisiana  during  the  entire  ten 
year  period  1925-1935.  This  was  before  the 
introduction  of  the  sulfa  drugs  or  penicil- 
lin. Antimeningococcic  antitoxin  had  been 
made  available  for  use  at  this  time  and  was 
therapeutically  effective  in  reducing  the 
mortality  in  cases  of  cerebrospinal  fever  to 
about  two-thirds  of  what  it  had  been  pre- 
viously, following  the  use  of  antimenin- 
gococcic serum  alone. 

Rollings  and  Musser^  have  presented  an 
excellent  comparative  study  of  the  incidence 
and  treatment  of  the  various  types  of  men- 
ingitis in  the  year  1933,  before  the  sulfa 
drugs  were  introduced,  and  in  1943,  when 
the  sulfa  drugs,  but  not  penicillin,  were 
available.  They  reported  that  the  mortality 
rate  of  all  cases  of  bacterial  meningitis  in 
1933  was  79.3  per  cent;  and  in  1943  it  had 
been  reduced  to  49,7  per  cent.  These  figures 
compare  closely  with  those  reported  by  Wad- 
delF  who,  in  a similar  study  of  mortality  in 
cases  of  purulent  meningitis,  reported  a 
mortality  rate  for  all  cases  in  a ten  year 
period  prior  to  the  advent  of  chemotherapy 


as  85.2  per  cent,  compared  to  52.2  per  cent 
for  cases  treated  from  1937  to  1943,  after 
sulfonamides  had  come  into  use. 

The  material  for  the  present  study  con- 
sists of  a total  of  173  cases  of  meningitis, 
consisting  of  patients  in  whom  the  spinal 
fluid  showed  a significant  increase  in  cells 
and  globulin  and  whose  clinical  course  was 
compatible  with  the  diagnosis  of  acute  men- 
ingitis. Of  this  total  there  were  only  108 
cases  in  which  the  infecting  organism  was 
identified  satisfactorily  in  the  spinal  fluid 
by  adequate  smears,  or  by  culture  of  the 
spinal  fluid,  or  both. 

Six  cases  were  diagnosed  tuberculous 
meningitis  on  the  basis  of  the  clinical  find- 
ings of  meningitis  and  characteristic  find- 
ings in  the  spinal  fluid  coincidental  with 
the  existence  of  active  tuberculosis  else- 
where in  the  body.  Four  of  these  cases  were 
confirmed  by  autopsy.  Acid-fast  organisms 
were  demonstrated  in  the  spinal  fluid  in 
only  one  case. 

Acute  lymphocytic  choriomeningitis  was 
the  clinical  diagnosis  in  four  cases.  Diag- 
nosis was  based  on  the  characteristic  spinal 
fluid  cytology  and  the  clinical  course.  No 
attempt  at  virus  identification  studies  were 
made  in  these  cases. 

In  19  cases,  organisms  of  various  types 
were  recorded  as  having  been  seen,  but 
neither  the  morphological,  tinctorial,  nor 
cultural  characteristics  permitted  accurate 
identification. 

No  organisms  of  any  type  could  be  dem- 
onstrated either  in  smear  or  culture  of  the 
spinal  fluid  at  any  time  in  37  cases. 

Other  cases  of  “meningismus”  and  “clin- 
ical meningitis”  wherein  no  spinal  fluid 
studies  were  made  are  not  included  in  this 
study.  Also  excluded  are  a few  cases  of 
“clinical  meningitis”  which  died  or  deserted 
in  the  first  twenty-four  hours  before  spinal 
fluid  studies  were  made  or  before  any  treat- 
ment was  instituted. 

Table  1 presents  the  data  regarding  the 
mortality  rate  in  the  various  types  of  men- 
ingitis during  the  year  1945. 


494 


Tripoli,  Unglaub — Meningitis 


TABLE  1 

MENINGITIS 

1945 

CHARITY  HOSPITAL  OF  LOUISIANA 


Type 

Total 

Cases 

Died 

Mortality 
I’er  cent 

Meningococcal 

40 

6 

15.00 

Pneumococcal 

22 

12 

54.54 

Streptococcal 

5 

1 

20.00 

Staphylococcal 

4 

3 

75.00 

Total  coccal 

74 

22 

32.39 

Influenzal 

3.5 

20 

57.14 

Tuberculous 

6 

6 

100.00 

Choriomeningitis 

4 

0 

0.00 

Torula 

1 

1 

100.00 

Organism  not  definitely 
identified 

19 

3 

15.79 

No  organism  found 

37 

17 

45.94 

Total  cases 

173 

09 

39.88 

There  was  a total  of  40  patients  with 
cerebrospinal  fever  or  meningococcal  men- 
ingitis. Six  of  these  patients  died  resulting 
in  a mortality  rate  of  15  per  cent.  Twenty- 
one  of  these  patients  received  only  a sulfa 
drug,  usually  sulfadiazine,  orally  alone  or 
with  initial  intravenous  sodium  sulfadia- 
zine. All  of  these  21  persons  recovered. 
The  result  in  these  cases  is  the  same  as  that 
reported  for  1940-41-‘-  ^ under  a similar 
form  of  therapy.  The  remaining  19  patients 
received  the  sulfa  drug  orally  and  in  a few 
instances  intravenously  in  addition  to  peni- 
cillin intramuscularly  and  intrathecally. 
The  intrathecal  use  of  penicillin  was  usual- 
ly limited  to  an  initial  dose  except  in  a few 
instances  wherein  it  was  used  once  or  twice 
daily  for  a few  days.  Six  of  the  patients  so 
treated  died.  Although,  at  first  glance  one 
may  conclude  that  intraspinal  penicillin 
therapy  is  harmful  in  cases  of  cerebrospinal 
fever,  one  must  consider  the  fact  that  in 
most  instances  the  desperately  ill  patients 
received  the  additional  therapy,  whereas 
those  who  manifested  clinical  improvement 
on  sulfa  alone  were  not  even  considered  as 
candidates  for  additional  intrathecal  ther- 
apy. However,  there  is  no  evidence  to  prove 
that  intraspinal  therapy  of  any  type  is  of 
any  value  in  the  treatment  of  cerebrospinal 
fever.  Of  additional  importance  is  the  fact 
that  there  is  evidence  which  indicates  that 
the  sulfa  drugs  intraspinally  are  not  only 
of  no  value,  but  in  addition,  produce  un- 
favorable reactions  which  are  apparently 
harmful.  The  administration  of  penicillin 


intrathecally  in  cases  of  cerebrospinal 
fever  has  been  of  no  proved  value  and  re- 
ports of  harmful  reactions  have  been  pre- 
sented.® In  the  study  of  this  series  of  40 
cases  of  cerebrospinal  fever  treated  over  a 
period  of  one  year,  there  is  no  evidence  to 
support  the  opinion  that  penicillin  intra- 
thecally is  of  any  value  in  this  disease.  How- 
ever, neither  do  we  find  in  this  series  any 
evidence  of  any  immediate  unfavorable  re- 
actions. It  is  a fact  that  penicillin,  paren- 
terally  administered,  does  not  usually 
appear  in  the  spinal  fluid  in  effective  con- 
centrations," and  it  is  evident  that  intra- 
spinal administration  is  definitely  indicated 
and  beneficial  in  cases  caused  by  coccal  or- 
ganisms other  than  meningococci.  But  we 
repeat  that  this  does  not  hold  true  for  cere- 
brospinal fever.  In  spite  of  these  facts  it  is 
difficult  to  resist  the  obvious  temptation  to 
use  penicillin  intrathecally  in  cases  of 
cerebrospinal  fever. 

There  were  22  patients  with  pneumococ- 
cal meningitis,  12  of  whom  died,  resulting 
in  a mortality  rate  of  54.5  per  cent.  Two 
of  the  patients  who  died  received  only  sulfa 
orally  and  parenterally,  and  three  received 
intrathecal  penicillin  in  addition  to  sulfa 
orally  and  parenterally,  one  of  whom  re- 
ceived intracisternal  penicillin.  Another 
two  of  the  12  patients  received  sulfa  orally 
and  parenterally  and  additional  penicillin 
intramuscularly  as  well  as  intrathecally. 
The  remaining  five  of  the  12  persons  who 
died  received  antipneumococcal  serum  in- 
travenously and  intramuscularly  in  addi- 
tion. The  ten  who  survived  received  sulfa 
orally  and  parenterally,  penicillin  intramus- 
cularly and  intrathecally.  Two  of  these  ten 
patients  received  additional  antipneumo- 
coccal serum.  This  mortality  rate  of  54.5 
per  cent  in  1945,  when  both  sulfa  and  peni- 
cillin were  used,  is  a distinct  improvement 
over  the  mortality  rate  of  72  per  cent  in 
the  1943  series,  wherein  sulfa  alone  was  ad- 
ministered.“■  ® The  use  of  penicillin  in 

addition  to  sulfa  is  the  apparent  reason  for 
the  improved  results.  Appelbaum  and  Nel- 
son® reported  a mortality  rate  of  61  per 
cent  in  a series  of  67  cases  using  a similar 
routine  of  therapy. 
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There  were  five  patients  with  strepto- 
coccal meningitis,  one  of  whom  died,  re- 
sulting in  a mortality  rate  of  20  per  cent. 
All  of  these  persons  received  sulfa  orally 
and  parenterally.  Four  of  the  five  received 
additional  penicillin  intrathecally.  Three  of 
the  five  patients  received  additional  intra- 
muscular penicillin.  One  of  the  latter  three 
patients  died.  Similar  reports  have  been 
presented.* 

There  were  four  cases  of  staphylococcal 
meningitis  and  three  deaths,  the  mortality 
rate  being  75  per  cent.  All  four  patients  re- 
ceived sulfa  orally  and  parenterally  and  in- 
tramuscular penicillin.  Only  two  received 
additional  intrathecal  penicillin ; one  of  the 
latter  recovered.  In  all  of  these  cases  posi- 
tive blood  cultures  were  obtained.  It  is  to 
be  noted  that  the  average  mortality  rate  is 
much  higher  in  this  type  of  case  associated 
with  septicemia  than  in  those  cases  of  men- 
ingitis resulting  from  direct  extension  of 
infection  to  meninges  from  the  bony  struc- 
tures of  the  mastoids  or  paranasal  sinuses, 
without  septicemia.* 

There  were  35  cases  of  influenzal  men- 
ingitis. Thirty-three  cases  were  found  to 
be  Type  B and  and  two  cases  were  unfor- 
tunately not  typed  or  recorded.  Twenty  of 
thgse  35  patients  died,  resulting  in  an  aver- 
age mortality  rate  of  57.14  per  cent. 
Twenty-two  of  the  total  patients  received 
sulfa  orally  and  parenterally  plus  anti- 
influenzal  serum  type  B intravenously  or 
intramuscularly.  Eight  of  these  22  patients 
received  additional  serum  intrathecally. 
There  were  15  deaths  and  seven  recoveries 
from  this  group  of  22  cases.  The  remaining 
13  patients  received  sulfa  orally  and  paren- 
terally plus  penicillin  either  intramus- 
cularly or  intrathecally  or  both.  Of  the  13 
patients  five  died  and  eight  recovered. 
Seven  of  this  latter  13  received  additional 
anti-influenzal  serum  Type  B.  Of  the  seven 
who  received  this  serum,  three  died  and 
four  recovered.  Of  ipterest  is  the  fact  that 
of  the  35  patients  only  two  were  over  three 
years  of  age.  One  of  these  was  27  years 
of  age  and  the  other  63  years ; both  recov- 
ered and  are  included  in  the  appropriate, 
group.  Only  two  of  the  35  patients  had 


positive  blood  cultures,  one  died  and  one 
recovered.  No  streptomycin  was  available 
for  use  in  these  cases. 

There  were  six  cases  of  tuberculous  men- 
ingitis. Two  of  these  patients  received  only 
supportive  therapy.  Two  received  sulfa 
alone.  One  received  sulfa  and  intramuscular 
penicillin.  One  received  sulfa  intramuscu- 
larly and  intrathecal  penicillin.  All  patients 
died.  No  streptomycin  was  available  for  use 
in  this  group. 

There  were  four  patients  with  acute  lym- 
phocytic choriomeningitis.  One  received  no 
treatment.  One  received  sulfa  orally  and 
parenterally.  One  received  sulfa  orally  and 
parenterally  and  penicillin  intramuscular- 
ly ; and  one  received  sulfa  orally  and  paren- 
terally and  penicillin  intrathecally.  All 
patients  recovered.  The  results  in  these 
series  are  identical  with  a previous  series 
reported  by  one  of  us^®  in  which  treatment 
consisted  of  only  supportive  therapy  after 
initial  diagnostic  spinal  puncture  was  done. 
Chemotherapy,  as  well  as  antibiotic  ther- 
apy, is  apparently  superfluous  in  the  treat- 
ment of  this  disease. 

Only  one  case  of  torula  meningitis  was 
treated  during  this  time.  Sulfa  orally  and 
parenterally  and  penicillin  intramuscularly 
and  intrathecally  were  employed.  This  pa- 
tient showed  no  response  and  died. 

Of  the  19  cases  of  meningitis  produced 
by  demonstrable  organisms  which  were  not 
definitely  identified  there  were  three 
deaths.  Eleven  of  the  total  19  patients  re- 
ceived sulfa  orally  and  parenterally  alone, 
and  one  received  additional  antimeningo- 
coccic antitoxin.  No  deaths  occurred  in  this 
group  of  eleven  patients.  The  remaining 
eight  received  sulfa  orally  and  parenterally 
and  penicillin  intrathecally.  Five  received 
additional  intramuscular  penicillin.  Of  this 
group  of  eight  patients  there  were  three 
deaths. 

No  organisms  were  demonstrable  at  any 
time  in  the  abnormal  spinal  fluid  of  37  pa- 
tients with  clinical  meningitis,  of  whom  17 
died.  Two  of  the  total  number  of  patients 
received  no  treatment  and  died.  Twenty- 
four  of  the  remaining  35  patients  received 
sulfa  orally  and  parenterally,  one  of  whom 
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received  additional  anti-influenzal  serum 
intrathecally.  There  were  ten  deaths  in 
these  24  persons.  Of  the  remaining  eleven 
patients,  five  received  sulfa  orally  and 
parenterally  and  intramuscular  penicillin, 
with  three  deaths ; two  received  sulfa  orally 
and  parenterally  with  penicillin  intrathe- 
cally with  no  deaths;  four  received  sulfa 
orally  and  parenterally  and  penicillin  intra- 
muscularly and  intrathecally  with  two 
deaths. 

The  use  of  heparin  intrathecally  in  addi- 
tion to  routine  sulfa  and  penicillin  has  been 
recommended  in  the  treatment  of 

those  cases  of  purulent  meningitis  in  which 
fibrin  formation  and  coagulation  were  the 
probable  causes  of  a possible  partial  or  com- 
plete block  in  the  cerebrospinal  fluid  circu- 
lation. There  were  four  cases  of  influenzal 
meningitis  in  which  a single  dose  of  heparin 
was  given  intrathecally.  The  dosage  in  two 
of  the  patients  was  2.0  mg.  each;  and  in 
the  other  two  patients  10  mg.  and  5 mg. 
respectively.  Two  patients  recovered  and 
two  died.  Three  persons  with  meningococcal 
meningitis  received  heparin  intrathecally  in 
doses  of  2 mg.  -5  mg.  -10  mg.  respectively, 
in  addition  to  the  sulfa  and  penicillin  rou- 
tinely ; two  patients  recovered  and  one  died. 
One  patient  with  pneumococcal  meningitis 
received  a 2 mg.  dose  of  heparin  intrathe- 
cally in  addition  to  the  routine  of  sulfa  and 
penicillin.  This  man  recovered.  One  patient 
with  a coccal  (type  not  identified)  menin- 
gitis received  a 5 mg.  dose  of  heparin  intra- 
thecally in  addition  to  the  routine  sulfa  and 
penicillin  therapy.  This  person  died.  Ob- 
viously the  use  of  heparin  and  other  anti- 
coagulants intrathecally  in  these  patients 
has  not  been  of  any  remarkable  therapeutic 
benefit.  However,  the  exact  dosage  or  mode 
of  administration  with  and  without  dicou- 
marin  has  not  been  completely  worked  out. 
In  addition  it  will  be  necessary  to  control 
carefully  the  effective  dosage  in  order  to 
prevent  possible  untoward  results  from 
overdosage. 

The  advent  of  streptomycin  and  its  effec- 
tive use  in  tuberculous  meningitis  has 
aroused  considerable  interest.  Because 
streptomycin  does  not  appear  in  the  spinal 


fluid  in  effective  therapeutic  concentration 
it  is  necessary  to  administer  it  intrathecally 
as  well  as  parenterally.^^  Henshaw  et  al.^^ 
have  reported  a series  of  seven  cases  of 
tuberculous  meningitis,  proved  by  demon- 
stration of  the  acid-fast  organisms  in  the 
spinal  fluid,  treated  with  apparently  ade- 
quate doses  of  streptomycin.  Four  of  the 
seven  patients  have  survived  the  disease 
over  a period  of  three  to  six  months  after 
treatment.  The  treatment  consists  of  100- 
200  mg.  doses  of  streptomycin  intrathecally 
daily  over  a period  of  two  or  four  weeks  and 
1.2  to  3.6  gm.  daily  intramuscularly  over 
a period  of  three  to  six  months.  All  of  these 
patients  had  evidence  of  generalized  hema- 
togenous miliary  tuberculosis  in  addition  to 
meningitic  involvement.  At  the  time  of  the 
report  all  four  patients  continued  to  have 
clinical  abnormalities  indicating  persistence 
of  residual  infection  despite  treatment  but 
the  organisms  could  no  longer  be  isolated 
from  the  spinal  fluid  by  culture  or  animal 
inoculation. 

Streptomycin  in  influenzal  meningitis  is 
apparently  the  antibiotic  of  choice.  It  has 
been  given  in  doses  varying  from  15,000  to 

125.000  units  every  three  hours  intramus- 
cularly, simultaneously  with  intrathecal 
administration  of  amounts  varying  from 

10.000  to  25,000  units  every  24  hours 
resulting  in  a 25-50  per  cent  reduction  in 
the  average  mortality  rate.  Equally  re- 
markable beneficial  results  have  been 
reported  following  the  use  of  parenteral 
anti-influenzal  serum  type  B in  addition  to 
sulfadiazine  in  cases  of  this  type  of  influ- 
enzal meningitis. Under  proper  control  it 
would  appear  that  a combination  of  these 
two  effective  therapeutic  programs  would 
be  the  treatment  of  choice. 

In  reviewing  the  histories  of  many  of 
these  cases  it  frequently  occurred  that  the 
patient  received  apparently  inadequate 
doses  of  either  the  sulfa  drugs  or  antibiotics 
before  admission  to  the  hospital.  Just  what, 
if  any,  effect  this  had  on  the  course  of  the 
disease  cannot  be  determined  in  any  case 
or  cases  of  this  series.  However,  it  is  ap- 
parent that  benefit  from  both  sulfa  drugs 
and  antibiotics  only  results  when  effective 
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doses  are  used;  and  if  they  are  to  be  given 
the  dosage  should  always  be  adequate. 

SUMMARY  AND  CONCLUSIONS 

A review  of  the  results  of  therapy  used 
in  173  patients  with  meningitis  of  the  vari- 
ous types  treated  in  Charity  Hospital  of 
the  State  of  Louisiana  during  the  year  1945 
is  presented. 

The  mortality  rate  in  40  patients  with 
cerebrospinal  fever  (meningococcal  menin- 
gitis) treated  during  this  period  averaged 
15  per  cent.  This  reduction,  as  compared  to 
an  average  mortality  rate  of  70  per  cent 
during  the  year  1933  has  been  achieved  by 
the  adequate  use  of  the  sulfa  drugs,  prin- 
cipally sulfadiazine,  and  penicillin.  There 
is  no  indication  for  the  use  of  either  of  these 
therapeutic  agents  intrathecally  in  this  type 
of  meningitis. 

The  mortality  rate  in  22  patients  with 
pneumococcal  meningitis  treated  during 
this  period  averaged  54.54  per  cent.  This 
reduction,  as  compared  to  a mortality  rate 
above  90  per  cent  during  the  year  1933,  is 
a direct  result  of  the  use  of  adequate  doses 
of  the  sulfa  drugs  orally  and  parenterally 
and  penicillin  parenterally  and  intrathe- 
cally. It  is  apparent  that  the  additional  in- 
trathecal use  of  penicillin  is  necessary  in 
the  treatment  of  this  type  of  meningitis. 

The  mortality  rate  in  staphylococcal  and 
streptococcal  meningitis  has  been  reduced 
at  least  50  per  cent  by  the  similar  program 
of  treatment  as  used  in  the  pneumococcal 
type  of  meningitis.  It  is  apparent  that  de- 
tailed studies  regarding  the  individual  bac- 
terial penicillin  sensitivity  of  the  individual 
organisms  isolated  in  each  case  will  be  of 
great  value  in  estimating  the  penicillin 
dosage  to  be  used  in  any  one  patient.  No 
efforts  have  been  made  in  this  series  to 
determine  any  definite  effect  in  the  peni- 
cillin sensitivity  of  the  staphylococcal  or 
streptococcal  organisms  in  any  of  the  in- 
dividual patients.  .Therefore,  we  are  unable 
to  tell  in  the  persons  who  died  whether  or 
not  adequate  doses  of  penicillin  were  given. 

The  mortality  rate  in  35  patients  with 
influenzal  meningitis  treated  during  this 
period  averaged  57.14  per  cent  as  compared 


to  a mortality  rate  of  90  per  cent  during 
the  year  1933.  Of  the  various  routines  of 
treatment  it  appears  that  the  use  of  strep- 
tomycin and  anti-influenzal  serum  in  in- 
fluenzal type  B cases  is  the  treatment  of 
choice. 

The  mortality  rate  in  six  patients  with 
tuberculous  meningitis  treated  during  this 
period  has  remained  100  per  cent.  No  strep- 
tomycin was  used  in  any  of  these  patients. 
It  appears  that  this  therapeutic  agent  at 
present  is  the  only  treatment  having  con- 
siderable therapeutic  merit.  Although  the 
course  of  the  disease  has  been  favorably 
affected,  it  is  necessary  to  continue  use  of 
the  drug  over  a period  of  months.  Neuro- 
logic residua  are  the  rule  and  only  in  a few 
proved  cases  so  far  has  the  disease  appar- 
ently been  completely  arrested  and  the  pa- 
tient’s spinal  fluid  and  clinical  condition 
apparently  returned  to  normal.  The  promise 
which  this  type  of  therapy  offers  in  this 
most  serious  disease  is  anticipated  with 
great  interest. 

The  mortality  rate  in  four  cases  of  acute 
lymphocytic  choriomeningitis  treated  dur- 
ing this  period  has  remained  zero.  Since  this 
type  of  meningitis  is  self-limited  and  almost 
invariably  ends  in  recovery,  the  use  of  the 
sulfa  drugs  and  penicillin  was  obviously 
superfluous  but  not  harmful. 

In  those  cases  of  purulent  meningitis  in 
which  no  organisms  were  demonstrable  in 
the  spinal  fluid  or  wherein  organisms  were 
apparently  seen  but  not  positively  identi- 
fied, the  average  mortality  rate  has  been 
reduced  to  between  15  and  45  per  cent.  It 
is  not  possible  to  determine  whether  these 
cases  were  primary  meningitis  or  had  any 
associated  septicemia.  The  treatment  of 
choice  appears  to  be  the  same  as  that  used 
for  the  pneumococcal,  streptococcal  and 
staphylococcal  types  of  meningitis. 

It  appears  that  those  cases  of  bacterial 
meningitis  other  than  meningococcal  where- 
in the  organisms  subsequently  invaded  the 
subarachnoid  space  from  the  paranasal 
sinuses  or  mastoids  have  a more  favorable 
prognosis  under  this  form  of  therapy 
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than  those  resulting  from  generalized 
septicemia. 
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PERITONEOSCOPY 

.\N  ANALYSIS  OF  ITS  USE  IN  SIXTY-NINE 
CASES 

WALTER  J.  HOLLIS,  M.  D.f 

AND 
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Shreveport 

Peritoneoscopy  is  not  a new  procedure, 
having  been  first  demonstrated  by  Kelling 
about  46  years  ago.^®  However,  it  is  sur- 
prising to  see  the  lack  of  appreciation  of 

tFrom  the  Charity  Hospital  at  Shreveport,  La. 


the  value  of  this  procedure  as  a method  of 
endoscopic  diagnosis  and  we  are  in  accord 
with  Beling'’  who  feels  that  if  its  advantages 
and  indications  were  better  understood  it 
would  receive  proper  recognition.  Ruddock- 
deserves  the  credit  for  creating  a firm 
foundation  and  stimulating  the  clinical  use 
of  the  procedure  in  this  country.  He  de- 
vised a special  instrument  and  defines  the 
procedure  as  visualizing  the  peritoneal  cav- 
ity and  its  contents  by  means  of  an  optical 
instrument. 

In  April,  1944  one  of  us  (W.  H.  B.)  insti- 
tuted the  use  of  this  procedure  in  Shreve- 
port Charity  Hospital  as  an  accessory 
means  in  the  diagnosis  of  obscure  abdom- 
inal disease  and  up  until  March,  1947  it  had 
been  used  in  69  cases  with  gratifying  re- 
sults. From  our  experience  thus  gained  we 
feel  that  it  deserves  the  credit  and  recogni- 
tion accorded  to  other  methods  of  endo- 
scopy. 

The  indications  for  the  use  of  the  pro- 
cedure can  best  be  given  in  a list  form,  and 
comments  concerning  each  given  later.  The 
indications  are  as  follows ; 

1.  Diseases  of  the  peritoneum. 

2.  Gastric  malignancy;  that  is,  ruling 
out  metastatic  disease  before  operation. 

3.  Liver  disease. 

4.  Unexplained  ascites. 

5.  Pelvic  pathology;  that  is,  suspected 
ectopic  pregnancy  and  ovarian  tumors. 

6.  Undiagnosed  abdominal  masses. 

7.  Gunshot  and  stab  wounds  of  the  ab- 
domen with  doubtful  penetration. 

8.  Non-penetrating  trauma  when  inter- 
nal injury  is  suspected,  particularly  of  the 
liver  or  spleen. 

9.  Differentiation  between  bleeding  pep- 
tic ulcer  and  esophageal  varix. 

In  two  diseases  of  the  peritoneum  peri- 
toneoscopy is  especially  valuable  in  diag- 
nosis and  it  is  helpful  in  the  treatment  of 
one.  Carcinomatosis  secondary  to  any 
source  is  readily  diagnosed  by  this  method. 
Ruddock^  has  reported  a peritoneoscopic  ac- 
curacy of  87.03  per  cent  in  the  diagnosis  of 
'54  proven  cases  of  peritoneal  metastases. 
Tuberculous  peritonitis  prior  to  peritoneo- 
scopy was  usually  diagnosed  by  laparotomy 
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and  a number  of  patients  seemed  to  improve 
after  this  procedure,  at  which  time  atmos- 
pheric air  was  admitted  into  the  peritoneal 
cavity.  Beling”  feels  that  it  is  no  longer 
necessary  or  advisable  to  subject  these  pa- 
tients with  tuberculous  peritonitis  to  the 
hazards  of  laparotomy.  With  the  periton- 
eoscope a definite  diagnosis  can  be  made 
and  a pneumoperitoneum  produced  as  a 
method  of  treatment.  Ruddock-  has  also 
reported  a peritoneoscopic  accuracy  of 
66.67  per  cent  in  the  diagnosis  of  18  proved 
cases  of  tuberculous  peritonitis.  We  have 
had  the  good  fortune  of  observing  two  of 
four  cases  of  tuberculous  peritonitis,  diag- 
nosed by  this  method,  over  one  year  after 
their  diagnosis  and  therapeutic  pneumo- 
peritoneum. One  had  a mild  exacerbation 
of  the  disease  that  responded  to  rest  in  bed 
and  the  other  was  well  with  no  evidence  of 
disease  and  had  gained  30  pounds  in  weight. 

Benedict^  reports  that  during  a five  year 
period  (1937-1941),  263  patients  with  can- 
cer of  the  stomach  were  explored  surgically 
without  peritoneoscopy  and  30,  or  15  per 
cent,  of  the  patients  were  inoperable  be- 
cause of  liver  metastases.  He  also  reported 
the  performance  of  peritoneoscopy  in  95 
cases  of  carcinoma  of  the  stomach,  the  re- 
sults of  which  showed  20  cases  with  meta- 
static disease,  thus  avoiding  a useless 
laparotomy  in  21  per  cent  of  the  95  cases. 
However,  Beling'^  emphasizes  the  differenti- 
ation of  carcinoma  of  the  stomach  into  ob- 
structive and  non-obstructive  types  for 
peritoneoscopic  purposes.  It  is  obvious  that 
in  the  obstructive  type  peritoneoscopy  is 
contraindicated  because  operation  is  inevi- 
table for  restoration  of  the  continuity  of  the 
gastrointestinal  tract.  Ruddock^  has  de- 
scribed transillumination  of  the  stomach  at 
the  time  of  peritoneoscopy  to  determine  the 
extent  of  involvement  of  the  organ.  Priest- 
ley^ states  that  the  determination  of  opera- 
bility of  gastric  carcinoma  by  means  of 
peritoneoscopy,  based  only  on  the  local  ex- 
tent of  the  primary  disease,  is  definitely 
unwise  but  feels  that  it  may  be  a sound 
procedure  if  based  on  the  presence  of  meta- 
static lesions.  Oaks’’’  also  emphasizes  that 
peritoneoscopy  for  this  purpose  is  a super- 


fluous procedure  in  the  case  of  gastric  car- 
cinoma with  obstruction  because  surgical 
intervention  is  necessary. 

Perhaps  the  most  efficacious  use  of  peri- 
toneoscopy is  in  the  diagnosis  of  diseases 
of  the  liver.  In  a series  of  435  peritoneo- 
scopies at  the  Massachusetts  General  Hos- 
pital the  question  of  liver  disease  arose  in 
331,  or  70  per  cent.®  There  were  proved  by 
peritoneoscopy,  in  this  series,  260  cases  of 
liver  disease  of  which  83  were  non-malig- 
nant  and  177  were  malignant  disease.  There 
were  five  primary  carcinomas  in  the  177 
malignant  cases.  In  71  cases  the  liver  was 
essentially  normal.  Wershub’’  reports  simi- 
lar results  in  a series  of  100  peritoneo- 
scopies, 54  of  which  were  related  to  the 
liver.  Thirty-five  cases  of  cirrhosis  were 
encountered  in  this  group  and  14  cases  of 
secondary  carcinoma  were  diagnosed  by  this 
method.  Five  miscellaneous  diseases  of  the 
liver  were  encountered.  Also  in  Wershub’s® 
series  there  were  four  cases  of  hydrops  of 
the  gallbladder  diagnosed  by  this  method. 
Benedict®  has  reported  the  diagnosis  of  a 
polycystic  liver  by  this  method  of  endo- 
scopy. Ruddock-  has  reported  a peritoneo- 
scopic accuracy  of  87.4  per  cent  in  the  diag- 
nosis of  79  proven  cases  of  malignancy  of 
the  liver.  Benedict®  has  emphasized  the 
proper  preparation  of  patients  with  liver 
disease  before  doing  peritoneoscopy  by  ad- 
ministering vitamin  K and  avoiding  mor- 
phine and  the  barbiturates  as  sedatives, 
substituting  chloral  hydrate  for  this  pur- 
pose. Ruddock®  feels  that  all  patients  with 
a diagnosis  of  suspected  cirrhosis  of  the 
liver  should  be  examined  with  the  periton- 
eoscope for  corroboration. 

With  regard  to  the  use  of  the  method  in 
unexplained  ascites,  the  accuracy  is  related 
to  the  disease  processes  causing  the  condi- 
tion and  they  have  been  referred  to  in  the 
foregoin'g  remarks.  Perhaps  the  most  com- 
mon causes  for  ascites  are:  (1)  cirrhosis; 
(2)  carcinomatosis;  and  (3)  tuberculous 
peritonitis.  Beling®  feels  that  abdom- 
inal paracentesis  is  a useless  procedure 
if  peritoneoscopy  is  contemplated  because 
that  is  accomplished  at  the  same  time  as 
the  examination. 
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Hope^  has  reported  favorably  on  the  use 
of  the  procedure  in  the  diagnosis  of  ectopic 
gestation  and  emphasizes  that  at  times  this 
can  be  one  of  the  most  difficult  diagnoses 
in  the  field  of  gynecology.  Ruddock^  reports 
a peritoneoscopic  accuracy  of  100  per  cent 
in  13  proved  cases  of  ectopic  pregnancy. 
Usually  the  ectopic  gestation  can  be  seen 
but  in  any  case  with  a suitable  history  the 
finding  of  a hemoperitoneum  is  sufficient 
evidence  and  operation  is  performed.  It 
should  be  emphasized  that  peritoneoscopy 
is  not  recommended  as  the  diagnostic 
method  in  the  ordinary  case  but  is  reserved 
for  the  cases  in  which  the  diagnosis  is  dif- 
ficult. Other  pelvic  pathology  such  as 
ovarian  tumors  and  cysts  are  frequently 
diagnosed  by  this  method.  Hamilton''^  has 
used  the  procedure  in  the  diagnosis  of  sal- 
pingitis, appendiceal  peritonitis,  appendi- 
citis, cholecystitis,  and  has  designed  a 
manipulating  rod  and  an  insulated  endo- 
thermy  electrode  for  facilitating  the  exam- 
ination of  the  abdominal  organs  and  divid- 
ing adhesions  respectively.  He  has  also 
reported  the  puncture  of  an  ovarian  cyst 
in  a case  of  severe  menorrhagia  with 
good  results  for  six  months,  the  endome- 
trium changing  from  hyperplasia  to  hypo- 
plasia. Benedict'^  has  reported  the  aspira- 
tion of  a large  benign  ovarian  cyst  in  an 
89  year  old  female  with  alleviation  of 
symptoms.  Five  hundred  and  twenty  cubic 
centimeters  of  fluid  were  obtained.  This 
procedure  was  performed  because  it  was 
thought  that  the  patient’s  general  condition 
would  not  allow  surgery. 

Undiagnosed  abdominal  masses  are  usu- 
ally satisfactorily  elucidated  by  peritoneo- 
scopy except  those  that  are  retroperitoneal 
and  occasionally  they  can  be  diagnosed  if 
they  have  metastasized  to  the  liver  or  struc- 
tures that  can  be  biopsied. 

Beling'’  feels  that  gunshot  or  stab  wounds 
of  the  abdomen  contraindicate  peritoneo- 
scopy but  Hamilton^  has  reported  the  suc- 
cessful management  of  five  cases  with  this 
method.  Hamilton,^  however,  emphasizes 
that  this  method  is  not  applicable  if  the 
patient  is  in  desperate  condition,  if  perfora- 
tion is  obvious,  if  there  is  a perforation  of 


the  diaphragm  (production  of  a pneumo- 
thorax when  air  is  injected  into  the  abdo- 
men), and  if  the  wound  is  posteriorly 
situated.  He  cites  the  figures  of  the  results 
in  114  operations  at  Uouisville  City  Hospi- 
tal, over  a three  year  period,  for  stab  and 
gunshot  wounds  of  the  abdomen  in  which 
24,  or  21  per  cent,  were  found  not  to  pene- 
trate the  peritoneum.  An  analysis  of  these 
24  negative  exploratory  laparotomies  re- 
vealed that  in  all  but  one  the  perforation,  if 
present,  could  have  been  visualized  by 
examination  with  the  peritoneoscope.  The 
presence  of  a hemoperitoneum  or  the  vis- 
ualization of  a peritoneal  laceration  is  defi- 
nite indication  for  exploration.  For  the 
details  of  the  examination  as  described  by 
Hamilton^  the  reader  is  referred  to  his 
article. 

Hamilton^  feels  that  the  findings  at  peri- 
toneoscopy in  cases  of  nonpenetrating  ab- 
dominal trauma  should  be  interpreted  with 
caution,  however,  the  discovery  of  a lacera- 
tion of  the  bowel  or  stomach  constitutes  a 
clear-cut  indication  for  operation  but  the 
failure  to  find  the  injury  to  the  hollow 
viscera  by  no  means  rules  it  out.  He  re- 
ports the  successful  use  of  peritoneoscopy 
in  one  case  with  two  lacerations  of  the  liver 
that  were  repaired  at  operation. 

Hamilton'^  also  has  reported  on  the  suc- 
cessful use  of  the  peritoneoscope  in  dif- 
ferentiating between  bleeding  peptic  ulcer 
and  ruptured  esophageal  varix.  The  finding 
of  a typical  hobnail  cirrhotic  liver  is  indi- 
cative of  bleeding  esophageal  varices.  He 
feels  that  this  procedure  is  less  likely  to 
restart  or  to  aggravate  bleeding  and  is  more 
certain  in  diagnosis  than  the  alternative 
barium  swallow  proposed  by  Schatzki. 

The  contraindications  to  peritoneoscopy 
will  be  given  in  a list  form  as  follows: 

1.  The  acute  abdomen. 

2.  Hemorrhagic  states. 

3.  Advanced  cardiac  and  pulmonary 
disease  because  of  embarrassment  of  cir- 
culation or  respiration,  due  to  the  pneumo- 
peritoneum. 

4.  Extensive  bowel  adhesions. 

The  only  fatality  in  our  series  of  69  cases 
was  related  to  the  contraindication  listed 
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under  number  3 and  will  be  considered 
later. 

The  complications  of  the  procedure  are 
varied  and  the  following  have  been  re- 
ported : 

1.  Perforation  of  the  bowel. 

2.  Subcutaneous  emphysema. 

3.  Bleeding  from  the  site  of  the  biopsy. 

4.  Bile  fistula  from  liver  biopsy  in  ob- 
structive jaundice. 

5.  Pneumothorax  in  a patient  with  a 
penetrated  diaphragm  from  a gunshot 
wound  of  the  abdomen. 

6.  Hernia  through  the  puncture  wound. 

7.  Hematoma  at  the  site  of  the  puncture 
w’OLind. 

Ruddock-  has  reported  eight  cases  of 
puncture  of  the  bowel  in  500  examinations 
and  in  each  instance  the  bowel  was  firmly 
plastered  against  the  parietal  peritoneum. 
Hematoma  at  the  site  of  the  wound  oc- 
curred in  two  of  his  cases  but  herniation 
through  the  scar  of  the  puncture  wound  did 
not  occur  in  his  series  of  cases. 

Benedict®  reported  three  deaths,  in  a 
series  of  435  peritoneoscopies,  that  were 
considered  attributable  to  the  procedure. 
One  death  was  due  to  heart  failure  in  a 
patient  with  multiple  lung  abscesses,  coro- 
nary disease  and  possible  echinococcal  cyst 
of  the  liver  ; the  second  a death  due  in  part 
to  hemorrhage  eight  days  after  liver  biopsy 
in  a case  with  extensive  metastatic  carci- 
noma ; and  the  third  three  weeks  after  per- 
foration of  the  large  bowel  in  a severely 
ill  patient  proved  by  peritoneoscopy  to  have 
advanced  tuberculous  peritonitis. 

For  descriptions  of  the  procedure  and 
the  instrument  the  reader  is  referred  to  the 
articles  listed  under  references.  However, 
it  will  suffice  to  say  that  the  procedure  is 
carried  out  in  the  operating  room  under 
local  anesthesia  after  preparation  of  the 
abdomen  as  for  a laparotomy  and  the  ad- 
ministration of  the  usual  preoperative  seda- 
tion. The  site  of  insertion  of  the  instrument 
is  about  one  and  a half  inches  below  and  to 
the  right  of  the  umbilicus. 

RBSrrr/rs  in  sixty-nine  cases 

In  this  series  of  69  cases  there  were  two 
ectopic  pregnancies  encountered,  one  of 


which  showed  a hemoperitoneum  at  peri- 
toneoscopy and  an  immediate  laparotomy 
showed  a ruptured  tubal  pregnancy  for 
which  a salpingectomy  was  done.  The  other 
case  had  inconclusive  findings  at  peritone- 
oscopy but  was  diagnosed  by  cul-de-sac 
aspiration  with  blood  .being  obtained.  An 
exploratory  laparotomy  and  salpingectomy 
was  performed.  One  case  with  a generalized 
carcinomatosis  was  shown  to  have  meta- 
static carcinoma  of  the  liver  and  a subse- 
quent laparotomy  revealed  a pelvic  mass 
considered  to  be  the  source  of  the  meta- 
stases.  One  case  showed  a pelvic  mass  at 
peritoneoscopy  but  no  biopsy  could  be  taken 
and  a subsequent  laparotomy  revealed  a 
dermoid  of  the  ovary  with  malignant 
changes  in  the  form  of  squamous  carcino- 
ma. One  peritoneoscopy  revealed  a pseu- 
domucinous cystadenoma  of  the  ovary;  no 
biopsy  was  taken,  and  later  a laparotomy 
was  done  with  the  excision  of  the  tumor 
and  x-ray  treatment  later.  A case  of  squa- 
mous carcinoma  of  the  cervix  with  a ques- 
tionable mass  was  examined  and  a mass  in 
the  broad  ligament  was  observed  but  no 
biopsy  taken  because  of  adhesions.  A five 
year  old  white  female  was  examined  and  an 
enlarged  right  ovayy  was  seen,  the  patient 
discharged  to  return  in  six  weeks  for 
laparotomy  but  there  was  no  record  of  the 
return  visit.  One  case  of  adenocarcinoma 
of  the  uterus  with  extension  to  the  vaginal 
wall  was  examined  and  an  ovarian  tumor 
was  seen ; no  biopsy  was  taken  but  the  ab- 
dominal fluid  was  positive  for  tumor  cells. 
One  cystadenocarcinoma  of  the  ovary  was 
diagnosed  by  peritoneoscopy;  no  biopsy 
taken,  being  proved  by  a subsequent 
laparotomy. 

There  were  two  cases  of  a retroperitoneal 
mass  being  diagnosed  by  peritoneoscopy. 
One  later  at  laparotomy  proved  to  be  adeno- 
carcinoma grade  2 of  undetermined  origin, 
and  the  other  at  autopsy  as  being  due  to 
metastatic  carcinoma  from  the  prostate. 
One  case  of  carcinoma  of  the  pancreas  was 
examined  unsuccessfully:  a later  laparo- 
tomy proving  the  diagnosis.  One  patient 
with  pulmonary  tuberculosis  was  examined 
and  a cystic  paravertebral  mass  was  found ; 


502 


Hollis,  Brown — Peritoneoscopy 


no  biopsy  was  taken  and  the  patient  sub- 
sequently was  discharged  without  a diagno- 
sis being  made. 

One  case  with  a mass  in  the  left  upper 
quadrant  was  examined  at  which  time  it 
was  seen  to  be  retroperitoneal  in  the  kidney 
region  and  subsequently  a nephrectomy  of 
the  left  kidney  was  performed  for  hydrone- 
phrosis. One  examination  disclosed  splenic 
adhesions  and  the  patient  was  discharged 
with  the  diagnosis  of  perisplenitis.  One  ex- 
amination disclosed  omental  adhesions  and 
the  patient  was  later  subjected  to  a vaginal 
myomectomy.  One  examination  in  a case  of 
metastatic  umbilical  carcinoma  showed  no 
definite  findings  except  a scarred  area  in  the 
pylorus  of  the  stomach.  One  adenocarci- 
noma of  the  rectum  was  examined  before 
considering  radical  resection  and  metastatic 
disease  of  the  liver  was  found,  thus  elimi- 
nating a useless  radical  procedure;  later 
colostomy  was  done  for  obstructive  symp- 
toms. 

There  were  10  cases  in  which  peritoneo- 
scopy revealed  no  definite  findings  and  no 
biopsies  were  taken.  These  cases  will  be 
tabulated  in  list  form  : 

1.  Unexplained  chronic  abdominal  pain 
with  a negative  physical  examination.  A 
single  uterine  adhesive  'band  was  found, 
thought  not  to  be  clinically  significant. 

2.  Hypertensive  cardiac  disease  with  re- 
current ascites  despite  adequate  digitaliza- 
tion. Clinically  an  ovarian  tumor  was  sus- 
pected but  peritoneoscopy  revealed  no 
pathology. 

3.  Suspected  ascites  but  examination 
revealed  no  findings. 

4.  Carcinoma  of  the  colon,  suspected, 
but  no  findings  by  peritoneoscopy.  Dis- 
charged undiagnosed. 

5.  Normal  pregnancy,  but  a hydatidi- 
form  mole  with  malignant  degeneration 
was  suspected  due  to  an  abnormal  men- 
strual history.  Examination  showed  a nor- 
mal uterine  pregnancy. 

6.  One  case  of  questionable  intra-ab- 
dominal disease  but  examination  showed  no 
findings. 

7.  Bronchogenic  carcinoma  with  wide- 
spread metastases  proved  at  autopsy ; 


question  of  metastatic  abdominal  disease, 
site  of  origin  undetermined  ante  mortem, 
with  positive  aspiration  from  mass  in  right 
flank  showing  malignancy.  Peritoneoscopy 
showed  no  intra-abdominal  disease. 

8.  Hepatomegaly  with  an  undiagnosed 
parotid  gland  tumor.  Peritoneoscopy 
showed  no  intra-abdominal  disease. 

9.  Undiagnosed  febrile  illness  with 
hepatomegaly.  Peritoneoscopy  revealed  no 
findings  but  autopsy  showed  miliary  tuber- 
culosis and  a cavernous  hemangioma  of  the 
liver. 

10.  Threatened  early  abortion  confused 
with  an  ectopic  gestation.  Friedman  test 
positive.  Peritoneoscopy  revealed  no  find- 
ings. 

There  were  34  liver  biopsies  taken  in  this 
series  of  69  cases.  Ten  of  these  were  in- 
conclusive, one  of  which  was  later  diag- 
nosed by  aspiration  biopsy  as  an  angioma 
of  the  liver.  Two  biopsies  were  reported  as 
normal  liver  and  there  were  three  records 
which  had  no  report  of  the  biopsy  on  the 
chart.  Seven  biopsies  were  positive  for 
cirrhosis  of  the  liver.  One  biopsy  was  posi- 
tive for  cirrhosis  of  the  liver  and  serositis 
as  seen  in  Pick's  disease.  One  was  positive 
for  carcinoma  in  a cirrhotic  liver.  Five 
showed  metastatic  carcinoma.  One  each 
showed  hepatitis,  gumma,  primary  carci- 
noma, and  sarcoidosis.  One  biopsy  was  re- 
ported as  metastatic  angiosarcoma  but  later 
at  the  time  of  exploratory  laparotomy  a 
primary  lesion  of  the  stomach  was  removed, 
which  showed  a vascular  leiomyosarcoma 
that  was  interpreted  as  being  the  tumor 
from  which  the  metastases  came.  Exclud- 
ing the  three  biopsies  of  which  no  reports 
were  found,  a positive  histologic  diagnosis 
was  made  in  61.3  per  cent  of  the  cases. 

There  were  nine  biopsies  of  the  peritone- 
um, of  these  one  was  inconclusive.  There 
was  no  report  of  one.  Four  showed  tuber- 
culous peritonitis.  Two  showed  metastatic 
carcinoma  and  one  showed  metastatic  leio- 
myosarcoma. Excluding  the  one  biopsy  of 
which  there  was  no  report  on  the  chart,  a 
positive  diagnosis  was  obtained  in  87.5  per 
cent  of  peritoneal  biopsies. 
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One  biopsy  of  a pedunculated  nodule  in 
the  pelvis  was  reported  as  consistent  with 
leiomyosarcoma.  One  omental  biopsy  was 
inconclusive  and  one  biopsy  of  a pelvic 
sacral  mass  was  reported  as  metastatic  car- 
cinoma. Two  spleen  biopsies  were  reported 
as  showing  fibrosis. 

In  the  total  series  of  biopsies,  excluding 
those  of  which  there  were  no  reports, a posi- 
tive diagnosis  was  obtained  in  63.6  per  cent 
of  the  cases. 

In  reviewing  the  clinical  data  in  these 
69  cases  the  indications  for  these  examina- 
tions were  as  follows: 

1.  Unexplained  ascites. 

2.  Undiagnosed  abdominal  mass. 

3.  Suspected  cirrhosis  of  the  liver. 

4.  Suspected  pelvic  pathology. 

5.  Determination  of  operability  in  gas- 
trointestinal malignancy. 

In  this  series  of  69  cases  there  were  four 
complications  observed,  a total  of  5.8  per 
cent.  Two  of  these  were  of  minor  im- 
portance, being  subcutaneous  emphysema 
which  subsided  spontaneously  in  a few 
days’  time.  One  was  a hematoma  around 
the  site  of  the  abdominal  wound  and  mod- 
erate bleeding  into  the  peritoneal  cavity 
from  the  biopsy  site.  This  patient  had 
metastatic  carcinoma  to  the  liver.  He  died 
several  weeks  later,  his  death  not  being 
attributed  to  this  complication.  One  case 
in  which  death  occurred  two  and  one-half 
days  after  the  examination  due  to  recur- 
rent shock  is  considered  as  a fatality  in 
this  series.  This  patient  had  tuberculosis 
of  the  lung  with  cavitation  and  far  ad- 
vanced cirrhosis  of  the  liver.  Consequently 
the  mortality  rate  of  this  series  is  1.4  per 
cent. 

Only  12,  or  17.4  per  cent,  of  the  69  cases 
were  subsequently  subjected  to  a laparo- 
tomy for  either  diagnostic  or  therapeutic 
purposes.  This  is  not  considered  frequent 
enough  to  detract  from  the  procedure  as 
a primary  method  pf  diagnosis. 

ILLUSTRATIVE  CASES 
CASE  NO.  1 

A 57  year  old  white  male  was  admitted  to  the 
hospital  on  October  12,  1946,  with  the  complaint  of 
pain  in  the  right  lumbar  region  for  three  weeks. 
He  had  a past  history  of  carcinoma  of  the  nose. 


Examination  revealed  a one  centimeter  ulcer  on 
the  right  side  of  the  nose  and  a 5.5  by  '15  centi- 
meter ulcer  encircling  the  right  leg.  The  liver 
was  felt  10  centimeters  below  the  costal  margin. 
A biopsy  of  the  nasal  lesion  showed  basal  cell  car- 
cinoma. At  peritoneoscopy,  the  liver  was  greatly 
enlarged  with  large  nodules  on  the  surface.  A 
biopsy  was  taken  and  reported  as  anaplastic  small 
cell  carcinoma.  He  was  discharged  on  December 
10,  1946. 

CASE  NO.  2 

A 44  year  old  white  male  was  admitted  Febru- 
ary 9,  1945,  with  a pain  in  the  abdomen  for  six 
weeks,  vomiting  at  the  onset  of  the  illness,  and  pro- 
gressive swelling  of  the  abdomen.  There  was  a 
history  of  alcoholism.  Examination  showed  a dis- 
tended abdomen  with  a fluid  wave,  no  organs  being 
palpable.  At  peritoneoscopy,  the  liver  v/as  small 
with  coarse  lobulations.  A biopsy  was  taken  from 
the  liver  and  the  pathologic  report  was  cirrhosis  of 
liver.  He  was  discharged  February  22,  1945. 

CASE  NO.  3 

A 19  year  old  colored  female  was  admitted  De- 
cember 29,  1945,  with  the  chief  complaint  of  an  ab- 
dominal mass  for  one  year,  occasional  vomiting, 
bleeding  gums  and  excessive  menses  for  two  or 
three  weeks.  Examination  showed  a few  nodes  in 
the  neck,  mandibular,  and  inguinal  regions.  The 
liver  was  palpable  four  fingers  below  the  rib  mar- 
gin and  the  spleen  was  not  definitely  felt.  The  blood 
count,  urinalysis,  and  liver  function  tests  were  nor- 
mal. The  Kahn  and  Wassermann  were  four  plus.  A 
peritoneoscopic  examination  and  liver  biopsy  on 
January  16,  1946,  were  inconclusive  except  for  the 
finding  of  a greatly  enlarged  and  coarsely  nodular 
liver.  A repeat  peritoneoscopy  on  January  31,  1946, 
showed  the  same  findings  and  a non-umbilicated 
area  on  tbe  left  side  of  the  interlobar  fissure  was 
biopsied.  The  pathologic  report  was  carcinoma  con- 
sistejit  with  hepatic  origin.  She  was  discharged 
on  February  11,  1946. 

CASE  NO.  4 

A 25  year  old  colored  female  was  admitted  on 
October  3,  1945,  with  the  complaint  of  abdominal 
pain  and  swelling  of  the  abdomen  for  three  weeks, 
associated  with  headache.  Examination  showed  a 
distended  abdomen  with  a fluid  wave  and  shifting 
dullness.  An  EPA  of  the  chest  was  negative.  At 
peritoneoscopy  on  October  11,  1945,  small  ex- 
crescences on  the  peritoneum,  uterus,  tubes,  and  left 
ovary  weie  seen.  The  peritoneum  over  the  uterus 
was  biopsied,  and  the  pathologic  report  was  tuber- 
culosis. She  was  discharged  on  October  16,  1945, 
with  the  diagnosis  of  tuberculous  peritonitis. 

CASE  NO.  5 

A 47  year  old  colored  female  was  admitted  to 
the  hospital  on  February  8,  1947,  with  the  history 
of  a chronic  illness  for  three  years.  She  com- 
plained of  a chronic  cough  with  an  occasional  hem- 
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optysis,  pain  in  the  chest,  75  pounds  of  weight  lost, 
and  intel'mittent  fever  with  an  occasional  chill. 
Within  the  past  few  months  epigastric  pain,  nausea 
and  vomiting  had  occurred  and  reddish  brown 
plaque-like  lesions  had  developed  on  the  face  and 
trunk.  Examination  showed  the  previously  de- 
scribed skin  lesions,  a pterygium  on  the  right  eye, 
cervical  and  inguinal  adenopathy,  enlarged  parotid 
gland,  tubular  breath  sounds  in  the  hilar  regions, 
a liver  palpable  below  the  umbilicus  and  an  ul- 
cerated lesion  on  the  posterior  lip  of  the  cervix.  An 
EPA  showed  hilar  adenopathy  and  infiltration  in 
the  right  lung  field.  The  total  protein  was  9.53 
grams  with  3.5  grams  of  albumin.  The  clinical 
diagnosis  was  Boeck’s  sarcoid.  On  February  13, 
peritoneoscopy  was  done,  at  which  time  the  liver 
was  greatly  enlarged  and  was  covered  with  a gray- 
ish, white  fibrinous  exudate.  The  surface  was 
firm.  The  spleen  was  normal.  Biopsy  of  the  liver 
was  done  and  the  pathologic  report  showed  Boeck’s 
sarcoid.  Subsequent  skin  and  cervical  biopsies 
were  inconclusive  for  Boeck’s  sarcoid.  She  was 
discharged  on  March  7,  1947,  as  generalized  sar- 
coidosis. 

CASE  NO.  G 

A colored  female,  aged  37,  was  admitted  January 
28,  1947,  with  the  complaint  of  a “knot”  in  the 
epigastrium  associated  with  a dull  pain  for  one 
month.  Examination  showed  a nodular  tumor  in 
the  epigastrium  that  moved  with  respiration.  A 
lower  midline  scar  was  present  at  the  site  of  a pre- 
vious operation  for  a hysterectomy.  Pelvic  exami- 
nation showed  a normal  cervix.  The  Wassermann 
was  four  plus.  Peritoneoscopy  on  February  5, 
1947,  showed  the  liver  to  be  enlarged  four  fingers 
below  the  costal  margin  and  three  whitish  nodules 
present,  two  in  the  right  lobe  and  one  in  the  left 
lobe.  The  mass  in  the  left  lobe  was  biopsied  and 
the  pathologic  report  was  consistent  with  gumma. 
She  was  discharged  February  17,  1947,  with  the 
diagnosis  of  gummata  of  liver. 

SUMMARY 

In  conclusion  we  have  presented  a brief 
analysis  of  69  peritoneoscopies  and  have 
referred  briefly  to  the  literature.  From  the 
above  data  it  is  felt  that  peritoneoscopy 
is  a valuable  type  of  endoscopic  examination 
when  the  indications  for  its  use  exist. 
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ACUTE  MASTOIDITIS* 

SECONDARY  TO  FRACTURE  OF  THE 
MASTOID 

CLIFFORD  VEDRENNE,  M.  D. 

AND 

JACK  R.  HAYS,  M.  D. 

New  Orleans 

This  is  a case  of  a simple  fracture  of  the 
mastoid,  which  with  its  disturbed  physiol- 
ogy, breaking  down  of  normal  barriers  to 
the  spread  of  infection,  and  hematoma 
formation  made  an  ideal  environment  for 
the  rapid  spread  of  superimposed  infectious 
process  in  the  mastoid. 

REPORT  OF  .V  C.YSE 

An  11  year  old  colored  male  was  first  seen  on 
Saturday,  March  29,  1947,  complaining  of  severe 
pain  in  the  left  ear.  He  had  been  struck  two 
months  prior  to  that  date  by  a golf  club  over  the 
left  mastoid.  There  was  pain,  swelling,  and  red- 
ness in  this  region  lasting  for  approximately  one 
week  and  then  subsiding.  There  was  no  discharge 
of  any  sort  from  the  ear  at  this  time. 

Three  weeks  before  coming  to  the  hospital  the 
patient  developed  left  otalgia  with  purulent  dis- 
charge while  suffering  a cold  in  the  head.  He  had 
been  treated  by  his  local  physician  with  white  tab- 
lets and  a liquid  medicine.  The  otalgia  and  dis- 
charge had  subsided  in  five  days. 

Two  days  prior  to  admission  pain  again  started 
in  the  left  ear  with  swelling  behind  it  and  fever. 

His  review  of  other  systems,  family  and  social 
histories  were  non-contributory. 

In  his  past  history  there  was  no  suggestion  of 
otological  pathology  prior  to  the  present  illness. 

Upon  arrival  at  the  ward  his  temperature  was 
100.2°  F.  His  pulse  rate  was  120,  and  his  respira- 
tory was  22.  In  general,  he  appeared  to  be  a 
rather  well-developed,  though  somewhat  thin  col- 
ored male  of  about  his  stated  age  of  11  years.  He 
did  not  appear  acutely  ill.  Positive  physical  find- 
ings were  limited  to  the  left  ear  and  mastoid  ex- 
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cept  for  a slight  pharyngeal  infection  and  a left 
precervical  lymphadenopathy.  Examination  of  the 
heart  and  lungs  was  clinically  negative,  and  fundu- 
scopic  examination  revealed  no  vascular  conges- 
tion or  papilledema. 

Hearing  was  somewhat  decreased  in  the  left 
ear.  There  was  angulation  of  the  auricle,  with 
post-auricular  redness,  heat,  and  swelling.  Tender- 
ness was  present  over  the  tip  and  antral  regions, 
though  more  exquisite  over  the  antrum.  Fluctua- 
tion was  also  noted  over  the  region  of  the  antrum. 
There  was  a sagging  of  the  posterior-superior  ex- 
ternal auditory  canal  wall.  The  tympanic  mem- 
brane was  dull,  thickened,  red,  and  bulging,  the 
bulging  being  more  pronounced  in  the  attic  region. 

Roentgenograms  taken  on  admission  consisted 
of  Law  views  of  the  mastoids,  posterior-anterior 
and  left  lateral  views  of  the  skull,  and  an  erect 
posterior-anterior  view  of  the  chest.  With  the  as- 
sistance of  the  two  radiologists  on  duty  that  Sat- 
urday afternoon  these  films  were  examined.  No 
fracture  line  was  identified.  Only  clouding  with 
loss  of  cellular  detail  and  destruction  in  the  left 
mastoid  was  identified.  The  chest  plate  revealed 
no  pathology. 

Hematologic  examination  performed  on  admis- 
sion showed  a red  blood  count  of  3,800,000,  a white 
blood  count  of  9200  with  76  per  cent  polymorpho- 
nuclear leukocytes,  2 per  cent  eosinophiles,  and  22 
per  cent  lymphocytes.  Urinalysis  was  negative. 
Blood  for  Kline  test  taken  on  admission  was  later 
reported  as  negative.  A blood  culture  taken  on 
admission  was  also  later  reported  as  negative. 

On  the  afternoon  of  arrival  at  the  hospital 
(March  29,  1947)  a preoperative  diagnosis  of 
acute  mastoiditis  with  post-auricular  subperiosteal 
abscess  was  made  and  the  patient  scheduled  for  a 
simple  mastoidectomy  that  afternoon.  The  left 
mastoid  region  was  shaved  in  the  customary  man- 
ner, and  the  patient  was  pre-medicated  with  1/400 
grain  of  atropine  sulfate.  Under  vinethene  and 
ether  vapor  general  anesthesia,  the  left  mastoid 
region  was  prepared  with  ether  and  merthiolate 
tincture  and  draped  in  the  usual  manner. 

A myringotomy  was  performed  at  the  site  of 
preference  freeing  sero-sanguinous  exudate.  Cul- 
ture was  sent  to  the  Pathology  Department  which 
was  later  reported  “no  growth.” 

A Beck  type  post-auricular  mastoid  incision  was 
made  down  through  the  periosteum.  A sub-peri- 
osteal abscess  was  entered  freeing  frank  yellow 
pus.  A specimen  of  this  pus  was  sent  also  to  the 
Pathology  Department,  also  later  reported,  “no 
growth.”  A fracture  was  found  extending  through 
the  posterior  bony  canal  wall  above  and  extending 
posteriorly  and  interiorly  downward  across  the  tip 
of  the  mastoid.  A dehiscence  was  present  in  the 
inferior  part  of  the  sieve  area  through  which  puru- 
lent exudate  exuded.  This  defect  was  from  8-10 
mm.  in  diameter.  Some  attempt  at  callus  forma- 
tion was  encountered.  The  remains  of  the  mastoid 


cortex  were  removed  with  a curette,  revealing  a 
necrotic  process  which  had  completely  removed  the 
cellular  structures  of  the  mastoid.  The  remainder 
of  the  zygomatic  cells  together  with  the  perisinus 
cells,  periantral  cells,  and  tip  cells  were  exen- 
terated.  The  sinus  plate  and  tegmen  were  cleaned. 
Antrostomy  was  performed,  and  the  necrotic  con- 
tents of  the  antrum  removed.  The  fracture  was 
found  to  enter  the  antrum  and  to  continue  through 
the  inner  table  between  the  antrum  and  the  sinus 
where  an  epidural  abscess  was  uncapped  exposing 
an  area  of  dura  about  1.5  cm.  in  diameter.  The 
wound  was  cleansed  with  1:1000  aqueous  mer- 
thiolate solution.  A spirally  cut  soft  rubber  tube 
drain  was  placed  in  the  antrum  and  allowed  to  ex- 
tend through  the  dependent  portion  of  the  mas- 
toid incision.  The  incision  was  closed  with  inter- 
rupted No.  2 black  silk  sutures  and  mastoid  dress- 
ing applied.  The  patient  was  returned  to  the  ward 
in  good  condition. 

Postoperative  course  was  relatively  uneventful. 
The  patient  was  afebrile  from  the  second  postoper- 
ative day  on.  No  discharge  was  ever  present  from 
the  external  auditory  canal.  Part  of  the  sutures 
were  removed  on  the  fifth  postoperative  day.  The 
remainder  were  removed  on  the  sixth  postoperative 
day.  The  post-auricular  drain  was  left  out  on  the 
twelfth  postoperative  day.  On  the  seventeenth 
postoperative  day  the  drum  and  post-auricular 
wound  were  both  well  healed.  Audiogram  done 
twenty-five  days  after  surgery  showed  hearing  to 
be  7iormal  and  slightly  better  in  the  left  ear  than  in 
the  right.  There  has  been  no  trouble  with  the  left 
ear  since. 

Postoperatively  2,000,000  units  of  penicillin 
were  given  in  doses  of  20,000  units  every  three 
hours  intramuscularly,  together  with  a total  of  38 
grams  of  sulfadiazine  in  doses  of  1 gram  every 
six  hours.  Alkalinity  was  maintained  with  sodium 
bicarbonate,  and  fluid  balance  was  carefully 
watched.  Nasal  shrinkage  was  elicited  through  the 
aid  of  ephedrine  nose  spray.  Immediately  after 
operation  a transfusion  of  500  c.c.  type  0 whole 
blood  was  administered. 

Postoperative  roentgenograms  were  made  to 
study  the  operative  defect. 

DISCUSSION 

A direct  blow  on  the  mastoid,  such  as 
this  patient  experienced,  of  sufficient  force 
to  cause  a fracture,  may  result  in  either  im- 
mediate or  delayed  complications,  or  both. 
The  immediate  complications  will  depend 
upon  the  extent  and  direction  of  the  frac- 
ture line  and  whether  or  not  important 
structures  are  injured  in  its  path.  The 
thickness  of  the  mastoid  cortex  and  the 
type  of  development  of  the  air  cells,  as  well 
as  the  strength  of  the  force  applied  and  the 
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speed  and  size  of  the  object  causing  the  im- 
pact, will  have  a bearing  on  the  direction 
and  extent  of  the  fracture,  which  will  fol- 
low the  path  of  least  resistance.  A thick 
cortex  will  obviously  offer  more  resistance 
than  a thin  one,  while  a pneumatic  mas- 
toid will  fracture  more  readily  and  more 
extensively  than  a sclerotic  one.  A rifle 
bullet,  traveling  at  high  speed,  will  pene- 
trate the  bone  with  very  little  or  no  shat- 
tering. On  the  other  hand,  a relatively  large 
object,  traveling  at  a slower  speed,  may 
produce  a fracture  line  radiating  in  vari- 
ous directions.  L.  Bathe  Rawling,  cited  by 
Wm.  J.  Mellinger,^  claims  that  it  will,  in 
general,  tend  to  pass  through  the  outer  cor- 
tex, jugular  foramen,  along  the  petro-occip- 
ital  suture,  and  then  through  the  body  of 
the  sphenoid.  It  may  pass  in  other  direc- 
tions, such  as  the  wall  of  the  external  audi- 
tory meatus,  the  mastoid  antrum,  the  mid- 
dle ear,  the  tegmen  tympani,  the  inner  mas- 
toid cortex,  the  sinus  plate,  and  longitudi- 
nally along  the  petrous  pyramid,  passing 
by  or  through  the  bony  labyrinth  and 
cochlea. 

Important  soft  structures  may  be  injured 
along  the  course  of  the  bony  defect.  There 
will  be  local  hemorrhage  into  the  contigu- 
ous structures.  The  membrana  tympani 
may  be  lacerated  or  ruptured,  accompanied 
by  hemorrhage  through  the  external  audi- 
tory meatus.  The  facial  and  auditory 
nerves,  as  well  as  the  vagus  or  glossophar- 
yngeal nerves,  may  be  lacerated  or  infil- 
ti*ated  by  edema  or  hemorrhage.  The  mem- 
branous labyrinth  and  the  organ  of  Corti 
may  be  lacerated  or  may  be  the  seat  of 
hemorrhage,  especially  at  the  first  turn  of 
the  cochlea.  Vascular  structures,  such  as 
the  lateral  sinus,  jugular  bulb,  superior 
petrosal  sinus,  inferior  petrosal  sinus,  or 
the  carotid  artery  may  be  torn  and  cause 
serious  hemorrhage. 

This  patient  was  fortunate  enough  to 
escape  injury  to  important  soft  structures 
and  organs.  However,  he  illustrates  the 
danger  of  delayed  infectious  complications. 
His  fracture  extended  through  the  mastoid 
cells,  both  the  inner  and  the  outer  cortex, 
the  mastoid  antrum,  and  the  posterior  bony 


wall  of  the  external  auditory  meatus.  Thus 
the  pathway  for  infection  to  spread  was 
opened  from  beneath  the  external  peri- 
osteum through  the  air  cells  and  antrum 
to  the  epidural  space.  The  injury  itself, 
plus  the  accompanying  hemorrhage  into  the 
cells,  antrum  and  middle  ear,  resulted  in  an 
area  of  lowered  local  resistance.  Therefore, 
the  stage  being  set,  with  the  advent  of  an 
acute  upper  respiratory  infection  five  or 
six  weeks  later,  it  was  a comparatively  easy 
matter  for  the  infection  to  invade  the  mid- 
dle ear  and  spread  along  the  prepared  area, 
resulting  in  acute  suppurative  otitis  media 
and  mastoiditis,  subperiosteal  abscess  and 
epidural  abscess. 
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DICUMAROL 

THE  USE  OF  DICUMAROL  IN  THE  PREVEN- 
TION AND  TREATMENT  OF 
INTRAVASCULAR  CLOTTING  AND 
EMBOLISM 

SAMUEL  A.  ROMANO,  M.  D.f 
New  Orleans 

The  object  of  this  paper  is  to  discuss  the 
use  of  dicumarol  [3-3'-methylene-bis  (4- 
hydroxycoumarin)  ] in  the  prevention  and 
treatment  of  postoperative  thrombo-em- 
bolism.  Intravascular  clotting  has  always 
been  a serious  problem  both  in  medicine 
and  in  surgery.  In  recent  years  the  in- 
creased number  of  operative  procedures 
performed  on  patients  in  the  older  age 
group  has  made  intravascular  clotting  an 
even  more  serious  problem  to  the  surgeon. 
Many  measures  are  employed  to  reduce  the 
incidence  of  this  complication.  Preoperative 
measures  include  the  correction  of  fluid 
and  electrolyte  balance,  removal  of  foci  of 
infection,  maintenance  or  reestablishment 
of  normal  cardiovascular  function  and  cor- 
rection of  anemia  or  blood  dyscrasias.  Dur- 
ing operation,  prevention  or  correction  of 
circulatory  collapse  and  of  dehydration,  min- 

fFrom  the  Department  of  Surgery,  Louisiana 
State  University  School  of  Medicine. 
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imal  traumatization  of  tissue,  and  the  avoid- 
ance of  chilling  are  important  considera- 
tions. In  the  postoperative  state  early 
ambulation,  maintaining  the  patient  in  a 
Trendelenburg  position  until  he  can  active- 
ly flex  and  extend  the  lower  extremities, 
deep  breathing,  compression  bandages  ap- 
plied to  the  extremities,  active  and  passive 
movements  of  the  lower  extremities,  and 
application  of  heat  to  the  abdomen  are 
measures  used  to  decrease  the  incidence  of 
postoperative  thrombosis.  In  recent  years 
vein  interruption  and  anticoagulants  have 
been  advocated  both  as  preventive  and  as 
therapeutic  measures  for  intravascular  clot- 
ting and  embolism.  The  last  two  measures 
are  the  subjects  of  many  articles  in  the 
current  literature. 

Femoral  vein  ligation  decreases  markedly 
the  incidence  of  postoperative  pulmonary 
embolism.^  In  patients  with  suppurative 
thrombosis,  the  treatment  of  choice  is  liga- 
tion of  the  vein  proximal  to  the  infected 
thrombus.2  However,  anticoagulants  have 
produced  such  excellent  results  both  in  the 
prevention  and  in  the  treatment  of  bland 
thrombosis  and  embolism  that  the  rationale 
of  the  added  operative  procedure  necessary 
for  vein  ligation  is  questioned.^  A compari- 
son of  the  results  obtained  prophylactically 
with  femoral  vein  ligation  and  with  dicuma- 
rol therapy  is  given  in  table  1.  Table  2 is 


TABLE  1 

COMPAIilSOX  OF  PROBHYLACTIC  MEASURES 
.AGAINST  POSTOPER.ATIVE  THROMBOEMBOLISM 


No. 

Venous 

Fatal 

Femoral  Vein 

Cases 

Thrombosis 

Embolism 

Ligation! 

458 

5 (1.1%) 

1 (0.2%) 

DicumaroF 

1,114 

2 (0.2%) 

0 

a comparison  of  the  results  obtained  with 
femoral  vein  interruption  and  dicumarol 
therapy  in  the  treatment  of  postoperative 
thrombosis  and  non-fatal  embolism.  Figures 
quoted  for  vein  interruption  are  taken  from 
the  last  report  of  A.'  W.  Allen  and  his  group 
at  Boston.^  The  figures  given  for  dicumarol 
therapy  are  from  the  last  report  by  E.  V. 
Allen  and  his  associates  at  the  Mayo  Clinic.^ 
Of  the  572  patients  treated  with  dicumarol 
listed  in  table  2,  292  had  non-fatal  embolism 


before  treatment  was  started.  Of  these 
only  3 patients  developed  subsequent 
venous  thrombosis  and  only  1 patient  de- 
veloped subsequently  a fatal  embolism. 


TABLE  2 

RESULTS  OF  TREATMENT  OP  POSTOPERATn'E 
TI-IROMBOSIS  AND  EMBOLISM 


No. 

Subsequent 

Thrombo- 

Subsequent 

Fatal 

Cases 

embolism 

Embolism 

Femoral  vein 
Ligation! 

1,060 

53  (5%) 

5 (0.5%) 

DicumaroF 

572 

11  (1.8%) 

1 (0.2%) 

Comparable  results  using  heparin  as  an 
anticoagulant  are  reported  by  Murray,'* 
Jorpes"^  and  others.  In  a control  series  of 
untreated  non-fatal  embolism,  19  per  cent 
developed  subsequent  fatal  embolism  and 
44  per  cent  subsequent  venous  thrombosis.® 
Dicumarol  and  heparin  are  the  anticoagu- 
lants currently  available  for  clinical  use. 
The  advantages  and  disadvantages  of  the 
two  drugs  are  listed  in  table  3.  A disad- 
vantage of  both  is  that  hemorrhage  may 
result  from  their  use. 


TABLE  3 

ADVANT.VGES  AND  DISADVANTAGES  OF  HEPARIN 
AND  DICUMAROL 

Heparin  Dicumarol 


1.  C a n be  administered 
without  laboratory  con- 
trol. 

2.  Immediate  effect  on  the 
blood. 

3.  Effect  on  blood  lost 
within  an  hour  after 
withdrawal. 

4.  Can  be  given  only  par- 
enterally. 

5.  Is  expensive. 


1.  Administration  must  be 
carefully  controlled  by 
laboratory  tests. 

2.  Effect  delayed  24-48 
hours  or  longer. 

3.  Effect  persists  for  two 
to  ten  days  after  with- 
drawal. 

4.  Can  be  given  only  orally. 

5.  Necessary  dosage  costs 
only  a few  cents  a day. 


MODE  OP  ACTION  OF  HEPARIN  AND  DICUMAROL 

The  exact  mechanism  of  the  anticoagu- 
lant effect  of  heparin  is  not  known.  Accord- 
ing to  Loewe  and  Hirsh^  it  prevents  the 
formation  of  thromboplastin  from  platelets 
and  acts  both  as  an  antiprothrombin  and  as 
an  antithrombin.  The  exact  mechanism  of 
the  action  of  dicumarol  is  unknown  but  its 
effect  on  the  blood  is  a depression  of  the 
prothrombin  concentration. 


CONTRAINDICATIOiNS  TO  THE  USE  OF  DICUMAROL 

The  following  are  considered  contraindi- 
cations to  the  use  of  dicumarol : (1)  Bleed- 


508 


Romano- 


-Dicumarol 


ing  from  any  cause;  (2)  purpura  of  any 
type;  (3)  the  presence  of  renal  insuffi- 
ciency; (4)  the  presence  of  jaundice  if  as- 
sociated with  prothrombin  deficiency;  (5) 
hepatic  cirrhosis  or  hepatic  insufficiency; 

(6)  recent  operations  on  the  brain  or  cord; 

(7)  subacute  bacterial  endocarditis.  Di- 
cumarol must  be  administered  with  caution 
in  the  presence  of  ulcerative  lesions,  of  open 
wounds  or  of  potential  bleeding  surfaces. 
Fever  or  toxemia  enhances  the  action  of 
the  drug. 

ADMINISTU.\TION  OF  DICUMAItOL 

The  purpose  of  dicumarol  therapy  is  to 
depress  the  prothrombin  concentration  to  a 
level  sufficiently  low  to  prevent  intravascu- 
lar clotting  and  at  the  same  time  maintain  a 
level  high  enough  to  prevent  bleeding.  To 
do  this  the  prothrombin  level  should  be 
maintained  between  10  and  30  per  cent  of 
normal.  Because  of  marked  variation  among 
different  patients  in  sensitivity  to  dicuma- 
rol, dosage  is  an  individual  problem  with 
each  patient.  Dicumarol  should  not  be  used 
unless  daily  and  consistently  comparable 
prothrombin  determinations  are  available. 
Without  such  tests  it  is  impossible  to  know 
if  the  prothrombin  concentration  is  de- 
pressed sufficiently  to  prevent  clotting  or 
if  it  is  so  depressed  that  serious  bleeding 
may  occur.  The  total  amount  of  drug  to  be 
administered  in  one  day  should  be  given  in 
one  dose. 

DETERMINATION  OP  THE  PROTHROMBIN  LEVEL 

Quick’s  method  or  one  of  its  modifica- 
tions is  used  for  prothrombin  determina- 
tion. An  understanding  of  the  method 
employed  to  estimate  prothrombin  concen- 
tration and  of  the  interpretation  of  the  test 
is  necessary  for  proper  use  of  dicumarol. 
The  present  day  conception  of  blood  clotting 
may  be  expressed  by  the  simple  formula : 

Prothrombin  4-  thromboplastin  + Ca-^+  thrombin 
Thrombin  + fibrinogen  fibrin. 

In  Quick’s  test®  all  components  necessary 
for  clotting  are  present  in  excess  except 
prothrombin.  The  test  is  performed  as 
follows:  4.5  c.c.  of  blood  is  obtained  by 
venepuncture  and  mixed  with  0.5  c.c.  of 
0.1  molar  sodium  oxalate  solution.  The 
oxalated  blood  is  then  centrifuged  at  low 


speed  for  a few  minutes.  One-tenth  c.c.  of 
plasma  is  added  to  0.1  c.c.  of  thromboplastin 
solution  in  a test  tube  100  x 13  mm.  The 
thromboplastin  can  be  prepared  in  the  lab- 
oratory or  a commercial  preparation  may 
be  used.  The  plasma-thromboplastin  mix- 
ture is  placed  in  a water  bath  at  37.5°  C. 
for  one  minute.  Using  a short  serologic 
pipette  0.1  c.c.  of  0.02  molar  calcium  chlo- 
ride solution  is  forcibly  blown  into  the 
plasma-thromboplastin  mixture.  The  tube 
is  rocked  from  side  to  side.  The  time  re- 
quired for  the  formation  of  a clot  after  the 
addition  of  the  calcium  chloride  solution  is 
the  prothrombin  time  or  the  clotting  time. 
A stop-watch  is  used  to  determine  the  num- 
ber of  seconds  required  for  clotting.  This 
test  is  repeated  on  serial  dilutions  of  normal 
plasma  with  isotonic  saline  solution  and  the 
clotting  times  recorded  on  a graph.  Figure 
1 is  a typical  curve  obtained  with  serial 


PERCENTAGE  PROTHROMBIN  CONCENTRATION 


FIG.  1 

dilutions  of  normal  plasma.  The  curve 
varies  with  the  activity  of  the  thromboplas- 
tin solution.  Each  new  batch  of  thrombo- 
plastin must  be  standardized.  Because 
thromboplastin  solutions  are  unstable  their 
activity  should  be  frequently  rechecked. 

When  the  clotting  time  for  an  unknown 
plasma  is  obtained,  the  percentage  of  nor- 
mal concentration  of  prothrombin  can  be 
determined  by  referring  to  the  standardiza- 
tion curve.  Brothrombin  should  be  reported 
in  per  cent  of  normal  concentration  and 
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not  in  seconds.  Figure  2 contains  curves 
obtained  with  three  different  thromboplas- 
tin preparations.  Reference  to  figure  2 re- 
veals why  it  is  dangerous  and  confusing  to 
report  prothrombin  in  seconds  rather  than 
in  per  cent  of  normal  concentration.  Forty 
seconds  in  Laboratory  A represents  9 per 
cent  normal  concentration,  in  laboratory 
B,30  per  cent  normal  concentration,  and 
in  laboratory  C,18  per  cent  normal  pro- 
thrombin concentration. 


PROTHROMBIN  ACTIVITY  OR  CONCENTRATION  IN 
PERCENT  (DETERMINED  BY  TE5T5  ON  SERIAL 
DILUTION  OF  NORMAL  PLAS>MA) 

FIG.  Z. 

Bleeding  occurs  with  prothrombin  con- 
centrations of  10  per  cent  or  lower.®  Be- 
tween the  levels  of  10  and  30  per  cent  of 
normal,  intravascular  clotting  is  unlikely 
to  occur.®  In  dicumarol  therapy  the  pro- 
thrombin level  should  be  maintained  near 
20  per  cent  of  normal. 

Modifications  of  Quick’s  original  test 
such  as  the  Magath  and  the  Link^^  modi- 
fications are  quite  satisfactory  as  a guide 
in  dicumarol  therapy.  Smith’s  bedside 
modification^-  is  not  suitable.  Russel’s  viper 
venom  (stypven)  has  been  used  as  a sub- 
stitute for  tissue  thromboplastin  in  pro- 
thrombin determinations,^®’  It  offers  an 
advantage  over  thromboplastin  from  tissue 
extracts  in  that  it  is  much  more  stable  and 
with  its  use  it  is  easier  to  determine  the 
end-point  in  the  weaker  concentrations  of 
prothrombin. 


THE  DOS.\GE  OF  DICHii.'iKOL 

For  prophylaxis  against  thrombo-embo- 
lism  dicumarol  is  started  on  the  second  post- 
operative day.  Each  day  before  dicumarol 
is  administered,  a prothrombin  determina- 
tion must  be  done.  The  following  routine 
is  recommended 300  mgm.  of  dicumarol 
is  administered  the  first  day;  200  mgm. 
dicumarol  on  the  second  day;  200  mgm.  of 
dicumarol  are  administered  each  succeeding 
day  that  the  prothrombin  concenration  is 
greater  than  20  per  cent.  If  prothrombin 
concentration  is  less  than  20  per  cent  of 
normal,  no  dicumarol  is  given  that  day. 
If  the  prothrombin  concentration  is  less 
than  20  per  cent,  but  the  level  is  rapidly 
rising,  dicumarol  may  be  administered;  if 
the  level  has  been  rapidly  falling  even 
though  the  level  is  a little  above  20  per  cent 
dicumarol  should  be  omitted  that  day.  Fig- 
ure 3 illustrates  a typical  prothrombin  re- 
sponse to  dicumarol  and  the  method  of 
adjusting  the  dosage. 


FIG.  3. 

Prothrombin  depression  should  be  con- 
tinued two  to  seven  days  after  the  patient 
is  ambulatory.  When  prothrombin  con- 
centration returns  to  normal,  there  is  no 
further  protection  against  thrombosis.  Pre- 
vious administration  of  dicumarol  has  no 
effect  on  subsequent  use  of  the  drug.  Pa- 
tients have  been  carried  with  prothrombin 
levels  between  10  and  30  per  cent  for  as 
long  as  three  months  without  any  untoward 
effects.® 
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XllK  SIMULTANEOUS  USE  OF  DICUMAIK  )I,  ANU 
HEFAKIN 

Because  the  effect  of  dicumarol  after  oral 
administration  is  delayed  twenty-four  to 
forty-eight  hours  or  longer,  heparin  is  given 
simultaneously  with  dicumarol  when  a 
rapid  anticoagulant  effect  is  desired.  As 
soon  as  dicumarol  depresses  the  prothrom- 
bin concentration  sufficiently,  heparin  may 
be  discontinued.  When  using  both  anticoag- 
ulants, blood  samples  for  prothrombin  de- 
terminations should  be  drawn  two  or  three 
hours  after  the  last  dose  of  heparin  to  avoid 
the  effect  of  heparin  itself  upon  the  clotting. 

BLEEDING  AS  THE  RESTiLT  OF  DICUMAROL 
THERAPY 

In  1000  cases  in  which  dicumarol 
was  used.  Barker®  reports  an  incidence 
of  4 per  cent  of  mild  bleeding  (mild 
epistaxis,  microscopic  hematuria,  slight  ooz- 
ing from  the  wound),  and  a 2.5  per  cent 
incidence  of  major  bleeding  (usually  bleed- 
ing from  the  wound).  All  cases  of  major 
bleeding  occurred  in  patients  with  a pro- 
thrombin concentration  under  10  per  cent 
of  normal. 

CONTROL  OF  BLEEDING  DUE  TO  DICUMAROL 
THERAPY 

If  bleeding  develops  during  the  course  of 
dicumarol  therapy,  repeated  fresh  blood 
transfusions  and  the  intravenous  adminis- 
tration of  64  milligrams  of  vitamin  K 
should  promptly  control  it.  Stored  blood 
rapidly  loses  its  prothrombin  concentration 
and  is  not  suitable  for  use  in  this  emer- 
gency. If  an  urgent  operation  is  indicated 
in  a patient  receiving  dicumarol  the  drug 
is  stopped,  large  doses  of  vitamin  K intra- 
venously and  fresh  blood  transfusions  are 
given  repeatedly  until  the  prothrombin  con- 
centration reaches  a safe  level  of  30  per  cent 
or  above. 

OTHER  INDICATIONS  FOR  THE  USE  OF  DICUMAROL 

In  addition  to  its  use  in  postoperative 
thrombo-embolism,  anticoagulant  therapy 
has  other  uses  in  the  field  of  surgery.  It  is 
useful  after  blood  vessel  anastomosis,  after 
traumatic  injury  to  vessels,  and  in  sudden 
arterial  occlusions.  Its  usefulness  in  chronic 
occlusive  arterial  disease  has  not  been  fully 
evaluated.  In  summary,  when  intravascular 


clotting  or  embolism  is  a potential  danger 
or  has  actually  developed,  anticoagulant 
therapy  is  indicated. 

REFERENCES 

1.  Allen,  Arthur  W.  : Interru[)tion  of  the  deep  veins  of 
the  lower  extremities  in  the  prevention  and  treatment  of 
thrombosis  and  emholism.  Surg..  Gyiiec.,  & Obst.,  84  ;olb, 
1947. 

2.  Ochsner,  Alton  : Intravenous  clotting,  Surgery, 

17  :240,  1945. 

3.  Allen,  Edgar  V.  ; The  clinical  use  of  anticoagulants  : 
report  of  treatment  with  dicumarol  in  1,686  postoperative 
cases,  .1.  A.  M.  A.,  134:323,  1047. 

4.  Murray,  Gordon  : .Anticoagulants  in  venous  thrombosis 
and  the  prevention  of  pulmonary  embolism,  Surg.,  Gynec., 
& Obst.,  84  :604,  1947. 

5.  .Torpes,  J.  Erik  : Antocoagulant  therapy  in  thrombosis, 
Surg.,  Gynec.,  & Obst.,  84  :677,  1947. 

6.  Barker,  Nelson  \V.,  Cromer,  Horace  E„  Hum,  Mar- 
garet, and  Waugh,  John  M.  : The  use  of  dicumarol  in  the 
prevention  of  postoperative  thrombosis  and  embolism  with 
special  reference  to  dosage  and  safe  administration.  Sur- 
gery, 17  :207,  194.5. 

7.  I.oewe,  I.eo,  and  Hirsch.  Edward  : Heparin  in  the 
treatment  of  thromboembolic  disease,  J.  A.  M.  A.,  133:1263, 
1947. 

8.  Quick,  Armand  J.  : Tbe  nature  of  the  bleeding  in 
jaundice,  J.  A.  M.  A.,  110:1658,  1938. 

9.  Hum,  Margaret,  and  Barker,  Nelson:  The  determina- 
tion of  prothrombin  time  following  the  administration  of 
dicumarol,  3,  3'  methylenebis  (4-hydroxycoumarin) , with 
special  reference  to  thromboplastin,  J.  Lab.  & Clin.  Med., 
30  :432.  1945. 

10.  Magath.  T.  B.  : Technic  of  prothrombin  time  de- 
termination, Am.  J.  Clin.  Path.  (Tech.  Sup.),  3:187,  1939. 

11.  Campbell,  Harold  A.,  Smith,  William  K.,  Roberts. 
Willard  L.,  and  lank,  Karl  Paul  : Studies  on  the  hemor- 
rhagic sweet  clover  disease:  II.  The  bioassay  of  hemor- 
rhiigic  concentrates  l>y  following  the  prothrombin  level  in 
the  plasma  of  rabbit  blood,  J.  Biol.  Chem.,  138  :1,  1941. 

12.  Smith,  H.  P.,  Ziffren,  S.  E.,  Owen,  C.  A.,  and  Hoff- 
man, G.  R.  : Clinical  and  experimental  studies  on  vitamin 
K,  .1.  A.  M.  A„  113  :380.  1939. 

13.  Fullerton.  Harold  W.  : Estimation  of  prothrombin. 
Lancet,  2 :195,  1940. 

14.  Anderson,  George  W.  : Personal  communication. 

O 

THE  Rh  FACTOR  IN  CLINICAL  OB- 
STETRICS AND  GYNECOLOGY* 

J.  W.  DAVENPORT,  JR„  M.  D.f 

New  Orleans 

At  the  grave  risk  of  being  accused  of  mak- 
ing a deliberate  understatement  (which, 
of  course,  it  is)  I submit  that  Rh  terminolo- 
gies and  genetic  theories  continue  in  a state 
of  delightful  uproar  hardly  calculated  to 
soothe  the  professional  ears  of  busy  clin- 
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icians  or  amuse  them  with  various  cabalis- 
tic symbols  which  jump  around  like  fleas 
on  a hot  stove  and  at  times  make  about  as 
much  sense. 

If  it  please  you,  then,  we  shall  try  to 
ignore  such  distractions  and  consider  Rh 
facts  which  are  reasonably  well  established 
and  of  interest  in  relation  to  the  cause  and 
prevention  of  disease. 

We  can  begin  by  glancing  over  the  more 
familiar  Rh  landmarks,  pausing  here  and 
there  to  meditate  on  the  cussedness  of  na- 
ture in  general  and  Rh  in  particular  (for, 
indeed,  until  monkeys  took  to  associating 
Avith  people,  blood  banking  was  a pleasant 
career  in  nowise  like  the  mad  rushing  about 
nowadays  trying  to  get  enough  Rh — blood 
to  go  around !)  : 

1.  Relationship  of  Rh  Factor  to  an  ag- 
glutinogen present  in  Rhesus  monkey  ery- 
throcytes.^ 

2.  Independent  status  of  Rh  relative  to 
A.  B,  M,  N,  and  other  factors.^’ 

3.  General  incidence  in  white  race : 85 
per  cent  Rh-[-.^ 

4.  High  antigenicity  in  man.® 

5.  Absence  of  naturally  occurring  Rh 
antibodies  in  the  blood.® 

6.  Relationship  to  hemolytic  transfusion 
reactions.® 

7.  Relationship  to  hemolytic  disease  of 
the  newborn  (erythroblastosis  fetalis,  icter- 
us gravis  neonatorum,  hydrops  fetalis.)® 

8.  Secretion  of  Rh  antibodies  in  breast 
milk  of  isoimmunized  mothers.^ 

9.  Rh  antigen  demonstrable  in  certain 
organs  and  body  fluids  of  some  Rh+  people 
as  well  as  in  their  erythrocytes.®-  ® 

10.  Rh  actually  a complex  or  mosaic  of 
closely  related  agglutinogens.’^ 

11.  The  definite  reciprocal  relationship 
between  the  Rh  Complex  and  the  Hr  Factor 
of  Levine.^ 

Now  let  us  consider  the  basic  require- 
ments for  Rh  isoimmunization.  First,  there 
must  be  a mechanism  for  antigenic  trans- 
fer. This  may  take  place  by  pregnancy 
and/or  blood  transfusion.  Secondly,  the 
donor  (fetal)  erythrocytes  must  possess  an 
antigen  absent  from  the  red  cells  of  the  re- 
cipient (mother). 


The  rapidity  and  intensity  of  the  re- 
sponse is  controlled  by  individual  antibody 
production,  a widely  variant  property. 
About  50  per  cent  of  all  Rh — people  are 
capable  of  sensitization  if  adequately  ex- 
posed.^® 

Rh  SUBFACTORS 

The  Rh  Complex  is  comprised  of  three 
major  subfactors,  named  in  Wiener’s  pres- 
ent terminology  Rh,,,  Rh'  and  Rh".®  These 
were  identified  by  means  of  antisera  of  dif- 
ferent specificities  discovered  in  the  bloods 
of  various  sensitized  individuals,  chiefly 
the  mothers  of  erythroblastotic  infants.  The 
three  antisera  take  their  names  from  their 
specific  antigens,®  as  shown  in  table  1. 

TABLE  1 

Rh  agglutinogens  Eh„  Rh'  Rh" 

Antibodies  produced  anti-Rh^  anti-Rh'  anti-Rh" 

Percent  + reactions  (white)  85  70  30  ■ 

Percent — reactions  (white)  15  30  70 

Even  as  one  may  possess  either  the  A or 
B factor  or  both  of  them,  so  do  the  Rh 
agglutinogens  exist  singly  or  in  combina- 
tion in  the  red  cells  of  any  given  person. 
The  absence  of  any  one  or  more  of  these 
agglutinogens  from  the  blood  cells  of  an 
individual  fulfills  a basic  requirement  for 
isoimmunization. 

The  three  most  frequent  combinations  of 
Rh  agglutinogens  in  the  white  race  are  as 
follows:® 

Per  Cent 


Rho  and  Rh'  55 

Rho  and  Rh"  15 

Rho,  Rh'  and  Rh"  15 

The  rare  combinations  are: 

Rho  alone  2 

Rh'  alone 1 

Rh"  alone 0.5 

Rh'  and  Rh"  0.01 


Bersons  lacking  all  three  of  the  agglu- 
tinogens are  “true”  Rh  Negatives  and 
comprise  about  13  per  cent  of  the  white 
population.® 

It  is  fortunate  that  the  anti-Rho  (85  per 
cent)  serum  is  the  most  frequently  en- 
countered. As  Levine^  states,  this  serum 
alone  serves  as  a diagnostic  reagent  in  92 
per  cent  of  all  cases  of  erythroblastosis, 
showing  the  father  and  affected  infant  to 
be  Rh  -f  and  the  mother  Rh  — . Similarly 
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it  serves  in  diagnosing  the  Rh  status  in 
hemolytic  transfusion  reactions. 

For  practical  purposes  any  patient  whose 
blood  fails  to  be  agglutinated  by  anti-Rho 
should  be  considered  as  “clinically”  Rh  — 
and  so  treated  if  in  need  of  transfusion. 
Actually  such  person  may  belong  to  one  of 
the  rare  subtypes  such  as  Rh'  or  Rh”.  The 
important  thing  is  to  avoid  administering 
blood  containing  an  Rh  factor  absent  from 
the  blood  of  the  recipient. 

Rarely  found  alone,  Rh'  and  Rh”  anti- 
bodies occasionally  appear  with  anti-Rh^  in 
the  blood  of  a sensitized  Rh — individual. 
A serum  with  anti-Rho  anti-Rh'  has  a 
specificity  of  87  per  cent,  while  anti-Rho 
with  anti-Rh”  gives  about  85.5  per  cent 
positive  reactions. 

Rh  ANTIBODIES 

At  present  it  is  possible  to  identify  two 
varieties  or  types  of  Rh  antibody: 

1.  Simple  immune  antibodies  (saline  ag- 
glutinins) 

a.  Appear  in  early  Rh  sensitization. 

b.  Agglutinate  Rh-b  cells  in  saline 
(and  other  watery  media®) 

c.  Are  heat  labile. 

d.  Tend  to  disappear  from  circulation 
in  three  months  to  two  years. 

2.  Hyperimmune  antibodies  (*) 

a.  Result  from  more  prolonged  isoim- 
munization. 

b.  Combine  with  (block)  Rh-|-  cells  in 
aqueous  media  without  visible  ag- 
glutination. 

c.  Are  heat  stable. 

d.  Visibly  agglutinate  Rh-h  cells  sus- 
pended in  protein  medium  (plasma, 
serum  albumin.) 

e.  Persist  much  longer  than  immune 
antibodies  and  usually  replace  them 
completely  after  a lapse  of  time  fol- 
lowing repeated  exposures. 

* (Synonyms:  Blocking,’''  incomplete,”  coating,’’ 
albumin’2  antibody;  conglutinin,  glutinin.”’) 

Rh  AND  Hr 

By  means  of  the  original  anti-Rhesus  or 
human  anti-Rho  sera,  white  individuals 
were  simply  divided  into  Rh-j-  and  Rh — . 


Wiener’s  original  genetic  theory  held  that 
the  gene  determining  Rh-(-  was  dominant 
over  a gene  determining  Rh — or  absence 
of  Rh“.  Such  is  not  the  case,  for  while  there 
is  an  absence  of  Rh  agglutinogen  in  Rh — 
cells  there  is  actually  another,  reciprocally 
related  agglutinogen  present. 

This  factor  was  first  reported  by  Levine 
in  1942  following  investigation  of  erythro- 
blastosis in  the  infant  of  an  Rh-i-  mother. 
In  this  and  subsequent  similar  cases  studied 
by  Levine,'  Race^^  and  others  the  serologic 
picture  was  like  this : 


Father  Rh-f-  or  Rh — 

Mother  Rh-f 

Baby  Rh-(- 


Maternal  sera  showed  atypical  antibodies-- 
against  all  Rh — bloods  and  various  num- 
bers of  Rh-j-  bloods. 

Since  this  newly  discovered  factor  bore 
a striking  reciprocal  relationship  with  Rh, 
Levine  named  it  Hr.  It  seems  quite  definite 
now  that  Hr  is  also  a complex  agglutinogen 
and  that  there  is  a reciprocal  Hr  subfactor- 
for  each  Rh  subfactor.  Factors  Hr^,  Hr', 
and  Hr”  have  been  encountered.'^’ 

Like  their  Rh  counterparts.  Hr  antibodies 
occur  in  both  immune  and  hyperimmune 
forms.  If  one  will  think  of  Rh  and  Hr  as 
single  agglutinogens  their  relationship  is 
clarified  when  its  analogy  to  the  M-N  rela- 
tionship, as  first  visualized  by  Levine,'^  is 
outlined  as  in  table  2. 


TABLE  2 

REACTION  WITH  A.NTJSEKA 


Type 

Anti-M 

Anti-N 

(Geno- 

type) 

M+  (N— ) 

+ 

0 

(MM) 

(M— ) N+ 

0 

+ 

(NN) 

M+  N+ 

+ 

+ 

(MN) 

REACTION  WITH 

ANTISERA 

Type 

Anti-Rh 

Ant] -Hr 

(Genotype) 

Rh-H  (Hr—) 

+ 

0 

(RhRh) 

(Rh— ) Hr-f 

0 

-b 

(HrHr) 

Rh-b  Hr-b 

+ 

-t- 

(RhHr) 

(Co-equal  mendelian  dominants.  No  lecessivism.) 
ABSTRACTS  OE  ILLUSTRATIVE  CASE.s 

CASE  No.  1 

Mrs.  D.  D.,  white,  26  years,  para  2,  grav  2.  No  • 
prior  history  of  transfusion. 

1942 — Normal  pregnancy  and  delivery.  Child  living 
and  well. 
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1945 — (October) — Hydropic  female  infant,  expired 
two  minutes  after  normal  delivery.  Preg- 
nancy had  been  uneventful. 


SEROLOGIC  STUDY 


o 

S3 

3 

P3 

3 

3 

3 

3 

o 

d 

7 

?■ 

1 

s 

w 

3; 

3, 

Father 

0 

4- 

-f 

0 

(RhRh) 

1st  Child 

0 

-h 

+ 

+ 

(RhHr) 

2nd  Child 

0 

-r 

+ 

+ 

(RhHr) 

Mother 

0 

0 

0 

-f 

(HrHr) 

Maternal  serum;  Rh  agglutinins  1:64.  Two  days 
following  delivery  mother  uneventfully  received 
500  cc.  Group  O,  Rh — blood. 

CASE  No.  2 

Mrs.  M.  D.,  white,  30  years,  para  3,  grav  3.  Two 
transfusions  group  compatible  Rh — blood  in  No- 
vember 1945. 

1941 —  Normal  pregnancy  and  delivery  female  in- 
fant. Living  and  well. 

1942 —  Normal  pregnancy  and  delivery  male  infant. 
Living  and  well. 

1946 — Normal  pregnancy  and  delivery  female  in- 
fant. Living  and  well. 


SEROLOGIC  STUDY 

anti-Rhn  anti-Rh'  anti-Rh"  anti-Hr’ 


F ather 

0 

F 

F 

F 

F 

1st  Child 

0 

F 

F 

2nd  Child 

0 

F 

F 

3rd  Child 

0 

F 

F 

0 

F 

Mother 

0 

0 

0 

0 

F 

Maternal  serum;  No  evidence  Rh  antibodies  on  re- 
peated tests  during  and  after  pregnancy. 

DISCUSSION 

Case  1 is  typical  of  Rh  sensitization  due 
to  pregnancy.  Since  the  husband  is  hom- 
ozygous (RhRh)  the  prognosis  for  future 
pregnancies  is  very  poor. 

The  second  case  was  included  for  com- 
parison with  the  first,  to  illustrate  indi- 
vidual variation  in  antibody  response.  The 
first  patient  became  so  highly  sensitized 
that  she  lost  her  second  baby  as  a result, 
while  the  second  patient  had  three  normal 
Rh-t-  babies  and  showed  no  evidence  of  Rh 
antibodies  in  her  blood. 

CASE  No.  3 

Mrs.  L.  E.,  white,  36  years,  para  0,  grav  1. 
1945 — Transfusion  group  compatible  blood.  No  re- 
action. Rh  unclassified. 

1947 — Induced  labor  11  days  following  E.D.C.  De- 
livered of  macerated,  stillborn  fetus  which 
had  expired  some  six  weeks  earlier. 


SEROLOGIC  STUDY 

anti-Rha  anti-Rh' 

Husband  B -f  + Rh-(- 

Donor  (1945)  A + -h  Rh-f- 

Patient  AO  0 Rh — 

Patient's  serum : 

Five  months  prior  to  E.D.C. — 

Rh  hyperimmune  antibody  -(--t- 
Six  days  after  delivery — ■ 

Rh  hyperimmune  antibody  +-1--1--1- 

DISCUSSION 

Here  is  what  may  result  from  disregard- 
ing the  Rh  type  of  a female  patient  in  trans- 
fusion therapy.  If  this  woman  had  been 
Rh  typed  and  given  Rh — blood  there  is  lit- 
tle doubt  that  her  baby  would  have  been  un- 
affected. This  case,  like  numerous  others 
previously  reported, emphasizes 
the  need  for  routinely  Rh  typing  all  female 
patients  who  are  to  receive  transfusion. 

CASE  No.  4 

Mrs.  J.,  26  years,  white,  para  3,  grav  3. 

1938 — Normal  pregnancy  and  delivery.  Female  in- 
fant, living  and  well. 

1940 — Same. 

1942 — Transfusion  500  c.c.  group  compatible  blood. 
No  reaction. 

1946 — Normal  pregnancy  and  delivery;  female  in- 
fant. Amniotic  fluid  and  vernix  dark  yellow. 
Baby  jaundiced  in  first  24  hours.  Anemia. 
Recovered  with  transfusions  of  Rh — blood. 


SEROLOGIC  STUDY 
anti-Rho  anti-Rh' 


Father 

0 

F 

F 

RhF  (RhHr) 

1st  Child 

A 

0 

0 

Rh—  (HrHr) 

2nd  Child 

0 

F 

F 

RhF  (RhHr) 

3rd  Child 

A 

F 

F 

RhF  (RhHr) 

Donor 

A 

F 

F 

RhF 

Mother 

A 

0 

0 

Rh—  (HrHr) 

Maternal 

Serum : 

Rh 

agglutinins 

F.  Rh  hyperim- 

mune  antibody 

DISCUSSION 

Here  is  an  Rh  sensitization  due  to  trans- 
fusion and  pregnancy  combined.  The  father 
is  heterozygous  (since  one  of  the  children 
is  Rh — ) , and  prognosis  for  future  preg- 
nancies thereby  somewhat  improved.  Again 
our  attention  is  called  to  the  potential  dan- 
gers of  ignoring  the  Rh  types  of  female 
transfusion  recipients. 

CASE  No.  5 

Mrs.  B.  T.,  33  years,  white,  para  2,  grav  2. 
Pregnancies  and  deliveries  had  been  normal.  Both 
children  living  and  well.  Hospitalized  May  1945 
for  cholecystectomy.  Reported  Group  A Rh-h  by 
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externe.  Received  500  c.c.  apparently  compat- 
ible A Rhd-  blood  during  operation.  Shortly 
thereafter  exhibited  a temperature  of  101°  and 
pulse  rate  of  160.  Marked  jaundice  appeared  on 
second  postoperative  day.  Palpebral  edema.  Urin- 
ary suppression  was  evident  early,  output  being 
only  70  c.c.  in  first  24  hours.  Urine  dark  red  due 
to  hemoglobin  pigment.  Urinary  output  gradually 
increased  and  patient  recovered. 

SEROLOGIC  STUDY 
anti-Rh„  anti-Rh'  anti-Rh" 

Husband  -p  + -f  (Rh<,' ") 

Patient  0 0 0 Rh — (HrHr) 

Patient’s  serum  on  third  postoperative  day: 

Rho  agglutinins:  1:64  -f- 

Rh"  agglutinins:  +4- 

( Children  not  available  for  testing.) 

DISCUSSION 

Several  interesting  things  are  apparent 
in  this  case.  First  is  the  necessity  for 
accurate  Rh  typing.  Secondly,  we  perceive 
that  ordinary  cross-matching  procedures 
may  fail  to  detect  Rh  antibodies.  Presum- 
ably one  (or  both)  of  the  children  is  Rh-j- 
and  caused  the  primary  sensitization.  Here, 
also,  we  see  an  example  of  two  different 
specificities  of  Rh  antibody  present  in  the 
same  serum. 

CASE  No.  6 

M.  Y.,  31  years,  white,  para  3,  grav  3. 

1937 — Normal  pregnancy  and  delivery,  male  in- 
fant. Living  and  well. 

1942 — Same.  Due  to  excessive  blood  loss  at  deliv- 
ery mother  was  given  a series  of  five  trans- 
fusions over  a period  of  several  days.  The 
first  was  from  the  husband  and  there  was 
no  untoward  reaction.  Patient  experienced 
chills  and  fever  during  third  transfusion. 
Two  subsequent  transfusions  were  I’eceived 
uneventfully. 

1945 — Normal  pregnancy  and  delivery  of  male  in- 
fant. Baby  exhibited  mild  anemia  and  ery- 
throblastemia  on  second  day,  but  recovered 
without  transfusion. 

SEROLOGIC  STUDY 


anti-Rho  anti-Rh'  anti-Rh" 


Father 

0 N 

+ 

4- 

0 

Rho' 

Baby 

0 N 

+ 

4- 

0 

Rho'(RhHr) 

Mother 

0 N 

0 

4- 

0 

(Type  Rh') 
Rh— 

Maternal  Serum:  Rh,.  agglutinins  1:16.  (First 

two  children  not  available  for  testing.) 


DISCUSSION 

As  mentioned  earlier  92  per  cent  of  all 
cases  of  erythroblastosis  are  due  to  the  Rh 
Factor  as  defined  by  the  anti-Rho  (85  per 


cent  serum.)  Of  the  other  8 per  cent  Rh 
subtype  sensitizations  account  for  a small 
number.  Case  number  6 is  in  point.  Al- 
though the  mother  possessed  the  factor  Rh', 
as  did  the  father  and  baby,  she  lacked  the 
Rho  component  and  hence  could  be  sensi- 
tized to  it. 

Other  rare  sensitizations  are  due  to  the 
A or  B factors  and  to  the  Hr  factor  and  the 
concluding  cases  are  examples. 

CASE  No.  7 

Quadroon,  26  years,  para  2,  grav  2.  No  history 
of  transfusion. 

Feb.  1945 — Normal  pregnancy  and  delivery.  Infant 
expired  on  7th  day,  cause  unknown  to 
patient. 

Mar.  1946  Normal  pregnancy  and  delivery.  The 
baby  showed  deep  jaundice,  erythro- 
blastotic  anemia,  enlarged  spleen  on 
third  day.  Several  transfusions  of 
group  compatible  Rh-fblood  were  giv- 
en. Infant  expired  on  eighth  day. 

SEROLOGIC  STUDY 
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M-N  anti- 

bodies.  Anti-A  titer  1:128  (normal),  anti-B  titer 
1:2048.  No  evidence  B substance  in  serum  of 
baby.  Presumably  a “non-secretor.” 

CASE  No.  S 

I.  L.  G.,  quadroon,  26  years,  para  4,  grav  4. 
1938 — Received  “several  transfusions"  while  hos- 
pitalized for  surgical  treatment  of  Paget’s 
disease  of  the  breast.  Recalls  no  untoward 
reaction. 

1941 — Normal  pregnancy  and  delivery,  female. 

Living  and  well. 

1943 — Same. 

1945 —  Same. 

1946 —  Normal  pregnancy  and  delivery,  female.  In- 
tense icterus  and  erythroblastotic  anemia 
early  in  neonatal  life.  Full  recovery  follow- 
ing several  transfusions  of  group  compatible 
blood. 
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Serum:  Hra  agglutinins : 4- (weak) 

Hr'  hyperimmune  antibody  -f  4-4--b 


The  serum  of  this  mother  is  undergoing  intensive 
study  in  several  laboratories.  This  case  is  to  be 
presented  in  full  detail  later. 
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GENERAL  COMMENT 

Nobody  wants  to  make  laboratory  tech- 
nicians out  of  clinicians,  yet  the  men  re- 
sponsible for  ordering  transfusions  and 
for  the  welfare  of  their  obstetric  patients 
and  unborn  infants,  should  be  generally 
conversant  with  technics  if  for  no  better 
reason  than  the  encouragement  of  high 
standards  in  clinical  laboratories.  In  the 
earlier  days  of  Rh,  with  incomplete  knowl- 
adge  of  the  problem  and  reliable  Rh  testing 
sera  almost  unobtainable,  bizarre  and  un- 
certain results  were  frequently  popping  up. 
(I  popped  up  a good  number  myself) . 

The  passage  of  only  a few  years  has  made 
such  things  inexcusable  in  view  of  our  pres- 
ent knowledge  of  Rh  and  the  fact  that  re- 
liable testing  sera  are  available  from  sev- 
eral sources.  Yet  a casual  approach  to  the 
Rh  problem,  especially  Rh  typing,  seems  all 
too  prevalent.  Specifically  I condemn  the 
following: 

1.  The  tendency  to  rely  on  a single  anti- 
Rho  testing  serum,  a condition  aggravated 
by  the  not  yet  extinct  custom  of  turning 
someone  loose  with  a serum  labeled  anti-Rh 
without  adequate  instruction  for  accurate 
Rh  typing  and  no  concern  about  any  kind  of 
controls. 

2.  Failure  to  employ  routinely  two  or 
more  of  several  efficient  Rh  typing  tech- 
nics, thereby  eliminating  another  effective 
control  check  on  results. 

3.  The  use  of  dirty  glassware. 

4.  Neglect  of  even  rudimentary  aseptic 
technic  in  handling  Rh  antisera. 

5.  Improperly  labeled  blood  samples  or 
samples  not  labeled  at  all  and  identified  by 
guess  and  by  God. 

Well,  you  might  say,  why  does  this  fellow 
speak  thus?  I am  sure  you  know  the  an- 
swer lies  in  the  protection  due  your  pa- 
tients, protection  against  hemolytic  reac- 
tions, against  the  antibodies  which  can  de- 
stroy their  unborn  babies.  The  fact  that 
some  transient  carelessness  in  a laboratory 
can  rob  a child  of  life  before  he  sees  the 
light  of  day  should  be  answer  enough. 

Having  unburdened  my  soul,  I beg  leave 
to  visit  your  domain.  It  usually  happens 
that  a newly  launched  citizen  becomes  “the 


pediatrician’s  baby”  and  our  colleague  as- 
sumes the  burden  of  seeing  that  his  small 
patient  receives  any  necessary  transfusions. 
It  is  well  established  that  erythroblastotic 
babies  of  Rh — mothers  respond  best  to 
transfusions  of  antibody  free  Rh — blood. 
This  is  chiefly  due  to  the  fact  that  maternal 
antibodies  remain  in  the  infant’s  circula- 
tion for  varying  periods  of  time  following 
birth  and  will  destroy  transfused  Rh-|-  red 
cells  even  as  they  destroy  the  baby's  ery- 
throcytes. This  does  not  help  baby  any. 

Our  most  promising  therapeutic  weapon 
at  present  is  the  replacement  transfusion, 
an  old  idea  modified  to  bring  about  removal 
of  the  infant’s  blood  with  constant  substi- 
tution of  suitable  Rh — donor  blood.  This 
treatment  seems  of  especial  value  in  those 
infants  in  whose  circulations  maternal 
hyperimmune  (blocking)  antibodies  are 
present.  Diamond, using  a small  plastic 
catheter  inserted  in  the  umbilical  vein,  re- 
ports exceptional  results  in  nearly  40  babies 
so  treated.  There  is  some  reason  to  believe 
that  even  a partial  replacement  transfusion 
is  of  value  in  these  cases. Premature  de- 
livery, by  induction  or  section,  while  theo- 
retically beneficial  in  removing  the  baby 
from  a harmful  environment,  has  not 
seemed  to  confer  any  real  advantage,  and 
has  several  obvious  disadvantages. 

The  obstetrician  and  gynecologist  are 
key  figures  in  the  Rh  problem.  They  can 
rightly  demand  and  enforce  routine  Rh  typ- 
ing of  all  their  patients,  regardless  of  age 
or  marital  status  so  that  no  Rh — female 
patient  will  be  exposed  to  possible  sensiti- 
zation by  transfusion.  In  this  connection 
it  must  be  remembered  that  5 or  10  c.c.  of 
Rh-J-  blood  injected  into  the  buttock  of  an 
Rh — baby  girl  is  no  less  a potential  danger 
than  the  administration  of  the  same  blood 
by  vein. 

Prevention  of  pregnancy  Rh  immuniza- 
tion is  a problem  of  a different  sort,  ap- 
proached by  some  with  suggestions  that 
premarital  Rh  typing  be  required  by  law 
and  by  others  who  advocate  artificial  in- 
semination. To  me  these  are  but  make- 
shifts until  such  time  as  the  biochemists 
provide  us  with  a non-antigenic  fraction  of 
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the  Rh  molecule  for  the  in  vivo  neutraliza- 
tion of  antibodies  in  pregnant  women.  The 
development  of  this  agent  is  well  within  the 
realms  of  probability. 

SUMMARY 

An  Rh  evaluation  on  each  obstetric  pa- 
tient should  become  a part  of  modern  pre- 
natal care.  The  following  routine  is  sug- 
gested : 

1.  Transfusion  history,  with  names  and 

addresses  of  donors,  if  known. 

2.  Routine  Rh  typing. 

(a) . Especially  for  multigravidae  and 
for  primagravidae  having  his- 
tory of  blood  transfusion. 

3.  Rh  type  husband. 

(a) .  When  wife  is  Rh — 

(b) .  When  wife  is  Rh-(-  but  has  his- 

tory suggesting  possible  isoim- 
munization. 

4.  Rh  typing  of  children. 

(a).  Only  when  definitely  necessary. 

5.  Rh  and/or  Hr  antibody  tests. 

(a) .  When  husband  is  Rh-f-  and  wife 

Rh— 

(b) .  When  husband  is  Rh — and  wife 

is  Rh-f. 

(c)  . When  both  husband  and  wife  are 

Rh-f,  but  wife’s  history  sug- 
gests possible  isoimmunization. 

(d) .  Schedule  of  antibody  tests 

(1)  During  third  or  fourth 
month. 

(2)  Repeat  in  sixth,  seventh 
and  eighth  months. 

(e) .  Interpretation  of  antibody  tests 

(1)  If  remain  negative  in 
eighth  month,  prognosis  is 
excellent.  Indicates  absence 
of  isoimmunization. 

(2)  Antibodies  appearing  three 
months  or  less  before  term 
usually  indicate  possibility 
of  a mild  hemolytic  disease, 
with  ultimate  prognosis 
good. 

(3)  Earlier  appearance  of  anti- 
bodies increases  unfavor- 
able prognosis. 


(4)  Titer  of  antibodies  of  no 
constant  practical  signifi- 
cance. 

(a)  Type  of  antibody  is 
important  since  a more 
serious  prognosis  is  re- 
flected by  presence  of 
hyperimmune  a n t i - 
bodies. 

(5)  Presence  of  antibodies  at 
any  time  is  not  conclusive 
evidence  that  baby  ivill  be 
affected. 
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Davenport  has  given  an  excellent,  complete  pre- 
sentation of  the  subject  of  the  Rh  factor  and  I do 
not  feel  that  I can  add  anything  to  his  presenta- 
tion. However,  I may  call  attention  to  two  im- 
portant remarks  which  he  made  in  closing;  First, 
that  every  pregnant  woman,  in  addition  to  the 
usual  blood  grouping,  should  have  her  blood  exam- 
ined to  determine  whether  she  is  Rh  positive  or  Rh 
negative  and  second,  that  no  girl  or  woman  who 
may  or  may  not  have  reached  the  childbearing 
period  should  have  a transfusion  without  having 
had  her  blood  tested  for  the  Rh  as  well  as  the  usual 
gi’ouping  and  cross  matching. 

• 0 

HEMATURIA* 

ITS  CLINICAL  SIGNIFICANCE 
C.  0.  FREDERICK,  M.  D. 

Lake  Charles,  La. 

In  presenting  this  subject  for  considera- 
tion, no  attempt  will  be  made  to  present 
anything  new  or  unusual  regarding  hema- 
turia. There  is  an  abundance  of  medical 
literature  dealing  with  this  important 
symptom,  and  all  modern  text  books  of 
urology  emphasize  its  potential  seriousness 
and  usually  provide  a rather  full  discus- 
sion of  its  causes  and  treatment. 

Nevertheless,  we  feel  that  the  subject  of 
hematuria  is  of  such  importance  to  the 
medical  profession  that  it  deserves  a place 
on  the  agenda  of  a general  meeting,  even  at 
the  risk  of  the  repetition  of  facts  and  sta- 
tistics drilled  into  us  as  students  and  in- 
ternes, and  gleaned  from  our  medical  jour- 
nals. 

At  this  time  it  is  probably  well  to  take  a 
few  moments  to  discuss  briefly  the  types  of 
hematuria  recognized.  Hematuria  is  classi- 
fied as  gross  or  microscopic.  In  an  attempt 
to  localize  the  portion  of  the  genito-urinary 
tract  from  which  it  arises,  it  is  further  de- 
scribed as  initial,  terminal,  or  total. 

In  initial  hematuria,  blood  is  present  only 
in  the  first  part  of  the  specimen  voided. 
Lesions  distal  to  the  internal  sphincter 
muscle  are  commonly  responsible  for  initial 
hematuria.  Less  often  the  bleeding  is  pres- 
ent between  urinations  and  blood  flows 
from  the  urethra  and  its  origin  is  distal  to 

*Read  before  the  sixty-seventh  meeting  of  the 
Louisiana  State  Medical  Society,  May  13-15,  1947. 


the  external  sphincter.  Examples  of  the 
latter  type  are  trauma  to  the  urethra  and 
new  growths. 

Terminal  hematuria  exists  when  blood  is 
present  in  the  last  portion  of  the  voided 
specimen  with  the  first  part  clear.  Lesions 
of  the  prostate,  posterior  urethra,  and  blad- 
der are  responsible  for  this  type  of  hema- 
turia. In  these  instances  the  trigon,  as- 
sisted by  the  perineal,  and  other  accessory 
muscles  of  urination,  squeeze  blood  out  of 
a congested  or  ulcerated  lesion  or  from  a 
bladder  tumor. 

Total  hematuria  denotes  blood  uniformly 
distributed  throughout  urination.  It  is  most 
often  due  to  lesions  of  the  bladder,  or  one, 
or  both  kidneys.  It  must  always  be  kept 
in  mind  that  this  evidence  is  insufficient  to 
localize  the  lesion  and  rarely  defines  the 
pathology  responsible  for  the  hematuria. 

The  following  etiologic  tabulation,  as  used 
by  Hinman,  emphasizes  the  most  important 
causes  of  hematuria,  but  is  by  no  means  ex- 
haustive. However,  it  readily  points  out 
the  detailed  study  necessary  at  times  to 
elicit  the  true  factor  responsible  for  blood 
in  the  urine. 

I.  General  Causes  (extra-urinary). 

A.  Blood  Dyscrasias : 

Hemophilia,  erythremia,  s c u r v y, 
morbus  maculosus,  purpura,  jaun- 
dice, leukemia,  Hodgkin's  disease, 
etc. 

B.  Infections: 

1.  Infectious  fevers : 

Typhoid,  malaria,  smallpox,  scar- 
let fever. 

2.  Local  infections  adjacent  to  the 
tract : 

Appendicitis,  pelvic  abscess,  peri- 
nephritis. 

C.  Medicinal  or  toxic: 

Cantharides,  turpentine,  urotro- 
pin,  sulfonamides,  dicoumarol. 

D.  Nervous: 

Tabes  dorsalis,  vicarious  menstrua- 
tion, hysteria. 

II.  Local  Causes  (urogenital). 

A.  Lower  tract : 

1.  Urethra  (initial  hematuria  is  the 
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rule,  i.e.,  blood  at  the  beginning 
ot‘  urination). 

Particularly  posterior  urethral 
infections. 

Stricture. 

Foreign  bodies  or  trauma. 
Prostatic  conditions. 

Tumors. 

1.  Trigone  and  neck  of  the  bladder. 

(Terminal  hematuria  is  the 
rule,  i.e.,  blood  at  the  end  of 
urination) . 

B Midtract: 

Stone, 

Tumors  of  the  bladder 
cause  at  least  50  per 

1 Bladder  cent  of  all  massive 

hematurias  (Herman), 
Ulcer  and  infections. 
Diverticulum, 

Trauma. 

C-  Upper  tract : 

Stone, 

1 Ureter  Stricture, 

Tumor, 

Trauma. 

The  five  most  frequent 
causes  are: 

1.  Stone 

2.  Renal  Tumors, 

2.  Kidney  3.  Tuberculosis, 

4 Infection, 

5.  Glomerulonephritis. 
But  any  disease  of  the  kidney  may 
cause  hematuria. 

In  the  presence  of  hematuria,  two  ques- 
tions immediately  present  themselves  for 
solution.  What  is  the  source  of  the  bleed- 
ing? What  pathologic  process  is  respon- 
sible? Bleeding  from  any  source  of  the 
body  always  alarms  the  patient  and  it  is 
not  surprising  that  when  gross  bleeding 
from  the  urinary  tract  occurs,  the  patient 
usually  seeks  medical  aid.  Unfortunately, 
the  physician  may  not  share  his  alarm ; re- 
assures the  patient  and  some  form  of  drug 
is  ordered.  Cessation  of  the  bleeding  nearly 
always  occurs  and  the  patient  gets  a false 
sense  of  security.  We  must  always  remem- 


ber that  practically  all  urinary  tract  bleed- 
ing is  intermittent  and  that  cessation  in  no 
way  indicates  cure,  or  the  degree  of  seri- 
ousness. Other  factors  are  frequently  pres- 
ent, which  cause  a delay  in  proper  investi- 
gation. These  are  the  excellent  general 
health  of  the  patient  at  the  time  of  his  first 
spell  of  bleeding,  and  the  frequent  absence 
of  pain,  chills  or  fever,  and  loss  of  weight. 
In  instances  of  microscopic  hematuria, 
without  concomitant  symptoms  of  pain, 
fever  and  so  on,  greater  delay  in  securing 
medical  advice  and  proper  investigation  us- 
ually occurs  with  consequent  increase  in 
morbidity. 

INCIDENCE 

I would  next  like  to  present  some  statis- 
tics regarding  hematuria,  to  emphasize  its 
importance.  In  99  consecutive  cases, 
Kretchmer  found  that  96  per  cent  of  hema- 
turias had  their  origin  in  the  urinary  tract, 
and  that  only  4 per  cent  were  due  to  extra- 
urinary  causes.  Ravich  reviewed  from  his 
office  practice,  a total  of  2,246  cases  from 
the  years  1916  to  1935,  in  which  a definite 
diagnosis  was  made  with  the  following  re- 
sults: (1)  In  50  per  cent  of  all  cases  of 
hematuria,  stone  somewhere  in  the  urinary 
tract,  was  the  responsible  factor.  (2) 
Stone  was  also  the  etiologic  agent  in  50  per 
cent  of  all  cases  of  gross  hematuria.  (3) 
Tumors  of  the  urinary  tract  were  respon- 
sible for  240  of  the  2,246  cases,  or  roughly, 
10  per  cent;  and  in  one  out  of  five  of  all 
cases  of  frank  hematuria,  or  20  per  cent. 
(4)  Nephritis,  a very  common  diagnosis 
made,  was  responsible  in  only  2 per  cent  of 
the  series.  Hospital  statistics  also  confirm 
the  seriousness  of  hematuria  as  a symptom, 
and  are  added  evidence  that  its  source  and 
cause  should  be  ascertained  promptly  in  all 
cases.  In  1932,  MacKenzie  reported  a study 
of  hematuria  from  the  Royal  Victoria  Hos- 
pital. In  20  per  cent  of  all  urologic  admis- 
sions, blood  was  present  in  the  urine  and  in 
75  per  cent  of  the  cases,  the  hematuria  was 
caused  by  one  of  four  lesions — tumor,  infec- 
tion, stone,  or  nephritis.  Ewell  states  that, 
“50  per  cent  of  all  massive  hematurias  are 
due  to  tumors  of  the  bladder.”  Of  902  cases 
of  bladder  tumors  reported  by  the  Card- 
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noma  Registry  of  American  Urologic  Asso- 
ciation, the  initial  symptom  was  hematuria 
in  63.9  per  cent.  Approximately  60  per 
cent  of  all  hematurias  are  from  the  lower 
genito-urinary  tract  and  40  per  cent  from 
the  upper.  It  can  be  seen  from  the  above 
statistics,  that  the  most  prevalent  causes  of 
hematuria,  namely,  tumor,  infection,  stone, 
and  nephritis,  are  all  serious  lesions  and  de- 
mand complete  study  and  prompt  attention. 

While  the  incidence  of  hematuria  in  gen- 
eral practice  is  not  very  great,  we  must 
realize  that  the  family  physician  is  the  indi- 
vidual to  whom  patients  go  for  advice  in 
these  matters.  Consequently,  if  thorough 
investigation  is  to  be  promptly  secured,  it 
is  necessary  that  the  physician  be  con- 
vinced of  the  following : (a)  Seriousness  of 
hematuria;  (b)  that  the  bleeding  will  us- 
ually stop,  with  or  without  medication,  and 
that  it  may  not  recur  for  months  or  even  a 
year;  (c)  that  besides  careful  routine  phy- 
sical examination  and  laboratory  studies, 
cystoscopy  and  pyelograms  are  usually  re- 
quired to  localize  the  lesion;  (d)  while  uro- 
logic studies  occasionally  require  repetition, 
they  are  in  nearly  all  cases  conclusive.  This 
brings  up  the  question  of — is  it  important 
to  examine  patients  while  bleeding  and 
w’hy?  The  answer  to  the  urologist,  of 
course,  is — yes.  It  must  be  puzzling  to 
someone  not  familiar  with  cystoscopy  and 
pyelography,  to  be  told  that  a lesion  of  such 
gravity  as  to  cause  gross  bleeding,  frequent- 
ly can  not  be  detected  very  readily  by  care- 
ful observation  in  a few  days  to  a week 
after  the  bleeding  has  subsided,  yet  this  is 
seen  repeatedly. 

A small  stone  in  the  lower  ureter  may  be 
passed  incorporated  in  a blood  clot  and  not 
be  seen  by  the  patient.  An  infection  re- 
sponsible for  acute  hemorrhagic  cystitis 
may  spontaneously  subside  within  a week. 
Gross  hematuria  from  one  kidney,  which 
could  have  been  readily  detected  on  cystos- 
copy, may,  a few  d^ys  later,  require  detailed 
exhaustive  study  and  repeated  pyelograms 
before  a correct  conclusion  is  arrived  at. 
Consequently,  it  is  obvious  that  we  should, 
when  at  all  possible,  advise  and  encourage 
our  patients  to  have  prompt  investigation 


while  bleeding,  and  to  avoid  delay  by  with- 
holding medication,  except  where  needed 
for  the  relief  of  pain  or  the  control  of  an 
acute  infection  of  the  urinary  tract. 

Perhaps  we,  as  urologists,  have  not  kept 
the  profession  fully  cognizant  of  the  ad- 
vances made  in  the  technical  side  of  diag- 
nostic work  in  the  past  few  years.  Cysto- 
scopic  examination  need  not  be  associated 
with  great  discomfort  and  danger  of  re- 
action, as  occurred  too  often  in  the  past. 
The  introduction  of  smaller  instruments 
with  good  vision,  the  use  of  sulfonamides 
and  penicillin,  prophylactically  and  post 
cystoscopically,  together  with  the  use  of 
small  catheters,  have  made  these  examina- 
tions immeasurably  safer.  The  use  of  in- 
travenous anesthesia  in  hospital  practice, 
and  of  demerol  intravenously,  in  selected 
office  urology,  has  also  removed  much  of 
the  apprehension  and  pain  of  the  examina- 
tion. 

Before  concluding  the  discussion,  I would 
like  to  call  your  attention  to  two  types  of 
cases,  which  frequently  confuse  the  phy- 
sician in  dealing  with  a complaint  of  hema- 
turia. The  first  are  those  cases  of  rectal 
or  vaginal  bleeding  present  with  hematuria 
— especially,  painless  variety.  In  these 
cases  both  patient  and  doctor  may  easily 
overlook  the  fact  that  the  bleeding  is  also 
from  the  urinary  tract.  In  women,  cathe- 
terization is  often  necessary  to  prevent  er- 
ror. The  second  group  of  cases  is  much 
more  difficult  to  diagnose  accurately.  I re- 
fer to  the  elderly  male  with  symptoms  and 
findings  of  benign  hypertrophy  of  the  pros- 
tate and  in  whom  there  also  exists  bladder 
tumor.  In  these  cases  gross  hematuria  is 
common,  and  the  physician  is  apt  to  readily 
explain  it  on  the  basis  of  prostatic  varices, 
and  feel  that  no  further  examination  is  de- 
manded, particularly  if  the  bleeding  sub- 
sides and  the  obstructive  symptoms  are 
minimal.  Correct  diagnosis  can  only  be 
made  by  cystoscopic  examination. 

CASE  NO.  1 

J.  M.,  a white  male,  aged  65,  reported  to  his  fam- 
ily physician  in  November,  1946,  with  a history  of 
bloody  urine  of  one  week’s  duration.  Blood  was 
present  on  nearly  each  voiding  and  a few  clots  had 
been  passed.  For  several  years  prior  to  this  visit. 
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he  had  noted  some  difficulty  in  starting  the  stream 
and  a mild  nocturia.  The  patient  was  told  that 
his  prostate  was  enlarged,  and  that  the  bleeding 
was  due  to  ruptured  veins  in  the  prostate  gland. 
The  gross  bleeding  subsided  on  rest  and  some  oral 
medication.  The  gross  bleeding  did  not  recur  un- 
til March  10,  1947,  after  a prolonged  horseback 
ride,  and  was  profuse.  Two  days  later  a cysto- 
scopic  examination  revealed  a rather  large  median 
lobe  of  the  prostate  causing  obstruction  at  the  blad- 
der neck,  but  of  much  more  importance,  a large 
papillary  new  growth  covering  the  left  half  of  the 
trigone  and  still  bleeding  slightly.  Fortunately, 
the  biopsy  was  reported  grade  I carcinoma,  and  a 
resection  of  the  prostate  and  the  new  gro-wth  was 
done  one  week  later. 

I 

CASE  NO.  2 

0.  S.,  a white  male,  45  years  of  age,  was  seen 
by  his  physician  for  a “check  up”  because  he  was 
not  feeling  well,  but  had  no  specific  complaint 
related  to  any  of  the  systems.  A routine  examina- 
tion was  essentially  normal,  except  for  persistent 
microscopic  hematuria.  The  patient  was  advised 
of  the  hematuria  and  was  told  that  possibly  a silent 
stone  was  present,  and  an  intravenous  urogram 
was  done.  This  was  also  normal  and  no  further- 
studies  were  made.  The  patient  continued  to  work 
as  a construction  engineer  until  four  months  later, 
when  frank  hematuria  developed  while  at  work. 
He  was  promptly  referred  for  urologic  study  and 
a papillary  tumor,  2%  cm.  in  diameter,  was  found 
on  th^  posterior  wall  of  the  bladder. 

This  case  is  presented  to  emphasize  that 
hematuria  in  nearly  all  cases  may  require 
complete  urologic  study  and  that  negative 
intravenous  urograms,  if  not  followed  up  by 
cystoscopy  and  other  urologic  studies  will 
fail  to  determine  the  cause  of  many  cases 
of  hematuria.  This  is  especially  true  in  the 
cases  of  painless  microscopic  hematuria. 

CONCLUSIONS 

1.  Hematuria  is  not  a clinical  entity.  It 
is  a symptom  which  demands  complete  in- 
vestigation and  prompt  diagnosis.  The 
principal  causes  of  hematuria  of  the  uri- 
nary tract  are  tumor,  stone,  infection,  and 
nephritis. 

2.  The  majority  of  hematurias  are  due  to 
intrinsic  diseases  of  the  urinary  tract,  but 
systemic  diseases  may  also  be  the  cause  of 
hematuria. 

3.  Early  determination  of  the  pathologic 
lesion  responsible  for  the  hematuria  is  es- 
sential for  a good  prognosis. 
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DISCUSSION 

Dr.  Pratt : I do  not  know  that  I can  say  any- 

thing more  than  what  Dr.  Frederick  has  already 
said.  Blood  in  the  urine  is  to  the  urologist  like 
waving  a red  flag  in  front  of  a bull.  And  it  makes 
no  matter  where  the  bleeding  comes  from.  If  you, 
for  instance,  wash  out  a bladder,  and  then  it 
washes  clear  and  you  have  no  blood,  you  cannot 
say  that  it  is  not  coming  from  the  bladder  alone. 
I have  seen  some  strange  cases. 

I have  seen  one  patient — a lady — who  came  in 
with  a hematuria.  Cystoscopically  we  determined 
it  came  from  the  right  kidney.  Pyelograms  were 
made  and  everything  was  normal.  At  regular  in- 
tervals she  would  have  bleeding  from  her  right 
kidney,  and  we  pyelogramed  her  about  fifteen 
times  in  a period  of  about  five  years,  and  could 
never  prove  any  pathology  in  that  kidney.  Well, 
after  about  seven  years  of  Humes’  and  my  treat- 
ment of  just  watching  her,  she  got  tired  of  being- 
cystoscoped  and  pyelogramed,  so  she  went  to  an- 
other doctor  who  removed  the  right  kidney  and 
then  she  started  bleeding  from  her  left  kidney. 
I think  she  lasted  about  four  or  five  days  after 
that,  and  she  had  these  spells  of  kidney  bleeding. 
We  could  never  prove  any  pathology  in  the  kidney, 
and  when  they  took  out  the  one  that  was  bleeding, 
and  the  other  one  stai  ted  bleeding,  I asked  the 
other  urologist,  “Now,  is  she  bleeding  from  the 
other  side?”  He  said,  “Yes,  she  is.” 

Symptomless  hematuria:  That  is  hematuria 

without  any  signs  except  blood  in  the  urine.  It 
demands  a very  close  examination  to  determine 
whether  or  not  you  are  dealing  with  a neoplasm. 
When  a person  comes  into  my  office,  bleeding,  the 
first  thing  I think  of  is  neoplasm  because  it  is  the 
worst  thing  the  patient  can  have.  I try  to  rule 
neoplasms  out  the  very  first  thing,  and  if  there  is 
any  suggestion  of  a neoplasm  there  I will  have 
to  check  and  recheck,  and  then  if  it  shows  up — 
because  often  blocking  the  pelvis  of  the  kidney  or 
one  of  the  pelvises  gives  you  a poor  effect  and  I 
would  rather  do  my  cystoscopy  and  pyelograms 
when  the  patient  is  not  in  a bleeding  spell. 

We  have  seen  more  and  more  tumors  of  the  kid- 
ney in  the  renal  pelvis.  I had,  a couple  of  years 
ago,  a man  to  come  in  with  a symptomless  hema- 
turia, and  he  had  a papillary  growth  of  the  pelvis 
of  the  kidney.  I took  the  kidney  out,  and  the  ureter 
down  to  within  two  inches  of  the  bladder,  and  I 
split  the  ureter  open  and  there  was  no  plants  in 
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the  ureter.  A year  later  I looked  in  his  bladder  and 
I saw  a little  tumor  sticking  out  of  his  bladder, 
and  I had  to  go  back,  take  out  a piece  of  bladder 
and  the  stump  of  that  ureter.  I did  it  very  pecu- 
liarly. It  was  rather  bound  down,  following  the 
first  operation.  I put  a groove  directly  with  the 
wall  up  through  the  ureter  and  tied  it,  and  turned 
it  inside  out  like  you  would  a glove  finger,  and  I 
took  an  area  about  that  big  (indicating)  out 
around  that. 

Dr.  S.  S.  Hargrove  (Baton  Rouge)  : I would 

like  to  say  a word  about  one  thing  that  the  doctor 
mentioned,  and  that  is  on  the  occurrence  of  hema- 
turia. In  my  territory  dituperol  is  coming  into  more 
general  use  than  it  has  been.  One  patient  had  a 
very  gross  hematuria  that  in  the  first  three  days 
knocked  his  blood  count  down  to  a million  and  a 
half.  It  did  clear  up.  I think  the  profession 
might  realize  that  dituperol  might  cause  some 
serious  hematuria. 

Dr.  John  Menville  (New  Orleans)  ; Of  particu- 
lar interest  is  the  idiopathic  type  of  hematuria.  It 
is  important  that,  no  renal  surgery  be  attempted 
unless  there  is  a demonstrable  lesion;  one  excep- 
tion is  hemorrhage  which  endangers  the  life  of  the 
patient.  Patients  with  hematuria  should  be 
checked  at  regular  intervals  until  a definite  diag- 
nosis can  be  made.  Intravenous  urograms  are 
reliable  only  when  the  outlines  are  clear  cut  and 
definite. 

The  interpretation  of  microscopic  hematuria  is 
sometimes  a moot  point.  An  occasional  transient 
finding  of  microscopic  blood  in  the  urine,  in  the 
absence  of  any  clinical  findings,  is  not  necessarily 
significant,  but  repeated  microscopic  blood  in  the 
urine  warrants  a complete  investigation. 

o 

THE  MANAGEMENT  OF  PROSTATISM* 
U.  S.  HARGROVE.  M.  D. 

Baton  Rouge 

Although  remarkable  progress  has  been 
made,  and  is  being  made,  in  nearly  all  the 
fields  of  medicine  and  surgery,  I do  not 
need  to  remind  you,  the  practicing  phy- 
sicians of  Louisiana,  that  the  millennium 
has  not  yet  arrived  in  the  practice  of  med- 
icine. The  layman  is  apt  to  get  the  idea, 
from  reading  the  current  magazines  and 
newspapers,  that  wonderful  science  has  dis- 
covered and  perfected  a cure  for  practically 
every  disease,  and  that  there  is  no  excuse 
for  a doctor’s  failure  promptly  to  put  a pa- 

*Presented at  the  Sixty-Seventh  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  14, 
1947. 


tient  right  on  his  feet,  and  without  too  much 
delay.  The  doctor,  however,  knows  only  too 
well  that  there  are  still  innumerable  head- 
aches in  this  business,  and  that  there  are 
still  many  thorns  to  be  found  with  the  rose. 

In  spite  of  the  truly  remarkable  progress 
made  in  recent  years  in  the  treatment  of 
prostatism,  unfortunately  there  are  still 
plenty  of  headaches  associated  therewith. 

Prostatism  may  be  defined  as  a morbid 
or  pathologic  state  due  to  disease  of  the 
prostate  gland,  chiefly  those  conditions  of 
the  gland  causing  obstruction  to  the  urinary 
flow.  In  this  paper,  only  those  conditions 
causing  obstruction  will  be  considered. 

SYjVLPTOMS 

The  diagnosis  of  prostatism  is  relatively 
simple,  but  it  is  surprising  how  many  pa- 
tients are  seen  in  consultation  for  supposed 
prostatism  whose  symptoms  are  due  to  some 
other  condition.  The  condition  most  often 
mistaken  for  prostatism  is  stricture  of  the 
urethra. 

The  usual  symptoms  of  prostatism  are 
well  known  and  can  be  listed  about  as 
follows : 

1.  Frequent  urination — varying  from 
three  times  night  and  day  to  every  15  min- 
utes night  and  day. 

2.  Straining — varying  from  slight  to 
very  severe.  As  a sequel  to  this  straining, 
many  chronic  prostatics  are  found  to  have 
inguinal  herniae  on  one  or  both  sides,  and 
aggravated  hemorrhoids. 

3.  Weak  stream.  This  symptom  is  the 
most  constant  of  all  the  symptoms  of  pros- 
tatism, all  patients  having  it,  although  it 
may  have  been  so  gradual  in  its  progress 
that  the  man  has  forgotten  what  a good 
stream  is  like  and  may  tell  the  doctor  that 
his  stream  is  all  right. 

4.  Urgency.  This  may  be  slight  to  se- 
vere, and  cause  considerable  embarrass- 
ment. 

5.  Dribbling  at  end  of  urination.  This  is 
the  chief  cause  of  wet  feet  in  prostatics. 

6.  Hematuria.  This  is  not  a common 
symptom,  but  it  will  often  bring  the  patient 
to  the  doctor  when  other  symptoms  fail. 
No  conclusion  should  be  drawn  about  the 
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cause  of  the  bleeding  until  after  a thorough 
urologic  examination  has  been  made. 

7.  Acute  retention.  This  is  the  symptom 
that  always  brings  the  patient  to  the  doc- 
tor. Acute  retention  in  an  old  man  is  almost, 
but  not  quite  always,  due  to  prostatism. 

8.  Dysuria.  This  term  includes  discom- 
fort, burning,  stinging,  and  painful  urina- 
tion. 

EXAMIX.VTION  AXD  DIA(iNOSIS 

The  examination  of  the  patient  suspected 
of  prostatism  should  proceed  as  follows : 

1.  A general  examination,  including  a 
survey  of  the  cardiovascular  system  and  a 
Wassermann  test  should  be  done.  This 
should  also  include  elicitation  of  the  re- 
flexes, especially  the  knee  jerks  and  the 
pupillary  reflexes,  as  the  same  symptoms 
caused  by  prostatism  may  also  be  caused 
by  lesions  of  the  central  nervous  system, 
notably  tabes  dorsalis. 

2.  A urhmhjsis  is  done,  and  should  in- 
clude observation  of  the  act  of  urinating  if 
the  patient  is  able  to  cooperate.  A large 
number  of  prostatics  will  show  pus  in  the 
urine,  varying  from  a few  pus  cells  to  a 
grade  4 pus  content.  Albumen  is  likewise 
often  present,  and  also  sugar. 

3.  Digital  examination  of  the  prostate  is 
then  done.  Too  much  information  is  not 
gained  by  this  examination,  as  an  advanced 
degree  of  prostatism  may  accompany  a 
small  prostate,  and  a very  large  gland  may, 
on  the  other  hand,  produce  no  obstructive 
symptoms  whatsoever.  The  digital  examina- 
tion is  most  important  in  relation  to  the 
possible  presence  of  a malignant  tumor  of 
the  gland.  This  is  the  chief  means  of  diag- 
nosis of  carcinoma  of  the  prostate.  A 
frankly  malignant  gland  has  a very  charac- 
teristic feel  to  the  index  finger,  and  as  most 
carcinomas  start  in  the  posterior  lobe,  the 
digital  palpation  of  this  lobe  is  very  im- 
portant. 

4.  Palpation  of  the  abdomen  is  then  in 
order.  The  greatly  distended  bladder  may 
usually  be  palpated  as  a large  rounded 
suprapubic  mass.  However  in  the  absence 
of  such  a palpable  mass,  no  conclusion 
should  be  drawn  as  to  the  presence  or  ab- 
sence of  residual  urine. 


5.  Examination  of  the  external  genitalia 
for  the  common  lesions  of  these  organs  is 
then  carried  out,  followed  by  passage  of 
a catheter  into  the  bladder.  I will  admit  that 
catheterizing  a previously  unmolested  blad- 
der is  not  without  some  possible  dangers, 
but  so  much  depends  on  the  information 
thus  gained  that  the  advantages  of  cathe- 
terization far  outweigh  the  disadvantages 
in  my  opinion.  An  aseptic  technic  should  be 
strictly  followed.  If  the  bladder  is  greatly 
distended  so  that  it  is  easily  palpable  as  a 
rounded  tumor  mass  rising  aftove  the  sym- 
phisis, it  is  safer  not  to  em.pty  the  bladder 
completely.  The  easily  palpable  distended 
bladder  will  usually  be  found  contain  32 
oz.  or  more  of  urine.  Enough  can  be  drawn 
off  through  the  catheter  accurately  to  es- 
tablish the  diagnosis  of  distended  bladder, 
by  noting  the  disappearance  or  reduction 
in  size  of  the  suprapubic  swelling,  and  the 
catheter  can  then  be  withdrawn,  leaving 
the  bladder  decompressed  but  not  empty. 
Some  authorities  claim  that  there  is  never 
any  danger  in  completely  emptying  a 
chronically  distended  bladder,  but  this  just 
is  not  so  in  my  opinion.  If  the  bladder  is 
completely  emptied,  it  is  better  partially  to 
refill  it  with  a mild  antiseptic  solution  such 
as  boric  acid. 

If  a catheter  is  to  be  left  in  place  for  con- 
tinuous drainage,  a clamp  should  be  applied 
to  the  catheter,  and  the  clamp  loosened  at 
intervals  so  as  gradually  to  decompress  and 
empty  the  bladder.  The  patient  at  this  time 
should  be  put  on  a urinary  antiseptic.  This 
will  aid  in  the  prevention  of  a sudden  flare- 
up  if  infection  is  already  present,  and  will 
assist  in  preventing  infection  if  none  is 
present  to  start  with.  Of  course  the  par- 
ticular urinary  antiseptic  indicated  will  de- 
pend on  the  type  of  infecting  organism 
present  in  these  cases  already  infected,  but 
until  this  information  is  known,  the  best 
bet  is  to  give  two  7 1/2  gr.  tablets  of  either 
sulfathiazole  or  sulfadiazine  at  the  first 
dose,  and  then  one  tablet  three  to  six  times 
per  24  hours,  thereafter  for  the  time  being. 

There  are  a few  simple  but  important 
points  in  relation  to  catheterizing  a pros- 
tatic that  I wish  to  bring  to  your  attention. 
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Every  physician  who  may  have  to  treat  a 
prostatic  in  acute  retention  should  have  a 
number  14  or  16  French  olive  tipped  coude 
catheter  in  his  bag.  This  catheter  has  a 
curved  tip  which  will  usually  ride  over  a 
hypertrophied  middle  lobe  and  on  into  the 
bladder,  whereas  a straight  catheter  will 
frequently  impinge  against  the  middle  lobe 
and  fail  to  enter  the  bladder.  Much  time  is 
lost  then,  and  much  trauma  produced  try- 
ing different  catheters,  filliforms,  or 
sounds,  increasing  the  pain  and  shock  and 
producing  often  considerable  bleeding. 

Gentleness  should  be  stressed  in  these 
manipulations,.  The  urethra  should  be  ac- 
corded the  same  respect  that  is  accorded  the 
eye  or  any  other  sensitive  organ.  If  the 
bladder  cannot  be  entered  after  a reason- 
able trial,  further  efforts  in  this  direction 
should  be  discontinued  and  consultation  se- 
cured, or  the  patient  hospitalized  if  not 
already  in  the  hospital.  If  catheterization 
is  then  still  unsuccessful,  some  type  of 
suprapubic  drainage  will  be  required. 

The  further  examination  of  the  patient 
then  consists  of  either  cystoscopic  visualiza- 
tion of  the  prostate  and  bladder,  or  x-ray 
visualization  of  these  organs.  Some  urolo- 
gists prefer  one  method,  some  the  other, 
and  some  both,.  Intravenous  pyelograhy  is 
exceedingly  helpful  in  working  up  a pros- 
tate case.  The  condition  of  the  upper  urin- 
ary tract  is  ascertained,  and  much  informa- 
tion is  gained  as  to  the  size  of  the  prostate 
by  making  a film  of  the  bladder  region  after 
most  of  the  dye  has  passed  into  the  bladder. 
By  getting  intravenous  pyelograms,  one  is 
saved  the  embarrassment  of  overlooking 
some  gross  lesion  of  one  or  both  kidneys  as 
well  as  such  conditions  as  diverticulum  of 
the  bladder,  tumor  of  the  bladder,  and  stone 
in  the  bladder,  Both  x-ray  visualization  and 
cystoscopic  study  are  desirable,  thereby 
getting  all  the  information  needed,  and 
avoiding  as  far  as  possible  a slip  up  in  the 
diagnosis. 

DIFFERENTIAL  DIAGNOSIS 

The  diagnosis  of  prostatism  is  by  now 
pretty  well  established.  In  the  differential 
diagnosis,  there  are  only  a few  conditions 
which  may  cause  confusion.  As  stated 


above,  the  most  common  mistake  is  made  in 
case  of  stricture  of  the  urethra  in  a man  in 
the  prostatic  age.  The  symptoms  of  these 
two  conditions  are  practically  identical. 
However,  during  the  course  of  the  examina- 
tion outlined  above,  the  presence  of  the 
stricture  will  have  been  determined.  Of 
course  both  conditions  may  coexist,  but  this 
must  not  be  very  common.  Other  conditions 
to  be  considered  in  the  differential  diagno- 
sis are  : (1)  stone  in  the  bladder;  (2)  neu- 
rogenic bladder;  (3)  tumor  of  the  bladder; 
(4)  diverticulum  of  the  bladder,  and  (5)  a 
few  other  rare  conditions.  Under  this  last 
division,  I have  a patient  at  the  present 
time  who  has  a bony  tumor  of  the  sacrum 
which  has  reached  such  an  enormous  size 
that  it  has  compressed  the  urethra  up 
against  the  arch  of  the  symphisis,  causing 
complete  occlusion  of  the  channel,  and  pro- 
ducing all  the  symptoms  of  prostatism  up  to 
total  retention. 

Along  with  establishing  the  diagnosis  of 
prostatism,  the  benign  or  malignant  nature 
of  the  gland  has  also  probably  been  ascer- 
tained. This  differentiation  is  usually  easy 
in  the  typical  cases,  but  there  are  a fair 
number  in  which  it  is  difficult  to  decide 
whether  or  not  the  gland  is  the  seat  of 
malignant  changes.  The  benign  and  malig- 
ant  may  coexist.  Digital  palpation,  cysto- 
grams,  x-rays  of  the  bony  structure  for 
mestastases,  and  the  phosphatase  tests  will 
all  be  used  in  making  a decision.  It  is  well  to 
remember  that  statistics  seem  to  show  that 
about  15  or  20  per  cent  of  prostatics  have 
cancer  of  the  prostate. 

1.  A bladder  calculus  may  cause  symp- 
toms similar  to  prostatism.  One  important 
differential  point  is  that  stone  in  the  blad- 
der produces  the  most  discomfort  in  the 
daytime,  when  the  patient  is  up  and  about, 
while  prostatism  produces  the  most  discom- 
fort at  night.  The  diagnosis  of  stone  is 
readily  confirmed  by  x-ray,  cystoscopy,  or 
both. 

2.  Neurogenic  bladder  may  prove  diffi- 
cult of  diagnosis.  A distended  bladder 
which  is  painless,  and  which  seems  to  have 
no  expulsive  force  when  a catheter  is 
passed,  should  excite  suspicion  of  an  atonic 
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type  of  neurogenic  bladder.  If  the  pupil- 
lary reflexes  or  knee  jerks  are  absent,  tabes 
will  naturally  be  suspected,  and  investi- 
gated by  spinal  fluid  examination.  Recent 
opinions  point  to  the  probability  that  most 
neurogenic  bladders  are  markedly  influ- 
enced by  mechanical  factors  at  the  bladder 
neck,  chiefly  prostatic  obstruction.  The 
prostate  may  offer  just  enough  resistance 
to  a weakened  detrusor  muscle  to  cause 
chronic  urinary  retention.  The  ultimate 
diagnosis  in  these  cases  may  rest  upon  the 
interpretation  of  cystometrograms,  along 
with  the  other  findings. 

3.  Tumors  of  the  bladder  also  may  pro- 
duce symptoms  similar  to  prostatism,  such 
as  hematuria,  frequency,  straining,  and  dys- 
uria.  Here  the  only  sure  method  of  diag- 
nosis is  cystoscopic  examination,  although 
a cystogram  is  either  diagnostic  or  sugges- 
tive in  most  cases. 

4.  A large  diverticulum  of  the  bladder 
may  produce  a foul  urine,  as  well  as  the 
usual  symptoms  of  prostatism.  Diverti- 
cula are  not  usually  suspected  from  symp- 
tomatology alone,  but  are  found  on  cysto- 
gram x-ray  films  and  on  cystoscopic  exami- 
nation. They  are  most  frequently  present 
as  a complication  of  bladder  neck  obstruc- 
tion, due  to  prolonged  back  pressure  against 
the  bladder  wall. 

5.  Of  the  various  conditions  which  need 
to  be  differentiated  from  prostatism,  stric- 
ture of  the  urethra  is  the  most  readily  diag- 
nosed, and  should  be  picked  up  by  the 
general  practitioner  without  difficulty  and 
without  extensive  instrumental  and  x-ray 
examination. 

TYPE  OF  GLAND 

It  is  not  practicable  for  one  other  than 
the  urologist  to  determine  what  type  of  ob- 
structive gland  is  present.  Whereas  the 
greatly  enlarged  gland  can  usually  be  ap- 
prehended by  a simple  digital  rectal  exami- 
nation, it  is  entirely  possible  for  large  in- 
travesical lobes  to  be  present  without  any 
gross  enlargement  being  noticeable  to  the 
examining  finger.  Likewise,  complete  re- 
tention may  be  caused  by  a median  bar, 
which  can  only  be  diagnosed  cystoscopical- 
ly.  The  type  of  enlargement  moreover  is  of 


interest  chiefly  to  the  operating  surgeon, 
as  he  will,  in  most  cases,  take  this  into  ac- 
count in  planning  the  type  of  operation  to 
be  performed. 

TREATMENT 

This  brings  us  up  to  the  subject  of  treat- 
ment. This  subject  can  well  be  divided  into 
non-operative,  and  operative  treatment. 

Non-operative.  Many  cases  of  prostatism 
can  and  should  be  treated  by  non-operative 
methods.  Let  me  say  here,  that  endocrine 
treatment  has  no  place  at  the  present  time 
in  the  treatment  of  the  benign  prostate, 
both  androgens  and  estrogens  having  failed 
to  give  any  predictable  results.  The  mild 
prostatic,  whose  chief  complaints  are  a 
weakening  stream  and  moderate  nocturia, 
does  not  need  to  be  rushed  to  the  operating 
room  unless  at  least  several  ounces  of  re- 
sidual urine  are  present.  If  pyuria  is  pres- 
ent, local  treatment  consisting  of  bladder 
irrigations  with  a mild  antiseptic  solution, 
bladder  instillations  of  5 per  cent  argyrol, 
and  some  urinary  antiseptic  by  mouth 
should  be  prescribed.  If  the  gland  is  large 
and  soft,  or  if  the  expressed  secretion  con- 
tains much  pus,  gentle  prostatic  massage 
will  often  give  very  definite  results. 
If  the  gland  is  quite  firm,  it  has  been  my 
experience  that  massage  is  of  no  benefit. 
Even  if  all  the  symptoms  and  findings  of 
prostatism  are  present,  including  retention 
of  urine,  there  are  still  some  cases  in  which 
non-operative  treatment  is  indicated,  name- 
ly, patients  who,  because  of  advanced  de- 
bility, serious  cardiac  lesions,  or  other  third 
degree  pathologic  changes,  have  a life  ex- 
pectancy of  Only  a few  weeks  or  months  at 
the  best.  Execution  of  these  patients  on  ac- 
count of  inability  to  urinate  is  not  good 
judgment.  Catheter  life  is  not  pleasant, 
but  it  is  better  than  no  life  at  all.  If  cath- 
eterization is  impossible,  a quick  suprapubic 
cystostomy  under  local  anesthesia,  or  the 
introduction  of  a small  catheter  using  a 
trocar  suprapubically  should  be  the  treat- 
ment adopted. 

Thus  the  mild  prostatic  and  the  advanced 
prostatic  with  a short  life  expectancy  due 
to  other  pathological  changes,  are  elimi- 
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iiated  from  the  list  of  candidates  for  pros- 
tatectomy. 

Operative  treatment.  The  patient  who 
has  a reasonable  life  expectancy,  and  who 
has  moderate  or  severe  symptoms  and  find- 
ings of  prostatism,  should  be  advised  to 
have  his  prostate  .operated  upon.  At  this 
point,  the  general  or  family  physician,  or 
medical  advisor,  should  refer  the  patient 
to  a competent  urologist.  The  referring 
physician  should  not  attempt  to  select  the 
type  of  operation  to  be  performed,  but 
should  leave  that  strictly  to  the  operating 
surgeon.  There  are,  as  you  well  know,  the 
transurethral,  the  suprapubic,  and  the  per- 
ineal methods  of  relieving  the  prostatic  ob- 
struction. Each  method  has  its  good  points, 
and  bad  points,  and  the  choice  of  method 
should  be  left  to  the  discretion  of  the  man 
who  does  the  operation.  If  the  operation  to 
be  performed  is  determined  by  anyone 
other  than  the  operating  surgeon,  undesir- 
able results  may  ensue.  Suffice  it  to  say 
here  that  all  the  three  methods  are  capable 
of  giving  good  results,  and  all  are  likewise 
capable  of  giving  poor  results,  and  the 
judgment  of  the  urologist  should  be  ac- 
cepted by  the  patient  and  by  his  referring 
physician,  as  to  which  operation  is  to  be 
done.  The  operator  should  likewise  be  re- 
sponsible for  choice  of  anesthesic.  Pub- 
lished statistics  seem  to  show  that  the  mor- 
tality rates  accompanying  the  different  op- 
erations are  within  a few  percentage  points 
of  each  other,  and  the  average  mortality 
the  country  over  will  probably  not  exceed 
5 per  cent.  The  morbidity  rates  vary  more 
than  the  mortality  rates  with  the  different 
methods  of  operation.  Again  let  me  state, 
that  the  choice  of  operation  should  be  left 
strictly  up  to  the  operating  surgeon. 

Postoperative  treatment.  After  the  pa- 
tient has  had  his  operation,  and  is  home 
from  the  hospital,  the  general  or  family 
practitioner  may  be  called  upon  to  super- 
vise his  convalescfence  and  follow  up  treat- 
ment, if  the  patient  lives  a good  distance 
from  the  surgeon.  Attention  to  the  blad- 
der in  the  form  of  irrigations  and  instilla- 
tions, to  clear  up  the  infection  which  is 
practically  always  present,  is  usually  ad- 


visable. The  administration  of  urinary  an- 
tiseptics for  a considerable  period  of  time 
after  surgery  is  also  usually  necessary. 
Good  postoperative  and  follow  up  treat- 
ment after  prostatic  surgery  is  more  im- 
portant than  it  is  after  many  other  opera- 
tions. 

SUiniARY 

Whereas  our  efforts  to  cure  the  prostatic 
are  still  beset  with  pitfalls,  when  patients 
in  this  age  group  can  undergo  major  sur- 
gery with  a mortality  rate  not  over  5 per 
cent,  and  with  return  of  reasonable  urinary 
function,  we  can  point  with  pride  to  the 
remarkable  progress  made  in  this  depart- 
ment of  surgery  in  the  last  25  years. 

CONCLUSIONS 

1.  The  examination,  diagnosis,  and  dif- 
ferential diagnosis  of  cases  suspected  of 
prostatic  obstructive  disease  have  been 
briefly  reviewed. 

2.  Choice  of  non-operative  versus  opera- 
tive treatment  has  been  considered. 

3.  The  importance  of  allowing  the  sur- 
geon to  select  the  operation  best  suited  to 
the  case  has  been  stressed. 

DISCUSSION 

Dr.  W.  A.  Reed  (New  Orleans)  : Dr.  Hargrove’s 
paper  on  prostatism  was  very  excellent,  and  I en- 
joyed it.  There  is  very  little  I wish  to  add,  or  men- 
tion, in  discussing  it,  other  than  to  bring  up  a point 
concerning  treatment. 

Dr.  Hargrove  deliberately  did  not  mention  treat- 
ment because,  as  he  stated,  his  paper  was  written 
for  the  medical  profession  as  a whole  and  not  for 
the  urologist.  But  treatment  of  these  cases  is  im- 
portant to  all  of  us. 

I agree  with  him  that  some  patients  with  huge 
prostates  do  not  require  treatment.  Occasionally 
we  will  see  an  individual  with  a large  prostate,  that 
we  probably  could  grade  as  a “three  or  four”,  who 
has  no  residual  urine.  The  reason  for  this  is  that 
his  enlargement  is  produced  by  lateral  lobe  hyper- 
trophy, as  you  saw  in  his  slides,  and  that  the 
median  lobe  is  not  involved,  so  that  he  does  have 
a channel  through  which  he  can  void  his  urine,  in 
spite  of  the  enlarged  gland. 

I agree  with  him,  that,  in  many  individuals  who 
have  mild  symptoms  of  prostatism  there  is  not  only 
an  enlargement  of  the  prostate  gland,  but  an  as- 
sociated infection  as  well.  In  a survey  of  such  a 
case  we  frequently  make  the  following  notation: 
“Prostate  enlarged,  grade  2,  plus  congestion,” 
meaning,  of  course,  that  the  prostate  is  not  only 
hypertrophied,  but  it  is  also  enlarged  due  to  asso- 
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ciated  congestion.  That  type  of  prostate  will  often 
respond  to  local  treatment. 

I agree  with  him  that  you  can  not  always  pre- 
dict what  to  expect  in  such  a case,  but  many  times 
the  residual  urine  which  may  have  reached  three 
or  four  or  five  ounces  will  slowly  diminish  and 
eventually  disappear.  That  patient,  however,  if 
he  lives  long  enough,  will  usually  require  operation 
of  one  type  or  another,  because  certainly  local 
treatment  does  not  remove  the  hypertrophy. 

The  method  of  treatment  of  prostate  hypertrophy 
in  my  opinion  requires  serious  consideration.  Many 
doctors  feel  that  resection  is  the  surgical  pro- 
cedure of  choice.  I do  not  always  agree  with  them. 
There  are  many  patients  in  whom  there  has  been 
an  attempt  made  to  make  the  patient  fit  the  oper- 
ation, instead  of  selecting  the  operation  that  fits 
the  patient.  So  that  while  we  frequently  do  resec- 
tions, we  still  continue  to  do  numerous  suprapubic 
prostatectomies  and  find  them  in  many  ways  safer 
than  a resection.  One  may  resect  as  much  as  50 
or  75  grams  of  tissue  and  still  leave  a lot  of  tissue 
behind.  There  may  be  a few  men  who  can  remove 
by  resection  all  of  the  prostatic  tissue  right  down 
to  the  capsule,  but  there  are  not  many  of  them. 
Certainly  the  average  resectionist  cannot  do  it. 
When  too  small  an  amount  of  prostate  tissue  is 
removed  by  resection,  the  balance  often  acts  as  a 
focus  of  infection  as  well  as  a continued  obstruction 
to  free  urination.  Furthermore  it  is  not  uncom- 
mon for  a resection  to  bleed  profusely  even  as  long 
as  three  weeks  after  the  operation.  In  cases  where 
the  prostate  is  unusually  large  and  either  a single 
or  two-step  suprapubic  enucleation  is  elected  as  the 
surgical  procedure  of  choice,  the  excellent  end  re- 
sult far  outweighs  the  disadvantage  of  the  longer 
period  of  hospitalization  that  is  required,  over  the 
average  hospital  stay  that  is  necessary  for  a re- 
section. Many  patients  are  referred  from  distant 
towns,  which  makes  it  very  difficult  for  them  to 
return  frequently  for  office  treatment  which  is  so 
often  necessary  following  a resection,  and  almost 
never  needed  after  an  enucleation. 

Lastly,  considerable  time  is  required  to  remove 
by  resection  the  required  amount  of  tissue  from  a 
large  gland,  which  naturally  results  in  marked 
trauma  of  the  urethra,  and  in  many  instances, 
urethral  strictures,  which  then  require  treatment 
indefinitely. 

Dr.  Robert  F.  Sharp  (New  Orleans)  : There  are 

several  points  brought  out  in  Dr.  Hargrove’s  pa- 
j)er  which  I would  like  to  further  emphasize. 

The  first  thing  on  which  I wish  to  comment,  is 


the  question  of  the  general  practitioner  leaving  to 
the  urologist  the  type  of  procedure  to  be  selected 
for  each  individual  case.  The  closed  operation,  or 
the  transurethral  resection,  appeals  to  the  patient 
so  readily  that  once  it  has  been  offered  him,  he  is 
likely  to  be  prejudiced  against  the  other  types  of 
open  operations,  such  as  suprapubic  prostatectomy 
or  perineal  prostatectomy.  This  frequently  makes 
it  difficult  to  get  the  patient  to  consent  to  the  pro- 
cedure that  is  preferable  in  his  individual  case. 
Every  urologist  naturally  does  not  possess  the 
same  skill  in  doing  transurethral  resections  and 
consequently  a case  that  might  be  suitable  for  re- 
section in  the  hands  of  one  man,  would  not  be  in 
another.  We  have  found,  as  time  has  gone  by 
and  we  have  improved  our  technical  ability,  that 
there  are  fewer  and  fewer  cases  m which  we  have 
to  resort  to  the  open  operation. 

The  next  point  which  I wish  to  make  is  that 
these  patients  be  urged  to  see  the  urologist  early 
in  the  course  of  their  illness,  instead  of  waiting 
until  the  case  has  become  advanced  and  as  Dr.  Har- 
grove brought  out,  they  have  strained  out  their 
hemorrhoids  and  developed  inguinal  hernias.  In 
such  cases  as  these  just  mentioned,  the  bladder  has 
undergone  numerous  changes  and  frequently  has 
lost  a great  deal  of  its  emptying  ability  and  even 
after  complete  removal  of  the  obstruction,  the  uri- 
nary function  is  not  restored  to  normal  as  it  would 
have  been  had  the  case  not  been  neglected  so  long. 
This  responsibility  of  getting  the  patient  in  to  see 
the  urologist  early  is  of  course,  that  of  the  family 
doctor.  In  persuading  the  patient  to  see  the  urol- 
ogist at  an  early  point  in  his  prostatic  illness,  it 
will  be  necessary  for  the  family  doctor  to  alleviate 
his  fear  of  this  operation.  Due  to  the  reputation 
that  the  management  of  prostatism  has  had  for 
many  years,  most  of  these  old  men  have  a real  fear 
of  having  anything  done  to  the  prostate.  This  fear 
is  absolutely  unwarranted  in  modern  urological 
treatment.  Both  the  mortality  and  the  morbidity 
in  these  cases  is  extremely  lov/.  It  is  surprising 
how  well  these  aged  patients  tolerate  prostatic  sur- 
gery. Most  of  these  old  men  were  primarily  en- 
dowed with  a good  constitution,  otherwise  they 
would  never  have  lived  to  such  an  advanced  age. 

By  careful  management,  preventing  all  shock, 
more  than  replacing  any  blood-loss,  and  getting 
them  out  of  bed  within  two  or  three  days,  these 
people  tolerate  surgery  as  well  as  any  other  age 
group. 

I want  to  compliment  Dr.  Hargrove  on  his  excel- 
lent presentation  of  a most  impoi-tant  subject. 
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HISTOPLASMOSIS 

Recent  investigations  have  revealed  a dis- 
crepancy between  the  number  of  individ- 
uals having  calcified  lesions  in  the  chest 
x-ray  and  tuberculin  reaction  in  those  in- 
dividuals. In  years  past,  when  mass  sur- 
veys for  tuberculosis  were  done  it  was  by 
means  of  a tuberculin  test.  In  recent  years, 
this  has  been  supplemented  by  further 
study  in  the  form  of  mass  x-rays.  It  was 
found  that  in  certain  areas  the  number  of 
individuals  with  a positive  tuberculin  was 


not  in  proportion  to  the  number  of  chest 
x-rays  with  calcified  lesions.  The  area  in 
which  this  was  particularly  observed  w'as  a 
more  or  less  triangular  one,  in  which  the 
apex  extended  to  the  lower  Mississippi  Val- 
ley and  the  base  two-thirds  of  the  way  up 
the  Mississippi  Valley  nearly  to  the  Great 
'Lakes.  In  seeking  an  explanation  for  this, 
it  was  felt  that  some  infection  should  be 
sought,  which  was  present  in  the  area  men- 
tioned. It  was  observed  that  the  largest 
number  of  cases  of  acute  fulminating  his- 
toplasmosis were  reported  from  this  area. 
"The  suggestion  was,  therefore,  that  this 
disease  in  a form  milder  than  that  usually 
recognized  was  responsible  for  these  cal- 
cium deposits.  A search  for  such  cases  has 
continued.  An  antigenic  substance  was  pre- 
pared by  Zarafonetis  and  Lindberg.  This 
was  given  the  name  of  histoplasmin  and 
consisted  of  a suspension  of  histoplasma 
capsulatum  grown  from  broth  culture.  This 
histoplasmin  produced  skin  reactions  sim- 
ilar in  appearance  to  those  obtained  from 
the  use  of  tuberculin.  Skin  testing  has  been 
carried  out  by  various  investigators.  Palm- 
er tested  3000  student  nurses  in  widely  sep- 
arated areas.  It  was  found  that  23  per  cent 
were  positive  to  histoplasmin.  Ten  per  cent 
had  pulmonary  calcification.  Only  one-fifth 
of  the  300  with  pulmonary  calcification 
were  positive  to  tuberculin;  whereas  two- 
thirds  of  this  same  300  were  sensitive  to 
histoplasmin.  It  is  noted,  however,  that 
there  were  9 per  cent  who  had  calcifica- 
tions, who  reacted  to  neither  antigen. 

The  states  with  the  highest  number  of 
reactors  were : Ohio,  Indiana,  Illinois,  Mis- 
souri, Kansas,  Kentucky,  Tennessee,  Ar- 
kansas, and  Louisiana. 

The  significance  of  this  reaction  to  histo- 
plasmin has  been  questioned  in  various 
quarters.  It  was  found  by  Emmons,  that 
in  guinea  pigs  with  experimental  histoplas- 
mosis, positive  reactions  for  histoplasma 
were  obtained.  Also,  positive  reactions 
were  obtained  in  guinea  pigs  with  experi- 
mental blastomycosis,  coccidioidal  mycosis, 
and  haplomycosis.  The  same  investigator 
tested  for  comparison  136  mental  patients, 
of  whom  one-half  had  chronic  atypical  pul- 
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monary  lesions  of  unknown  etiology  and  the 
other  half  had  no  demonstrable  pulmonary 
pathology.  The  results  were  as  follow,  dis- 
tributed equally  between  the  clinical 
groups : 

Positive  reactions  to  histoplasmin  55 

Blastomycin  35 

Coccidioidin  5 

Studies  in  various  fields  have  shown  that 
there  is  a wide  variation  in  sensitivity,  de- 
pending upon  location,  and  this  is  sugges- 
tive that  the  abundance  in  supply  of  the  in- 
fectious agent  is  varying  in  the  same  pro- 
portion. 

Up  to  1945,  histoplasmosis  was  almost  a 
medical  curiosity,  in  which  identification 
was  brought  about  entirely  through  labora- 
tory means.  As  result  of  the  stimulation 
attendant  on  such  observations  as  those 
noted  above,  search  has  been  made  for  non- 
fatal,  and  possibly  subclinical  cases  of  his- 


toplasmosis. In  line  with  such  efforts,  three 
nonfatal  cases  of  histoplasmosis  have  been 
detected  recently  in  Kansas  City  alone.  The 
report  from  the  U.  S.  Public  Health  Service 
' states  that  among  72  asymptomatic  cases  in 
school  children  in  Kansas  City,  a few  were 
limited  to  the  lymph  nodes,  or  were  of  the 
disseminated  type.  Two-thirds  approxi- 
mately were  nodular  with  sharply  circum- 
scribed foci. 

Lesions  tend  to  calcify  slowly.  Many  in- 
filtrations persist  without  complete  calcifi- 
cation during  a period  of  two  years  of  ob- 
servation. Where  histoplasmin  sensitivity 
is  widespread,  pulmonary  infiltrations,  as 
well  as  calcifications,  may  not  be  tuber- 
culous. Accordingly,  tuberculin  tests  and 
the  histoplasmin  test  will  be  useful  in  dif- 
ferentiating pulmonary  lesions  in  which  the 
infiltration  is  marked  and  when  acid  fast 
is  not  found  in  the  sputum. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


REPORT  OF  COMMITTEE  ON 
RESOLUTIONS 

On  behalf  of  the  House  of  Delegates  and 
members  of  the  State  Society  in  attendance 
at  the  1948  Annual  Meeting  it  is  desired 
that  thanks  be  expressed  to  the  following 
individuals  and  organizations  for  their  co- 
operation and  assistance  in  arranging  for 
this  meeting. 

Dr.  .John  G.  Snelling,  Chairman  of  the 
Committee  on  Arrangements,  for  the  time 
and  thought  given  to  details  prior  to  and 
during  the  meeting. 

The  Ouachita  Parish  Medical  Society, 
host  of  the  meeting,  for  wonderful  hos- 
pitality and  cordiality. 

The  Secretary-Treasurer  of  the  State  So- 
ciety and  personnel  of  his  office  for  their 
capable  handling  of  routine,  as  well  as  un- 
forseen  matters. 


Dr.  Donovan  C.  Browne,  General  Chair- 
man of  the  scientific  program,  who  with  the 
cooperation  of  sectional  chairman,  gave  this 
feature  of  our  meeting  his  wholehearted 
attention. 

Guests  on  our  scientific  and  open  meet- 
ing programs  who  contributed  a great  deal 
in  making  the  meeting  an  interesting  and 
enlightening  one. 

The  press  and  Radio  Station  KNOE  for 
their  generous  contribution  of  space  and 
time  for  publicity  during  and  prior  to  the 
meeting. 

The  Louisiana  State  Board  of  Medical 
Examiners  for  their  annual  report  sub- 
mitted by  the  Secretary. 

The  members  of  the  Woman’s  Auxiliary 
for  their  interest  and  cooperation. 

The  commercial  exhibitors  who,  in  a 
limited  space,  provided  exhibits  worthy  of 
review  by  all  members  present. 
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Companies  which  continued  to  demon- 
strate their  loyalty  to  the  medical  profes- 
sion by  placing  advertisements  in  the  pro- 
gram and  also  companies  in  Monroe  which, 
for  the  first  time,  participated  by  adver- 
tising. 

Mr.  E.  C.  Gibson,  Manager  of  the  Frances 
Hotel,  Mr.  L.  J.  Hulin,  Manager  of  the  Vir- 
ginia Hotel  and  Mr.  Roger  Dishongh,  Man- 
ager of  the  Alvis  Hotel,  for  their  efforts  to 
accommodate  members  and  guests  in  at- 
tendance at  this  meeting  and  also  furnish- 
ing of  facilities  for  various  sessions  and 
social  functions. 

The  Junior  League  of  Monroe  for  assist- 
ance furnished  at  the  registration  desk. 

Dr.  A.  V.  Friedrichs,  Chairman  of  the 
House  of  Delegates,  for  his  capable  manner 
in  expediting  business  brought  to  the  at- 
tention of  the  group. 

To  all  officers  and  members  of  the  So- 
ciety for  their  attendance  and  manifested 
interest  in  the  meeting. 

Recommendation 

1.  That  a copy  of  this  report  be  incor- 
porated in  the  minutes  of  this  meeting  and 
that  a copy  be  submitted  to  the  New  Or- 
leans Medical  and  Surgical  Journal  for 
publication. 

0 

REPORT  OF  COMMITTEE  ON 
MEDICAL  DEFENSE 

Since  the  1947  meeting  of  the  State 
Society  three  cases  have  been  referred  to 
the  Committee  on  Medical  Defense.  All 
three  of  these,  one  a case  against  a doctor 
of  Shreveport,  one  a joint  case  against  two 
doctors,  one  of  Morgan  City  and  the  other 
of  Houma,  and  a joint  case  against  three 
doctors  of  New  Orleans,  were  considered 
worthy  of  defense  by  the  State  Society.  The 
material  concerning  these  cases  has  been 
referred  to  the  attorney  employed  by  the 
Medical  Defense  Committee  and  the  cases 
are  receiving  proper  attention  from  him. 

Financial  reports  of  the  Medical  Defense 
Fund  are  on  file  in  the  office  of  the  State 
Society  and  may  be  reviewed  by  any  mem- 
ber desiring  to  do  so. 


1948  ANNUAL  MEETING 

The  1948  Annual  Meeting,  held  in  Mon- 
roe April  12-14,  is  considered  one  of  the 
outstanding  meetings  of  our  organization. 
The  attendance  exceeded  expectations,  there 
being  347  members  and  43  guests  present. 
The  scientific  program  was  most  interest- 
ing, the  House  of  Delegates  meeting  effi- 
ciently and  capably  managed  and  the  social 
features  enjoyed  to  the  fullest  extent  by 
all  present. 

Following  is  abstract  of  minutes  of  the 
meeting  of  the  House  of  Delegates  and  also 
copy  of  reports  of  the  Committees  on  Medi- 
cal Defense  and  Resolutions. 

ABSTRACTED  MINUTES 
HOUSE  OF  DELEGATES 
ROLL  CALL 

First  session;  77  delegates,  14  officers  and  10 
past  presidents  present. 

Second  session:  28  delegates,  13  officers  and  5 
past  presidents  present. 

MINUTES 

Minutes  of  1947  meeting  of  House  of  Delegates 
and  of  Executive  Committee  since  1947  meeting 
approved. 

SPECIAL  ORDER 

List  of  members  who  died  since  1947  meeting 
read. 

Approval  of  motion  that  Mr.  Frank  Lais,  Jr., 
Executive  Director  of  the  Louisiana  Physicians 
Service  and  Council  on  Medical  Service  and  Public 
Relations  be  allowed  to  attend  meeting  of  the 
House. 

Recognition  of  fraternal  delegates  and  guests; 
Dr.  Tom  B.  Throckmorton,  Des  Moines,  Iowa,  Dr. 
O.  B.  Weinert,  St.  Louis,  Missouri  and  Dr.  Morris 
Fishbein,  Chicago,  Illinois. 

COMMUNICATIONS 

Naval  Air  Reserve  Training  Command  in  re  need 
for  Naval  Reserve  Medical  Officers;  Received  and 
filed. 

National  Health  Assembly  in  re  refusal  of  in- 
vitation for  Mr.  Frank  Lais,  Jr.  to  attend  confer- 
ence May  1-4;  Letter  to  be  sent  to  Mr.  Oscar  R. 
Ewing  advising  him  that  hotel  reservations  were 
not  requested  for  Mr.  Lais  and  that  this  organiza- 
tion had  expected  an  invitation  to  attend. 

American  Medical  Association  in  re  draft  of 
physicians  and  containing  opinion  of  the  AMA 
in  this  regard  with  request  that  this  organization 
send  a similar  opinion  to  the  Senate  Committee  on 
Armed  Services,  to  the  House  Committee  on  Armed 
Services  and  to  Louisiana  Senators  and  Congress- 
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men  in  Washington;  Secretary  appointed  to  follow 
out  request  made  in  this  telegram. 

ACTION  TAKEN 

Approval  of  suggestion  that  lapel  pin  be  awarded 
members  who  have  practiced  medicine  fifty  or  more 
years. 

Following  trustees  elected  for  a term  of  one  year, 
from  whom  the  Louisiana  Physicians  Service,  Inc. 
will  elect  their  Board  of  Directors:  Drs.  Rhett 
McMahon,  G.  C.  Anderson,  0.  B.  Owens,  W.  L. 
Bendel,  H.  W.  Boggs,  C.  M.  Horton,  P.  T.  Talbot, 
J.  P.  Sanders,  A.  V.  Friedrichs,  J.  W.  Faulk,  E.  L. 
Zander,  M.  D.  Hai'grove,  George  Wright,  W.  P.  D. 
Tilly,  A.  D.  Long,  and  E.  L.  Leckert. 

Following  list  of  laymen  approved,  from  whom 
Louisiana  Physicians  Service,  Inc.  will  elect  four 
members  of  their  Board  of  Directors;  Don  Ewing, 
Pat  Turner,  H.  Barrett,  all  of  Shreveport;  T.  B. 
Bennett  and  S.  G.  Ray,  Baton  Rouge;  H.  D. 
Murchison,  Alexandria;  Frank  Lais,  Jr.,  Ed.  Car- 
riei-e,  Ellis  Hennican,  Edward  Groner,  Ralph  B. 
Reese  and  John  LaNasa,  all  of  New  Orleans. 

House  of  Delegates  went  on  record  as  approv- 
ing proposed  action  of  Texas  delegation  to  AMA 
in  re  efforts  to  have  more  equal  geographic  dis- 
tribution of  representation  on  Board  of  Trustees 
of  AMA. 

Approval  of  continuation  of  Annual  Secretaries 
Conference  similar  to  meeting  held  this  year. 

xMATTERS  DISCUSSED— NO  ACTION  TAKEN 

Edtorial  in  -Journal  of  the  AMA  in  re  rebates, 
kickbacks,  commissions  and  medical  ethics:  No 

action  taken,  pending  action  of  the  AMA  and  gov- 
ernment. 

Legislative  bills. 

Resolution  concerning  activity  of  National  Phy- 
sicians Co>imittee. 

Leprosy  problem. 

RECOMMENDATION  OF  THE  EXECUTIVE 
COMMITTEE 

That  lay  members  be  added  to  Board  of  Direc- 
tors of  Louisiana  Physicians  Service,  Inc. : Ap- 

]>roved. 

REPORTS  OF  OFFICERS  AND  COMMITTEES 
CONTAINING  NO  RECOMMENDATIONS 

Following  reports  received  and  filed:  Secretary- 
Treasurer,  Chairman  of  Council;  Councilors  of 
First,  Second,  Third,  Fourth,  Fifth,  Sixth,  Sev- 
enth and  Eighth  Districts;  Committees — Advisory 
to  Woman’s  Auxiliary,  Aid  to  Indigent  Members, 
Budget  and  Finance,  Cancer,  Council  on  Medical, 
Dental  and  Pharmaceutical  Services,  History  of 
L.  S.  M.  S.,  Industrial  Health,  Journal,  Louisiana 
Physicians  Service,  Inc.,  Medical  Defense,  Medical 
Education,  Medical  Testimony,  Mental  Health,  Na- 
tional Emergency  Medical  Service,  Nutrition,  Pub- 


lic Policy  and  Legislation,  Rural  Medical  Service, 
Scientific  Work,  Study  Rearrangement  of  Annual 
Meeting  Programs,  and  Venereal  Disease  Control. 

REPORTS  OF  OFFICERS  AND  COMMITTEES 
CONTAINING  RECOMMENDATIONS 

President : 

1.  That  the  House  of  Delegates  approve  in 
principle  plan  for  additional  financial  expenditure 
for  activity  of  Council  on  Medical  Service  and 
Public  Relations,  for  guidance  of  the  Budget  and 
Finance  Committee — Approved.  2.  Coordination 
of  activity  of  Council  on  Medical  Service  and  Pub- 
lic Relations  and  Committee  on  Rural  Medical 
Service — Approved.  -3.  Employment  of  secretary 
to  work  with  Council  on  Medical  Service  and  Pub- 
lic Relations,  Committee  on  Rural  Medical  Service 
and  Secretary-Treasurer;  preferably  a Doctor  of 
Medicine — In  view  of  action  on  other  recommenda- 
tions, it  is  not  felt  that  at  the  present  time  em- 
ployment of  an  additional  assistant  secretary  is 
necessary  or  desirable.  4.  Board  of  Directors  of 
Louisiana  Physicians  Service,  Inc.  be  increased  to 
15 — No  action  taken  in  view  of  previous  action 
taken  in  regard  to  addition  of  lay  members  of 
Board.  5.  Board  of  Directors  of  Louisiana  Physi- 
cians Service,  Inc.  may  contain  lay  members,  not 
to  exceed  four — Approved.  6.  Louisiana  State  Med- 
ical Society  select,  annually,  12  laymen  from  whom 
Louisiana  Physicians  Service,  Inc.  must  choose  lay 
members  of  the  Board  of  Directors  of  Louisiana 
Physicians  Service — Approved.  7.  That  the  House 
of  Delegates  consider  granting  an  adequate  in- 
crease in  salary  to  Dr.  P.  T.  Talbot,  Secretary- 
Treasurer — Approved  with  recommendation  that 
this  salary  be  increased  to  $7500.00  per  year;  also 
that  the  salary  of  the  Assistant  Secretary-Treas- 
urer be  increased  to  $3600.00  per  year. 

Committee  on  Congressional  Matters:  1.  That 

the  House  of  Delegates  reaffirm  opposition  to 
Senate  Bill  1290  and  House  Bill  1980  and  that 
Louisiana  Congressmen  and  Senators  in  Washing- 
ton be  notified  accordingly — Approved. 

Committee  on  Corresponding  Library  for  Mem- 
bers of  State  Society:  1.  Discharge  of  the  com- 

mittee is  requested  and  recommended — Approved. 

Committee  on  Hospitals:  1.  That  the  House  of 

Delegates  and  officers  of  the  State  Society  con- 
sider the  -report  and  activities  of  the  Committee 
on  Hospital  Licensure  of  which  Dr.  Paul  Kurzweg 
is  Chairman — Upon  recommendation  of  Chairman 
of  Committee  on  Licensure  Law  for  Hospitals,  re- 
port referred  to  Committee  on  Public  Policy  and 
Legislation.  2.  That  all  hospitals  in  the  state  equip 
the  ambulances  serving  their  institutions  in  accord- 
ance with  the  state  law — Approved.  3.  That  all 
hospitals  in  the  state  have  proper  equipment  for 
emergency  care  of  the  injured — Approved. 

Committee  on  Juvenile  Delinquency:  1.  That  a 
Committee  on  Juvenile  Delinquency  be  continued 
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as  a special  committee  of  the  Louisiana  State 
Medical  Society — Approved. 

Committee  on  Licensure  Law  for  Hospitals: 
1.  That  the  report  of  the  special  committee  on  hos- 
pital licensure  (referred  to  in  the  report  of  the 
Committee  on  Hospitals)  be  referred  to  the  Com- 
mittee on  Public  Policy  and  Legislation  for  re- 
view— Approved. 

Committee  on  Maternal  Welfare:  1.  That  the 
Louisiana  State  Medical  Society  endorse  such  a 
study  (complete  survey  of  maternal  and  fetal 
deaths)  as  a very  worthy  venture  for  the  public, 
the  doctors  and  the  medical  society — Appi’oved 
with  the  further  recommendation  that  the  Secre- 
tary be  instructed  to  so  advise  the  Director  of  the 
State  Department  of  Health,  Dr.  W.  L.  Treuting, 
who  has  stated  he  will  cooperate  in  handling  of 
the  project  if  approved  by  the  State  Society.  2. 
That  an  appropriation  of  $2,000.00  be  approved 
for  the  survey  this  year — Not  approved. 

Committee  on  Resolutions:  1.  That  a copy  of 

this  report  be  incorporated  in  the  minutes  of  this 
meeting  and  that  a copy  be  submitted  to  the  New 
Orleans  Medical  and  Surgical  Journal  for  publica- 
tion— Approved. 

Committee  on  Tuberculosis:  1.  That  the  pro- 

posed Five  Year  Plan  be  re-submitted  to  the  Com- 
mittee on  Tuberculosis  and  that  said  Committee 
be  charged  to  study  the  plan  fully — Approved. 

REPORT  OF  COUNCIL  ON  MEDICAL 
SERVICE  AND  PUBLIC  RELATIONS 

1.  That  an  appropriate  resolution  be  directed  to 
the  cooperating  radio  stations  acknowledging  their 
participation  by  their  contribution  of  radio  time 
for  use  by  the  Council  on  Medical  Service  and 
Public  Relations  in  the  presentation  of  its  health 
program — Approved.  2.  That  an  appropriate  reso- 
lution be  directed  to  the  newspapers  throughout 
Louisiana  acknowledging  the  assistance  given  in 
the  presentation  of  news  to  the  general  public  in 
behalf  of  the  medical  profession — Approved.  3. 
That  the  House  of  Delegates  approve  an  adequate 
budget  for  the  continued  operation  and  expansion 
of  the  services  offered  by  the  Council  on  Medical 
Sez’vice  and  Public  Relations — Appropriation  of 
$10,000.00  approved.  4.  Request  approval  of  Amer- 
ican Association  of  Blood  Banks — Motion  made 
and  carried  that  the  State  Society  support  this 
Association.  5.  Endorsement  of  Health,  Physical 
and  Safety  Education  Program — Approved. 

REPORT  OF  LOUISIANA  PHYSICIANS 
SERVICE,  INC. 

1.  That  four  lay  members  be  added  to  Board  of 
Directors  of  Louisiana  Physicians  Service — Ap- 
proved. 


REPORT  OF  LOUISIANA  STATE  BOARD 
OF  MEDICAL  EXAMINERS 

Report  accepted  and  following  members  recom- 
mended to  Governor  for  appointment  to  fill  vacancy 
in  re  Dr.  Rhett  McMahon:  Drs.  Rhett  McMahon, 

Charles  McVea  and  W.  J.  Norfleet. 

ELECTION  OF  OFFICERS,  COMMITTEES 
AND  DELEGATE  AND  ALTERNATE 
TO  AMA 

President-elect — Dr.  Edwin  H.  Lawson,  New 
Orleans. 

First  Vice-President — Dr.  John  G.  Snelling, 
Monroe. 

Second  Vice-President — Dr.  Ashton  Thomas, 
New  Orleans. 

Third  Vice-President— Dr.  T.  A.  Richardson, 
Minden. 

Chairman,  House  of  Delegates — Dr.  A.  V.  Fried- 
richs, New  Orleans. 

Vice-Chairman,  House  of  Delegates — Dr.  J.  P. 
Sanders,  Shreveport. 

Councilor,  First  District — Dr.  Edwin  L.  Zander, 
New  Orleans. 

Councilor,  Second  District — Dr.  Joseph  Kopfler, 
Kenner. 

Councilor,  Fourth  District — Dr.  Paul  D.  Abram- 
son, Shreveport. 

Councilor,  Fifth  District — Dr.  George  Wright, 
Monroe. 

Committee  on  Journal:  Dr.  C.  M.  Horton, 

Franklin;  3 year  term. 

Committee  on  Medical  Defense:  Dr.  C.  B.  Erick- 
son, Shreveport,  Chairman;  3 year  term.  Dr.  Sam 
Hobson,  New  Orleans;  1 year  term. 

Committee  on  Public  Policy  and  Legislation: 
Dr.  Roy  B.  Harrison,  Chairman;  Dr.  C.  G.  Cole, 
Dr.  P.  T.  Talbot,  all  of  New  Orleans;  Dr.  King 
Rand,  Alexandria;  Dr.  M.  D.  Hargrove;  all  for 
1 year  term. 

Committee  on  Scientific  Work:  Dr.  P.  T.  Tal- 

bot, Chairman;  Dr.  W.  H.  Gillentine;  both  of  New 
Orleans;  Dr.  J.  E.  Knighton,  Jr.,  Shreveport;  all 
for  1 year  term. 

Delegate  to  AMA  1949  and  1950 — Dr.  Val  H. 
Fuchs,  New  Orleans. 

Alternate  to  Delegate  to  AMA  1949  and  1950 — 
Dr.  George  Hauser,  New  Orleans. 

PLACE  OF  1949  MEETING 

Invitation  to  hold  the  1949  Annual  Meeting  in 
New  Orleans  was  accepted. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


SECOND  DISTRICT  MEDICAL  SOCIETY 

The  monthly  dinner  meeting  of  the  Second  Dis- 
trict Medical  Society  met  on  March  25  at  4800 
Airline  Highway.  A symposium  on  fractures  was 
presented.  Dr.  Morgan  Lyons  described  types  of 
fractures;  Dr.  Dan  Baker  discussed  etiology  and 
treatment  of  fractures;  Dr.  Gilbert  Anderson, 
president  of  the  State  Society,  discussed  neuro- 
logical signs  and  symptoms  of  fractures;  Dr.  Lyon 
K.  Loomis  discussed  orthopedic  procedures;  Dr. 
Robert  Sharp  discussed  the  urologic  angles  of 
fractures.  Members  present  were:  Drs.  Kohlman 
Gauthier,  John  W.  Atkinson,  Joel  B.  Gray,  Robert 
Sharp,  William  Clark,  Lyon  K.  Loomis,  Martial 
B.  Casteix,  Adrian  B.  Cairns,  and  John  Earl  Clay- 
ton. Guests  in  attendance  were  Drs.  Gilbert  An- 
dei'son,  Morgan  Lyons,  Dan  Baker,  Everett  L. 
Drewes  and  J.  J.  Bosch  (DDS.) 

At  the  April  dinner  meeting  on  April  15,  the 
members  and  guests  were  given  a vivid,  accurate 
and  comprehensive  review  of  the  Louisiana  State 
Medical  Society  Meeting  at  Monroe  April  12-14. 
President  Robert  Sharp  formally  introduced  the 
new  Councilor  of  the  Second  District,  Dr.  Joseph 
Kopfler  of  Kenner.  Dr.  Kopfler  is  one  of  the 
charter-founder  members  of  the  Second  District 
Medical  Society  and  is  the  oldest,  in  point  of 
service,  member  of  the  organization.  The  Secre- 
tary, who  was  the  official  delegate,  gave  a sum- 
mary of  the  events  which  occurred  in  the  House 
of  Delegates.  Members  present  were  Drs.  William 
B.  Clark,  Robert  F.  Sharp,  Lyon  K.  Loomis,  Floyd 
Hindelang,  Earl  Kent,  John  W.  Atkinson,  John 
Earl  Clayton,  Joseph  S.  Kopfler,  Joel  B.  Gray, 
Martial  B.  Casteix  and  Philip  P.  LaBruyere. 
Guests  were  Drs.  Vincent  D’Ingianni,  J.  D.  Mateau 
(DDS)  and  W.  Jay  Elmer  (DDS). 

The  next  regular  monthly  dinner  meeting  of 
the  Society  will  be  held  at  Wigwam  Restaurant, 
4800  Airline  Highway,  Thursday  evening  at  8:00 
p.  m.  on  May  20.  Dr.  A.  V.  Friedrichs,  Chairman 
of  Council  on  Medical  Service  and  Public  Rela- 
tions of  the  Louisiana  State  Medical  Society,  will 
demonstrate  charts  and  exhibits  shown  to  the 
House  of  Delegates  at  the  State  Society  meeting 


in  Monroe.  Reservations  for  dinner  ($3.00)  may 
be  obtained  through  the  Secretary,  Dr.  Joel  B. 
Gray,  476  Metairie  Road,  New’ Orleans  20. 


POSTGRADUATE  COURSE  IN  PEDIATRICS 

Under  the  sponsorship  of  Louisiana  State  Uni- 
versity School  of  Medicine  and  Louisiana  State 
Department  of  Health  a postgraduate  course  in 
pediatrics  was  conducted  for  the  period  April  5-9 
inclusive.  Some  thirty-five  practicing  physicians 
from  the  less  densely  populated  areas  of  the  state 
were  in  attendance.  The  course  was  at  Louisiana 
State  University  School  of  Medicine  and  in  the 
wards  of  Charity  Hospital  and  covered  many  of 
the  more  important  phases  of  pediatrics. 

Speakers  from  outside  the  state  included  Dr. 
Harold  E.  Harrison,  pediatrician-in-chief,  Balti- 
more City  Hospital,  and  associate  professor  of 
pediatrics  of  the  John  Hopkins  University  and  Dr. 
Horace  L.  Hodes,  medical  director  Sydenham  Hos- 
pital and  associate  professor  of  pediatrics  of  the 
Johns  Hopkins  University.  Dr.  Vernon  W.  Lip- 
pard,  dean  of  L.  S.  U.  School  of  Medicine,  Dr. 
Myron  E.  Wegman,  professor  of  pediatrics  and 
othet  members  of  the  faculty  of  medicine  also 
took  part. 

This  course  is  part  of  the  continuation  program 
for  the  practicing  physicians- of  the  state  which 
L.  S.  U.  and  the  Louisiana  State  Department  of 
Health  are  developing  both  at  the  university  and 
throughout  the  state. 


NEWS  ITEMS 

Doctors  C.  Merrill  Whorton  and  Frank  C.  Wo- 
mack will  join  the  faculty  of  the  School  of  Medi- 
cine, Louisiana  State  University,  as  assistant  pro- 
fessors of  pathology  on  July  1,  1948.  Dr.  Whor- 
ton is  at  present  associated  with  the  Mallory  In- 
stitute of  Pathology  at  Boston  City  Hospital  and 
is  now  on  the  staff  of  Tufts  Medical  College.  He 
graduated  at  Vanderbilt  University  in  1941  and 
during  the  war  was  a member  of  the  malaria  re- 
search unit  at  the  University  of  Chicago.  Dr. 
Womack  is  at  present  an  instructor  in  pathology 
at  the  Vanderbilt  University  School  of  Medicine. 
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He  also  received  the  M.  D.  degree  at  Vanderbilt 
in  1941  and  served  in  the  Navy  during  the  war. 

A grant  of  $15,364  has  been  received  from  the 
War  Department  for  continuation  of  studies  on 
bacitracin  in  the  Department  of  Surgery.  The 
investigation  was  inaugurated  on  July  1,  1947  on 
a previous  grant  of  $15,222  from  the  same  source. 

The  National  Cancer  Institute,  U.  S.  Public 
Health  Service,  has  awarded  to  the  School  of 
Medicine,  Louisiana  State  University,  a grant  of 
$19,941  effective  July  1,  1948  for  development 
of  the  teaching  and  research  programs  in  cancer. 
Dr.  Walter  J.  Burdette,  assistant  professor  of 
surgery,  has  been  designated  coordinator  of  the 
cancer  progi-am  . 


CANADIAN  ROCKY  MOUNTAIN  VACATION 

The  Oklahoma  State  Medical  Association  an- 
nounces through  Dick  Graham,  Executive  Secre- 
tary, that  they  will  sponsor  for  the  third  time  a 
post  convention  tour  in  conjunction  with  the  AMA 
convention  which  is  to  be  held  this  year  at  Chicago 
June  19-25.  They  wish  to  extend  a special  invita- 
tion to  the  physicians  and  wives  of  Louisiana  to 
join  them  on  their  trip  to  the  Canadian  Rockies. 

This  13  day  tour  is  all-expense  and  starts  from 
Chicago  on  Friday,  June  25  at  1:15  p.  m.,  at  the 
close  of  the  AMA  Convention.  They  will  visit 
•Jasper  National  Park,  Columbia  Icefield,  Lake 
Louise,  Banff,  as  well  as  spending  one  day  at  the 
Calgary  Stampede  before  returning  back  to  Chi- 
cago on  July  7.  The  trip  includes  the  choice  of 
menu,  finest  of  hotels  with  de  luxe  Pullman  ac- 
commodations as  well  as  complete  sightseeing 
program.  All  transfers  and  baggage  handling  are 
also  included.  The  tour  will  be  under  the  personal 
direction  of  Mr.  Harry  E.  Kornbaum  who  has  con- 
ducted the  two  previous  Oklahoma  Medical  Asso- 
ciation Tours,  last  year  Quebec  and  the  previous 
year  to  San  Francisco  and  the  Pacific  Northwest. 

This  tour  will  be  a special  train  and  limited  to 
130  reservations.  Pullman  accommodations  will 
be  assigned  in  order  of  reservations  received.  For 
those  who  are  interested,  write  direct  to  Mr.  Dick 
Graham,  executive  Secretary,  Oklahoma  City, 
Oklahoma.  A complete  day  by  day  itinerary  with 
prices  will  be  forwarded. 


SOUTHERN  PEDIATRIC  SEMINAR 

The  Twenty-eighth  Annual  Session  of  the 
Southern  Pediatric  Seminar  is  to  be  held  at  Sa- 
luda, North  Carolina,  July  5-.July  17.  This  pedi- 
atric organization  was  recently  incorporated  as 
a nonprofit  endeavor,  dedicated  to  the  cause  of 
pediatrics  in  the  South.  Its  efforts  in  the  past 
have  been  directed  toward  betterment  of  pedia- 
trics in  its  many  phases,  and  the  presentation  of 
a well-rounded,  short  course  in  which  Southern 
pediatricians  give  papers  and  conduct  discussions. 

There  are  some  72  sessions  spread  over  a period 
of  two  weeks.  The  time  of  the  visiting  pediatri- 


cian appears  to  be  occupied  in  full  from  9:00  in 
the  morning  until  4:30  in  the  afternoon.  There 
are  six  night  sessions,  some  of  which  are  devoted 
to  the  problems  of  pediatrics,  and  some  to  the 
lighter  phases  of  the  pediatricians’  existence. 

The  program  appears  to  be  a very  inviting  one. 
The  prospect  is  that  the  session  will  be  enjoyed 
profitably  and  pleasurably  during  this  July  meet- 
ing as  they  have  been  in  the  past. 


MEDICAL  ALUMNI  DINNER 

University  of  Pennsylvania  Medical  Alumni  will 
hold  a dinner  at  the  Convention  of  the  American 
Medical  Association  in  Chicago,  Wednesday,  June 
23  at  the  Lake  Shore  Club,  850  Lake  Shore  Drive. 
On  arrival  in  Chicago,  alumni  should  contact  Miss 
Frances  R.  Houston,  Executive  Secretary  of  the 
Medical  Alumni  Society,  at  the  University  of 
Pennsylvania  registration  booth. 


AMERICAN  UROLOGICAL  ASSOCIATION 

The  Southeastern  Section  of  the  American  Uro- 
logical Association  announces  receipt  of  a $1000 
donation  from  Mr.  and  Mrs.  William  R.  McEwen, 
Ft.  Lauderdale,  Florida.  The  Fund  is  to  be  used 
to  stimulate  research  on  the  problem  of  “Urinary 
Bladder  Dysfunction.”  An  award  of  $250  will  be 
made  for  the  best  essay  presented  before  the 
annual  meeting  of  the  Southeastern  Section.  Com- 
petition is  open  to  men  who  have  graduated  from 
medical  school  within  the  past  ten  years.  Further 
information  may  be  obtained  by  writing  to  Dr. 
Russell  B.  Carson,  408  Sweet  Building,  Ft.  Lauder- 
dale, Florida,  Secretary-Treasurer  of  the  South- 
eastern Section  of  the  A.U.A. 


AMERICAN  COLLEGE  OF  SURGEONS 
APRROVES  USE  OF  NURSE 
ANESTHETISTS 

The  Board  of  Regents  of  the  American  College 
of  Surgeons,  at  a meeting  on  February  22, 
adopted  the  following  resolution  commending  the 
services  of  nurses  who  have  had  special  training 
in  the  administration  of  anesthesia  and  recom- 
mending the  continuance  of  training  courses  in 
this  field  for  nurses.  “The  American  College  of 
Surgeons  regards  with  deep  concern  the  actions 
of  some  physician  anesthesiologists  in  giving  the 
impression  to  the  laity  in  the  public  press  that  it 
is  unsafe  for  experienced  nurse  anesthetists  to 
conduct  surgical  anesthesia.  While  it  supports  the 
increasing  tendency  of  having  physician  anesthesi- 
ologists in  charge  of  surgical  anesthesia,  it  de- 
plores at  this  time  any  propaganda  for  the  elim- 
ination of  the  trained  nurse  anesthetist.  On  the 
contrary,  the  Amei’ican  College  of  Surgeons  is  of 
the  opinion  that,  in  view  of  the  inadequacy  in 
number  of  the  physician  anesthesiologists  and  in 
view  of  the  splendid  record  of  achievement  of 
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the  nurse  anesthetists,  institutions  engaged  in 
the  training  of  nurses  for  this  purpose  should  be 
encouraged  to  continue  their  programs.” 


POST  GRADUATE  COURSES 

The  Chicago  Medical  Society  is  offering  physi- 
cians of  the  country  two  postgraduate  courses  in 
September.  A course  in  hematology  and  neurol- 
ogy will  be  given  September  13-18  and  another 
in  cardiovascular  and  respiratory  diseases  will  be 
given  September  20-25. 

The  sessions  will  be  held  in  Thorne  Hall  on 
Northwestern  University  Medical  School  campus. 

An  outstanding  group  of  teachers  from  all  sec- 
tions of  the  United  States  will  make  up  the  fac- 
ulty. 

Information  may  be  secured  by  writing  the 
Chairman,  Committee  on  Postgraduate  Medical 
Education,  Chicago  Medical  Society,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 


SAN  ANTONIO  ASSEMBLY 

The  International  Post-Graduate  Medical  As- 
sembly of  Southwest  Texas  will  be  held  in  San 
Antonio,  Texas,  January  25-26-27,  1949.  Dr.  Boen 
Swinny,  San  Antonio,  Texas,  President;  Dr.  John 
J.  Hinchey,  San  Antonio,  Texas,  Secretary. 


WOMAN’S  AUXILIARY 

In  the  March  26  issue  of  the  Shreveport  Journal 
articles  and  pictures  on  “The  Preservation  of 
Medical  Cultural  Items”  were  given  noticeable 
space.  This  work  was  most  outstanding  and  Caddo 
Parish  is  to  be  complimented  on  such  a outstand- 
ing accomplishment.  Caddo  Parish  has  given  this 
interesting  project  the  enthusiasm  it  deserves  and 
their  work  in  turn  gives  the  general  public  an 
awareness  of  what  our  Auxiliaries  can  accomplish. 

The  Woman’s  Auxiliary  to  the  American  Med- 
ical Association  extends  a most  cordial  invitation 
to  all  women  who  are  Auxiliary  members  or 
guests  of  physicians  attending  the  convention  of 
the  American  Medical  Association  to  participate 
in  all  social  functions  and  attend  the  general 
sessions.  Whether  Auxiliary  members  or  not,  the 
wives  of  doctor’s  will  be  most  welcome. 

The  American  Medical  Association’s  twenty- 
fifth  Annual  Meeting,  or  Convention,  is  to  be  held 
in  Chicago,  June  21-25.  Headquarters  will  be  at 
the  Hotel  LaSalle. 

I wish  to  thank  the  members  of  the  Advisory 
Committee  of  the  Louisiana  State  Medical  Society, 
the  Auxiliaries  and  the  New  Orleans  Medical  and 
Surgical  Journal  for  their  splendid  co-operation 
during  my  year  as  Press  & Publicity  Chairman 
and  extend  my  best  wishes  and  support  to  your 
new  Press  & Publicity  Chairman. 

Mrs.  Charles  E.  Allen,  Jr., 
Press  & Publicity  Chairman. 


o- 


BOOK  REVIEWS 


Curare.  Its  History,  Nature,  ayid  Clinical  Uses 

By  A.  R.  McIntyre,  M.  D.,  Ph.  D.  Chicago,  The 

University  of  Chicago  Press,  Publisher,  1947. 

Pp.  240.  Price,  $5.00. 

This  publication  is  timely  due  to  the  current  in- 
terest in  the  clinical  use  of  curare.  The  author 
is  well  qualified  to  review  this  subject.  Dr.  Mc- 
Intyre, Professor  of  Pharmacology  in  The  College 
of  Medicine,  University  of  Nebraska,  has  been  ac- 
tively engaged  in  a laboratory  study  of  the  action 
of  curare  for  several  years.  He  has  also  been  in 
close  touch  with  clinical  developments  in  this  field 
as  a result  of  his  own  observations  and  through 
those  of  his  associate  Dr.  A.  E.  Bennett  who  has 
had  extensive  experience  with  the  use  of  curare 
in  patients. 

Particularly  interesting  to  the  reviewer  are  the 
chapters  concerned  with  the  historical  and  geo- 


graphical aspects  of  the  subject,  including  numer- 
ous verbatim  accounts  of  the  early  explorers  of 
the  Amazon,  Orinoco  and  Essequibo  river  basins. 
A review  of  the  sources  of  curare  has  been  diffi- 
cult due  to  the  indefinite  botanical  information 
supplied  by  early  investigators  but  the  literature 
of  the  past  twenty  years  has  done  much  to  bring 
order  out  of  chaos.  Although  a number  of  alka- 
loids have  been  isolated  from  various  preparations 
of  curare,  information  relating  the  principles  to 
botanical  sources  is  largely  speculative.  A notable 
exception  in  this  regard  is  that  of  d-tubocurarine, 
the  important  constituent  of  Intocostrin,  the  source 
of  this  alkaloid  being  established  as  Chondroden- 
dron  tomentosum.  Various  species  of  Chondroden- 
dron  and  of  Strychnos  are  the  principle  if  not  the 
only  sources  of  the  curare  alkaloids. 

In  the  chapters  dealing  with  the  action  of  curare 
particular  attention  is  given  to  the  well  known 
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peripheral  effect  on  skeletal  muscle.  Experiments 
with  curare  in  the  19th  century  were  intimately 
associated  with  the  elucidation  of  nerve-muscle 
physiology  and  this  is  true  to  a considerable  ex- 
tent even  to  the  pi’esent  time.  It  would  be  a dif- 
ficult task  to  confine  an  adequate  review  of  the 
extensive  literature  within  reasonable  limits,  how- 
ever a possible  criticism  is  that  the  chapters  on 
this  subject  might  have  been  amplified  to  some 
extent.  For  a reader  not  already  conversant  with 
the  literature  of  this  field,  it  is  difficult  to  appre- 
ciate the  significance  of  the  discussion  in  many 
instances.  The  author  believes  that  the  action  of 
curare  and  of  other  drugs  affecting  its  action  are 
most  readily  explainable  by  acceptance  of  the 
theory  of  chemical  mediation  of  the  nerve  impulse 
to  skeletal  muscle. 

In  addition  to  the  discussion  of  the  typical  ac- 
tion of  curare  on  skeletal  muscle,  other  less  known 
actions  are  reviewed  including  those  on  the  circu- 
lation, respiration,  viscera  and  on  miscellaneous 
functions  and  structures.  Of  interest,  particularly 
in  relation  to  its  use  in  general  anesthesia,  is  evi- 
dence for  a depressant  action  on  the  central  ner- 
vous system.  In  a consideration  of  the  clinical 
uses  of  curare  attention  is  given  to  early  attempts 
to  apply  its  action  in  tetanus  and  in  certain  other 
conditions.  The  availability  of  a standardized 
preparation  in  recent  times  has  given  impetus  to 
a variety  of  applications,  particularly  in  shock 
therapy  and  in  general  anesthesia.  The  author 
realizes  that  the  present  recommendations  of  its 
use  as  a therapeutic  agent  may  have  to  be  modi- 
fied and  takes  a conservative  attitude  regarding 
its  true  or  ultimate  value,  pointing  out  also  that 
much  is  still  to  be  learned  regarding  its  effects  on 
neuromuscular  metabolism. 

Interest  is  added  in  that  the  book  is  not  only  a 
review  of  the  literature  but  is  interspersed  with 
references  to  the  author’s  personal  researches  and 
opinions  on  various  phases  of  the  subject.  An  ex- 
tensive bibliography  accompanies  each  chapter 
and  a subject  and  author  index  is  appended. 

Ralph  G.  Smith,  M.  D. 

Synopsis  Of  Obstetricts : By  J.  C.  Litzenberg, 

B.  Sc.,  M.  D.,  F.'  A.  C.  S.,  St.  Louis,  C.  V. 

Mosby  Company,  1947.  3rd  ed.  Pp.  416.  Price, 

$5.50. 

In  the  third  edition  of  this  book,  which  contains 
157  illustratoins,  the  author  has  added  not  only 


the  usual  corrections  and  revisions  of  a new  edi- 
tion, but  has  completely  rewritten  the  following 
subjects  in  this  synopsis  of  obstetrics: 

1.  The  diagnosis  of  pregnancy,  with  especial  ref- 
erence to  trustworthy  laboratory  tests  of  preg- 
nancy. 

2.  Relief  of  pain  in  labor. 

3.  Diabetes  in  pregnancy. 

4.  Puerperal  infections  and  skin  treatment  with 
sulfonamides  and  penicillin. 

5.  The  relation  of  the  Rh  factor  to  pregnancy. 

In  reading  the  entire  synopsis  one  notes  that  a 

few  well  established  facts  were  not  considered  by 
the  author: 

1.  The  effect  on  the  fetus  of  certain  infectious 
diseases  in  the  mother,  particularly  German 
measles. 

2.  The  importance  of  the  midplane  contraction. 

3.  The  use  of  podophyllin  in  condyloma  accu- 
minata. 

4.  Amniotic  fluid  as  a cause  of  pulmonary  em- 
bolism and  sudden  death  of  the  mother. 

5.  The  use  of  the  sympathetic  block  in  the  treat- 
ment of  thrombophlebitis  of  the  lower  extremity. 

6.  The  use  of  antibiotics  and  chemotherapy  pro- 
phylactically  in  prolonged  labor. 

Two  recommendations  cannot  be  accepted: 

a)  The  emphasis  of  median  episiotomy  over  the 
safer  medio-lateral  type  and 

b)  The  induction  of  labor  in  eclampsia,  following 
the'  control  of  convulsions  by  the  use  of  bougies 
and  bags. 

Otherwise  this  continues  to  be  an  excellent,  brief 
but  reasonably  adequate  discussion  and  evaluation 
of  obstetrics. 

Calvin  M.  Johnson,  M.  D. 


ALLERGY  IN  THEORY  AND  PRACTICE 

Allergy  in  Theory  and  Practice:  Robert  A.  Cooke, 
M.  D.,  Sc.  D.,  F.  A.  C.  P.,  W.  B.  Saunders  Com- 
pany, Philadelphia,  1947.  Pp.  572.  Price,  $8.00. 

This  book  is  an  excellent  condensation  of  the 
present  day  concepts  of  clinical  allergy.  It  clearly 
represents  the  opinions  of  Dr.  Cooke,  and  to  a 
great  extent  the  ideas  of  the  Eastern  group  of 
allergists.  Dr.  Cooke  was  one  of  the  pioneers  in 
clinical  allergy,  and  he  has  therefore  a first  hand 
knowledge  of  the  development  of  this  specialty. 
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He,  himself,  has  been  a most  important  contrib- 
utor. 

He  clearly  recognizes  the  importance  of  infec- 
tion in  allergic  states.  His  chapters  on  the  respira- 
tory manifestations  of  allergy  emphasize  the  im- 
portance of  this  factor,  and  provide  the  clinical 
allergist  with  a great  deal  of  sound  information. 
He  is  attending  Physician  and  Director  of  the  De- 
partment of  Allergy  at  the  Roosevelt  Hospital  in 
New  York,  and  many  studies  on  the  association 
of  sinus  infection  with  these  allergic  states  have 
been  made  in  this  institution. 

Because  of  his  comprehensive  knowledge.  Dr. 
Cooke  has  been  able  to  assemble  and  clarify  our 
ideas  on  various  topics.  He  suggests  some  new 
clinical  classifications,  which  are  improvements  on 
the  older  ones.  For  instance,  he  divides  the  two 
main  varieties  of  allergic  dermatitis  into  the  ex- 
trinsic (contact)  and  intrinsic  (neurodermatitis) 
types.  He  feels  that  the  two  conditions  are  closely 
related,  and  therefore  an  antigen  may  at  times 
produce  dermatitis  by  ingestion  or  by  external 
contact.  There  are  many  fine  illustrations  in  the 
book. 

Various  eminent  contributors  aided  him,  and 
wrote  several  of  the  chapters.  However,  there  is 
one  criticism  which  should  be  made.  A prominent 
local  ophthalmologist  made  several  criticisms  of 
the  chapter  on  allergy  of  the  eye.  These  remarks 
would  not  have  been  justified  if  the  material  had 
been  assembled  with  the  assistance  of  an  ophthal- 
mologist. However,  it  is  most  likely  that  an 
ophthalmologist  did  read . the  chapter,  and  that 
these  local  criticisms  may  not  represent  anything 
more  than  a difference  of  opinion.  No  two  medi- 
cal men  think  exactly  alike  on  any  topic. 

All  in  all  I consider  this  book  to  be  a very 
valuable  contribution,  and  should  particularly  be 
read  by  otorhinolaryngologists,  dermatologists, 
and  pediatricians.  In  several  medical  specialities, 
the  importance  of  the  allergy  factor  has  too  often 
been  overlooked,  disregarded,  or  inadequately 
handled.  The  book  provides  an  effective  way  for 
medical  men  to  gain  accurate  knowledge  of  the 
interrelationship  of  allergy  to  various  fields  of 
medicine,  and  gives  them  an  idea  of  the  complex- 
ity and  detail  connected  with  the  specialty  of 
allergy.  Allergy  is  now  a definite  field  of  medi- 
cine and  can  no  longer  be  ignored. 


Four  Hundred  Years  of  a Doctor’s  Life-.  By  George 
and  Beate  Caspari-Rosen,  M.  D.  New  York, 
Schuman,  1947.  Pp.  429.  Price,  $5.00. 

A most  interesting  and  unique  book.  The  years 
of  a doctor’s  life  from  the  cradle  to  the  grave  are 
dealt  with  in  the  form  of  excerpts  from  the  bio- 
graphies and  autobiographies  of  the  great  and 
near  great  in  medicine.  In  numbers,  he  quotes 
from  the  lives  of  over  eighty  doctors.  In  time  he 
traverses  four  centuries.  The  choice  of  a vocation 
and  an  avocation  are  charmingly  related  and  selec- 
tions from  poems  and  letters  add  considerably 
to  the  book.  They  depict  doctors  turned  literati, 
and  politicians  and  other  professionals  turned 
medicos  for  their  happiness  and  comfort. 

One  may  spend  hours  of  real  pleasant  reading. 
If  one  looks  for  the  ingredients  that  make  for 
success,  he  finds  in  all  the  same  components,  but 
in  each  the  proportions  vary  and  that  is  the 
elusiveness  in  the  search  for  the  formula  of 
triumph.  One  gains  the  impression  as  he  reads 
this  volume  that  the  important  thing  is  not  that 
humans  have  so  many  weaknesses,  but  that  despite 
these  many  frailties  they  are  able  to  rise  to  such 
gieat  heights  and  overcome  wellnigh  impossible 
obstacles  in  their  paths. 

The  format  of  the  book  is  good.  There  is  a 
good  bibliography  which  should  prove  of  interest 
to  anyone  interested  in  reading  still  farther  into 
the  lives  of  their  medical  ancestors  of  every  roll 
and  clime,  and  of  all  positions  in  society. 

I.  L.  Robbins,  M.  D. 


Textbook  of  General  Surgery.  By  Warren  H.  Cole 
M.  D.,  F.  A.  C.  S.  and  Robert  Elman,  M.  D., 
F.  C.  S.  Appleton-Century  Company,  New 
York,  5th  Ed.,  1948.  Pp.  1160.  Price,  $11.00. 

The  5th  edition  of  Cole  and  Elman’s  Textbook 
of  General  Surgery  brings  up  to  date  the  advances 
in  surgery  which  have  developed  since  the  publi- 
cation of  the  previous  edition.  This  includes  anti- 
biotic therapy,  surgery  of  congenital  vascular 
anomalies,  surgery  of  the  sympathetic  nervous 
system  and  recent  advances  in  thoracic-  surgery. 

The  basic  principles  and  practical  considera- 
tions of  the  surgical  diseases  are  clearly  and 
briefly  reviewed.  Controversial  material  and 
lengthy  discussions  are  omitted,  while  diagnostic 
and  therapeutic  methods  most  readily  adaptable 
for  use  in  general  practice  have  been  stressed  by 
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the  authors.  An  appropriate  bibliography  is  in- 
cluded after  each  chapter  for  those  who  wish  de- 
tailed reading. 

Ernest  DeBakey,  M.  D. 


Pharmacology,  Therapeutics  and  Prescription 

Writing:  By  Walter  Arthur  Bastedo,  Ph.  G., 

Ph.  M.  (Hon.),  M.  D.,  Sc.  D.  (Hon.),  F.  A.  C.  P. 

5th  Ed.  Philadelphia,  W.  B.  Saunders  Company, 

1947.  Pp.  840.  Price,  ^8.50. 

The  present  edition  of  this  well  known  textbook 
is  an  extensive  revision  of  that  which  appeared 
in  1937.  The  rapid  advances  in  pharmacology  and 
drug  therapy  which  have  been  made  since  that 
time  have  necessitated  also  the  addition  of  sev- 
eral new  sections.  In  the  latter  connection  con- 
sideration is  given  to  therapy  with  amino  acids, 
the  use  of  blood,  blood  fractions  and  blood  sub- 
stitutes and  to  the  pathologic  physiology  of  shock 
and  its  management.  The  newer  coagulant  pre- 
pax-ations  such  as  thrombin,  fibrin  foam,  gelatin 
sponge,  vitamin  K and  the  anticoagulants  heparin 
and  dicumarol  receive  special  attention.  Naturally 
the  sulfonamides  and  antibiotics  also  receive  ade- 
quate coverage.  In  a further  list  of  newer  drugs 
there  may  also  be  included  folic  acid,  rutin,  propyl 
thioui'acil  and  BAL.  The  section  of  digitalis  shows 
considerable  revision  in  keeping  with  the  increas- 
ing importance  of  pure  glycosidal  preparations  in 
present  day  therapy.  Likewise  the  section  on  the 
treatment  of  syphilis  has  been  rewritten  to  in- 
clude the  use  of  the  more  recent  preparations  of 
arsenic  and  bismuth  and  modern  theories  of  action 
of  the  former.  Of  course  penicillin  is  also  con- 
sidered in  this  connection.  The  above  citations 
are  by  no  means  a comprehensive  list  of  the  revi- 
sions but  merely  illustrate  their  nature.  In  addi- 
tion to  therapeutic  agents  the  actions  of  some  of 
the  more  important  poisons  such  as  carbon  mon- 
oxide, cyanides  and  lead  are  discussed.  The  sec- 
tion on  tobacco  is  more  extensive  than  those  in 
most  textbooks  of  pharmocology.  As  in  previous 
editions  some  twenty  pages  are  allotted  to  pre- 
scription writing.  One  deficiency  from  the  stand- 
point of  the  modern  student  is  the  dearth  of  struc- 
tural formulae.  In  view  of  the  present  interest 
in  the  relationship  of  chemical  structure  to  phar- 
macologic action  such  information  would  be  ap- 
preciated. A second  shortcoming  is  the  lack  of 
either  sectional  or  general  biliographies.  Although 
in  the  text  the  name  of  the  author  with  date  is 
commonly  mentioned  this  practice  does  not  make 
the  reference  as  easily  available. 

The  general  approach  to  the  subject  of  phar- 
macology has  not  been  modified  from  previous 
editions.  As  stated  by  the  author  in  the  preface 
* * * “our  guide  throughout  has  been  the  need 
of  the  physician  who  employs  drugs  in  the  treat- 


ment of  sick  patients.”  In  other  words  the  book 
is  written  essentially  with  a therapeutic  approach 
and  should  be  of  interest  and  value  to  the  prac- 
tising physician. 

Ralph  G.  Smith,  M.  D. 


A Manual  of  Pharmacology  au^d  Its  Applications  to 

Therapeutics  and  Toxicology : By  Torald  Soll- 

mann,  M.  D.  7th  Ed.  Philadelphia,  W.  B.  Saun- 
ders Company,  1948.  Pp.  1132.  Price,  $11.50. 

Those  who  are  familiar  with  previous  editions 
of  this  text  will  be  immediately  impressed  by  the 
new  format  of  two  columns  on  a somewhat  larger 
page.  In  other  respects,  such  as  the  arrangement 
of  subject  matter  and  the  general  nature  of  its 
presentation  there  is  little  change.  In  each  section 
a digest  of  the  subject  under  consideration  ap- 
pears in  regular  type.  This  is  followed,  in  small 
type,  by  more  detailed  information  and  citations 
from  the  literature.  The  subject  of  pharmacology 
is  covered  systematically  with  stress  on  those 
drugs  used  in  modern  therapy.  As  has  been  the 
case  with  each  revision  there  is  some  abridgement 
of  information  on  drugs  falling  gradually  into 
disuse  to  make  way  for  newer  medicaments.  This 
however,  is  particularly  true  in  this  edition,  ap- 
pearing after  the  extensive  developments  of  the 
war  years.  New  emphasis  is  placed  on  chemo- 
therapy with  the  inclusion  of  the  antibiotic  agents 
and  of  advances  made  in  our  knowledge  of  the 
sulfonamides,  antimalarial  agents  and  those  anti- 
monials  which  are  of  value  in  the  treatment  of 
certain  tropical  diseases.  The  antihistaminic  and 
antithyroid  dx’Ugs,  folic  acid,  purified  prepax-ations 
of  curare,  dicixmarol  and  the  nitrogen  mustards 
receive  attention.  More  space  is  given  to  heparin, 
vitaixiin  K and  pux’ified  glycosidal  preparations  of 
digitalis  than  previously,  in  keeping  with  increas- 
ing expex'ience  with  these  coixxpounds.  Further, 
the  text  is  not  restricted  to  therapeutic  agents  but 
contains  information  oix  the  xxiore  common  poi- 
sons, and  the  recently  developed  insecticides, 
rodenticides  and  weed  killers.  From  the  stand- 
point of  the  variety  of  subject  matter  “Sollmann” 
is  more  comprehensive  than  most  textbooks  of 
pharmacology  and  a student  of  this  subject  may 
find  much  detailed  information  here  ixot  readily 
available  elsewhere.  The  usual  extensive  biblio- 
graphy has  been  revised  and  restricted  to  papers 
which  have  appeared  within  the  past  twenty  years. 
“Sollmamx”  is  not  as  readable  as  ixxany  works  of 
fiction  but  it  is  recommeixded  as  an  excellent  up- 
to-date  reference  book  on  pharmacology. 

Ralph  G.  Smith,  M.  D. 
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CLINICAL  OBSERVATIONS  ON  THE 
TREATMENT  OF  THE  ALCOHOLIC* 

ROY  CARL  YOUNG,  M.  D.f 
Covington 

This  report  is  based  on  the  study  and 
treatment  of  2275  sanitarium  cases  of  alco- 
holism, the  majority  of  which  were  ob- 
served and  studied  for  at  least  four  weeks. 
It  expresses  some  of  the  observations  that 
I have  made  in  the  management,  study  and 
treatment  of  the  alcoholic  patient. 

The  alcoholic  suits  admirably  the  caption, 
“Sick  in  body  and  sick  in  mind.”  His  case 
is  primarily  one  for  the  psychiatrist,  as  al- 
coholism has  its  basic  starting  point  in  the 
psychic  sphere.  Contributing  causes  may 
be  timidity,  bashfulness,  feelings  of  inade- 
quacy or  inferiority,  or  deeper  personality 
maladj  ustments. 

It  is  at  this  initial  stage  that  psychiatrists 
prefer  to  come  in  contact  with  the  case. 
Psychiatric  consultations  and  guidance  for 
these  patients  would  prevent  the  progress 
of  emotional  problems,  and,  with  proper  in- 
sight and  confidence  restored,  there  would 
not  be  the  resultant  tensions  and  somatic 
symptoms  that  so  often  lead  to  a flight  into 
alcoholism  as  a temporary  or  permanent 
escape  mechanism. 

The  younger  an  addict  started  drinking 
the  harder  will  be  the  problem  of  cure,  pos- 
sibly because  of  alcohol’s  effect  on  imma- 
ture emotions.  , I have  in  mind  those  pa- 
tients who  started  drinking  during  their 


*Read  before  Southern  Psychiatric  Association, 
October  13-14,  1947,  Birmingham,  Alabama. 

fMedical  Director  Fenwick  Sanitarium,  Coving- 
ton, Louisiana. 


early  high  school  days.  A history  of  in- 
ebriety at  the  age  of  fourteen,  fifteen  and 
sixteen  is  not  an  infrequent  occurrence. 

The  development  of  the  alcoholic  is,  as  a 
rule,  not  rapid  until  a certain  point  is 
reached.  Alcoholism  then  develops  with 
alarming  rapidity.  In  my  observation,  this 
point  is  reached  when  the  narcotic  effect  of 
the  alcohol  is  sought.  The  victim  then 
drinks  to  blot  out,  temporarily  at  least,  all 
conscious  memories.  Frequently,  under  the 
effects  of  the  drug,  as  a result  of  continued 
drinking,  the  waking  and  passing  out  either 
ends  disastrously  or  toxic  symptoms  de- 
velop, such  as  hallucinosis,  delirium  trem- 
ens, partial  starvation,  and  acute  avitami- 
nosis. 

Psychiatry  is  the  door  to  the  hidden 
forces  that  cause  the  patient  to  become  an 
alcoholic  addict.  It  is  my  conclusion  that 
each  alcoholic  patient  can  give  the  psychia- 
trist all  the  letters  of  the  alphabet  necessary 
to  spell  success  in  his  case.  There  may  be 
exceptions,  but  in  my  clinical  experience 
these  are  rare.  I do  not  mean  to  imply  that 
these  cases  are  as  simple  as  A.B.C.,  but  I 
do  believe  that,  during  the  course  of  several 
weeks  to  two  months,  the  psychiatrist  will 
find  the  key  to  the  case,  provided  the  alco- 
holic patient  is  willing  to  cooperate  and 
really  wants  the  help  the  psychiatrist  can 
give  him.  Many  times  I have  seen  a pa- 
tient who  would  not  frankly  discuss  his 
problems — even  deny  things  I knew  posi- 
tively were  true — and  later  take  the  atti- 
tude that  he  had  fooled  the  physician.  This 
non-cooperation  on  the  part  of  the  patient, 
even  though  cooperating  in  all  other  re- 
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spects,  cannot  result  in  anything  except 
failure  of  the  patient  to  make  an  adjust- 
ment. Every  psychiatrist  can  help  every 
alcoholic  if  that  alcoholic  really  wants  help. 

We,  as  psychiatrists,  can  understand 
these  mental  mechanisms  of  non-coopera- 
tion, but  at  times  it  is  extremely  difficult 
to  get  the  patient  to  give  his  full  response. 
It  requires  tact,  diplomacy,  and  training, 
and  sometimes  one  wonders,  “Who  the  devil 
wants  to  be  a diplomat!”  The  non-coopera- 
tive type  will  often  respond  to  psychiatric 
studies  after  two  or  three  weeks,  whereas 
psychiatrically  speaking  prior  to  that  time 
they  were  “untouchables.”  These  are  usu- 
ally cases  of  constitutional  inferiorities 
with  emotional  immaturity,  psychoneurosis 
with  inferiority  complexes  and  over-com- 
pensations, and,  last  but  not  least,  the 
schizoid  personalities. 

At  this  point  we  should  differentiate  be- 
tween emotional  immaturity  and  emotional 
instability  resulting  from  the  alcoholic 
spree  or  debauch.  The  former  has  never 
grown  up  emotionally  and  the  latter  is  emo- 
tionally unstable  as  a result  of  an  overdose 
of  alcohol  and  side  reactions  resulting 
therefrom.  The  emotionally  immature  pa- 
tient will  often  respond  and  cooperate  if 
the  daily  visit  is  made  for  some  time  on 
a neutral  ground.  This  type  is  suspicious 
and  often  thinks  the  psychiatrist  is  trying 
to  prove  that  something  is  mentally  wrong. 
The  patient,  however,  will  often  become 
triendly  with  the  physician  in  a few  days, 
and  with  tact  the  psychiatric  aspects  of  the 
case  can  be  obtained ; the  same  patient, 
however,  had  he  known  the  physician  was 
a psychiatrist,  would  not  have  opened  up. 

I have  had  this  experience  several  times 
and  have  been  told  by  some  of  the  cases  that 
I should  study  psychiatry.  The  point  is 
that  many  alcoholics  are  “gun  shy”  of  psy- 
chiatrists per  se  but  will  often  cooperate 
fully  with  the  physician-psychiatrist. 

On  the  other  hand,  there  is  the  alcoholic 
who  demands  a psychiatrist  at  once  and  ex- 
pects the  psychiatrist  to  convince  him  that 
he  is  not  an  alcoholic  and  point  out  a clear 
course  by  which  he  can  return  to  drinking 
socially  without  becoming  intoxicated.  Such 


a course  does  not  exist,  because  the  alco- 
holic cannot  remain  well  except  by  total  ab- 
stinence forever,  and  he  must  never  revert 
to  social  drinking. 

I have  seen  such  patients  come  in  and 
profess  most  sincerely  and  earnestly  that 
they  want  to  get  well  at  any  cost  or  sacri- 
fice. This  is  especially  true  when  they  are 
accompanied  by  relatives  or  close  friends. 
Statements  of  this  kind  made  when  the  pa- 
tient is  on  the  verge  of  cracking  up,  or  just 
getting  over  a binge  during  which  he  causes 
a great  deal  of  worry  and  anxiety,  should 
not  be  taken  too  seriously,  as  frequently 
this  is  an  effort  to  have  the  parents  and 
friends  feel  sorry  for  him  as  a result  of 
his  predicament.  The  statements  and  prom- 
ises made  at  the  end  of  several  weeks  when 
he  is  returning  to  a normal  basis  are  more 
dependable.  The  shame,  remorse  and  re- 
gret manifested  on  admission  often  dis- 
appear in  two  or  three  days  as  the  patient 
feels  better ; then  we  see  the  individual  pic- 
turing his  episode  in  a comical  way,  with 
himself  as  the  chief  comedian  or  hero,  as 
the  case  may  be.  Very  seldom  is  the  sordid 
side  ever  told ; incidents  may  be  admitted, 
however,  if  the  information  is  from  some 
other  source  than  the  patient,  but  never 
elaborated  on. 

The  alcoholic  or  the  ex-alcoholic  is  always 
hoping  that  the  time  will  come  when  he 
can  resume  drinking  alcoholic  beverages  so- 
cially. This  is  a fervent  hope  and  wish  of 
these  individuals  and  this  is  the  most  fre- 
quent cause  of  relapse.  The  false  belief  that 
some  day  they  will  again  try  to  prove  that 
they  can  control  their  drinking  is  in  the 
mind  of  the  majority  of  alcoholics.  Sooner 
or  later  they  will  put  the  theory  to  a test 
and — bingo!  It  is  certainly  bad  personal 
psychology  for  the  patient  to  carry  this 
thought  in  mind.  It  acts  as  a constant  sug- 
gestion. On  the  other  hand  if  he  accepts  the 
law  that,  under  all  circumstances,  he  can 
never  drink,  then  the  mental  hazard  is 
eliminated. 

Beware  the  alcoholic  patient  who  gets 
well  in  five  or  six  days,  goes  around  telling 
everyone  how  wonderful  he  feels,  what  a 
great  treatment  he  received,  that  the  world 
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is  rosy  in  every  respect,  and  there  will  be 
no  more  drinks  for  him.  He  is  riding  on  a 
wave  of  euphoric  purity  based  on  emotion- 
alism and  not  on  stability  of  the  central 
nervous  system.  He’ll  be  drunk  again  in 
six  weeks  or  sooner. 

Many  alcoholics  are  proud  of  the  fact  that 
they  are  alcoholics  and  brag  about  the  many 
treatments  they  have  taken  and  the  many 
psychiatrists  they  have  seen  and  they  end 
with  the  lament  that  no  one  ever  cured 
them.  They  often  use  the  fact  that  they 
were  treated  before  as  proof  that  they  are 
incurable.  Some  alcoholics  want  to  be  con- 
sidered incurable  and  above  all  want  their 
family  to  consider  them  so,  in  order  that 
they  may  continue  their  indulgence  with- 
out interruption  or  interference.  It  mat- 
ters not  that  they  attempt  to  drive  while 
intoxicated  and  endanger  the  lives  of 
others. 

All  sanitariums  have  a “repeater”  pa- 
tient who  is  always  telling  the  new  patient 
about  the  various  times  he  has  been  ad- 
mitted and  the  several  institutions  that  he 
has  been  to ; he  knows  all  the  methods  used 
and  all  the  answers  to  the  alcoholic  prob- 
lem, and  he  usually  throws  the  “wet 
blanket”  on  the  new  patient  by  saying, 
“You’ll  go  back  to  drinking  and  be  back  in 
a year;  they  all  do.”  This  is  purely  an  alibi 
for  his  own  failures,  but  this  line  of  per- 
sonal propaganda  has  to  be  combatted  and 
defeated. 

At  this  time  let  me  say  a word  of  praise 
for  that  fine  group  of  alcoholics  who  are 
sincere  in  wanting  to  get  well  and  who  are 
most  cooperative.  They  get  well  and  stay 
well,  and  they  are  among  our  best  citizens. 
They  need  no  defense  from  any  one.  They 
have  been  sick  and  have  recovered. 

The  alcoholic  patient  often  has  many 
physical  defects,  both  physical  and  neuro- 
logical, and,  until  these  are  corrected,  the 
patient  cannot  be  considered  well  or  in  a 
position  to  resume  his  occupation.  The  pe- 
riodic alcoholic  who  goes  on  a binge  every 
three  or  four  weeks  usually  consumes  large 
quantities  of  alcohol  for  a period  of  several 
days  and  stops  only  when  he  is  so  sick  that 
nothing  will  remain  in  his  stomach.  He  is 


then  willing  for  the  physician  to  help  him. 
These  periods  of  near  starvation  are  bound 
to  produce  a nutritional  and  vitamin  im- 
balance of  the  worst  type,  as  well  as  dys- 
functions or  disturbed  functions  of  the 
stomach,  such  as  gastritis,  hepatitis,  and 
malnutrition  of  brain  cells,  with  the  re- 
sultant emotional  instability.  Consider  what 
will  eventually  happen  over  a period  of  a 
year  or  more  if  these  periods  of  alcoholic 
forced  starvation  are  repeated  every  few 
weeks.  The  individual  becomes  more  and 
more  addicted  to  the  narcotic  effect  of  the 
alcohol  and,  therefore,  he  more  often  re- 
peats the  alcoholic  spree  because  the  addic- 
tion becomes  stronger.  The  nutritional 
state  grows  worse,  the  vitamin  deficiency 
more  and  more  pronounced,  with  a result- 
ing chain  of  symptoms  referred  to  the 
varying  systems.  Not  the  least  is  the 
change  of  personality  that  frequently  re- 
sults. 

This  is  true  of  the  steady  or  daily  drink- 
er who,  over  a period  of  years,  consumes 
from  a pint  to  a quart  of  whiskey  daily. 
Changes  occur  in  his  system,  a result  of  the 
nutritional  imbalance  resulting  from  the 
alcoholism.  I am  not  speaking  of  the  chronic 
alcoholic  who  is  drunk  daily  from  this 
amount,  but  I have  reference  to  the  man 
who  drinks  from  a pint  to  a quart  and  who 
is  daily  at  his  work.  It  is  very  difficult  to 
make  these  patients  understand  that  time 
and  proper  treatment  are  necessary  to  re- 
pair or  correct  the  physical  damage  that 
they  have  incurred  as  a result  of  the  vita- 
min and  nutritional  changes  caused  by  their 
drinking.  Many  research  physicians  and 
clinicians  assert  that  the  damage  is  a re- 
sult of  the  inhibitory  action  of  the  alcohol 
on  the  absorption  of  vitamins,  or  that  the 
changes  occur  from  the  impaired  nutri- 
tional condition  resulting  from  the  inges- 
tion of  alcohol. 

Goodhart  and  Jolliffe,^  in  their  discus- 
sion of  polyneuritis  of  alcohol  and  the  dose 
of  Vitamin  Bj,  quote  an  article  by  Jolliffe, 
Colbert  and  Joffe-  “in  which  they  found 
that  the  diets  of  the  alcoholic  addict  with 
polyneuritis  failed  over  an  effective  period 
of  time  to  contain  an  adequate  quantity  of 
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Vitamin  B;  and  second,  that  the  diets  of 
alcoholic  addicts  without  polyneuritis, 
though  the  addiction  was  of  long  duration, 
contained  adequate  quantity  of  Vitamin  B ; 
and  third,  that  certain  subjects  without 
polyneuritis  consumed  enough  alcohol  over 
a sufficient  period  of  time  to  cause  peri- 
pheral nerve  impairment  if  alcohol  per  se 
was  its  cause.” 

Jolliffe  and  Goodhart  speak  of  the  lack 
of  improvement  in  the  objective  signs  of 
motor  nerve  involvement  after  treatment 
and  they  believe  it  to  be  caused  by  relative- 
ly “Irreversible  anatomic  changes  in  the 
peripheral  nerves  occasioned  by  an  acute 
Vitamin  B^  deficiency.”  They  conclude: 
“Vitamin  B deficiency  is  the  primary  cause 
of  the  polyneuritis  of  the  alcoholic  addict.” 

Piker  and  Cohn,®  reporting  on  the  treat- 
ment of  delirium  tremens  cited  much  im- 
provement in  statistics  at  Cincinnati  Gen- 
eral Hospital  with  a treatment  of  spinal 
drainage,  50  c.c.  50  per  cent  glucose  intra- 
venously four  to  five  times  daily,  digital- 
ization within  twenty-four  to  thirty-six 
hours,  sedation  using  paraldehyde,  and  a 
high  caloric  intake  supplemented  by  vita- 
mins of  the  B group.  The  mortality  rate 
was  dropped  to  5.3  per  cent  and  the  average 
hospital  stay  was  4.8  days.  This  report  is 
based  on  a study  of  300  consecutive  cases 
admitted  to  the  Cincinnati  General  Hospital 
from  January  1,  1933,  to  July  1,  1935. 

Spies,  Chinn  and  McLester,^  in  their 
studies  on  “Severe  Endemic  Pellagra”,  con- 
clude, “The  signs  and  symptoms,  the  pre- 
disposing dietary  insufficiency,  the  clinical 
course  of  the  disease  and  the  response  to 
treatment  of  these  patients  with  endemic 
pellagra  was  the  same  as  those  of  pellagrins 
previously  studied  whose  disease  followed 
the  chronic  excessive  use  of  alcohol,  the  so- 
called  alcoholic  pellagra.” 

Spies,  Cooper,  and  Blankenhorn^  report- 
ing on  the  use  of  nicotinic  acid  in  the  treat- 
ment of  pellagra  conclude : “The  lesions  of 
the  mucous  membrane  in  11  cases  of  pel- 
lagra (2  endemic  pellagra,  3 alcoholic  pel- 
lagra and  6 pellagras  secondary  to  organic 
disease)  were  cured  promptly  by  the  ad- 
ministration of  nicotinic  acid.” 


Askey^writes : “Vitamin  deficiencies  in 
chronic  alcoholism  may  be  brought  about  by 
an  inadequate  diet,  insufficient  vitamins, 
deranged  gastro-intestinal  function  (affect- 
ing both  digestion  and  absorption)  and  a 
diminution  in  the  volume  of  the  gastric 
secretion,  a diminished  acidity  and  an  in- 
creased incidence  of  achlorhydria.”  He  as- 
serts, “It  is  impossible  to  predict  when  clin- 
ical manifestations  of  pellagra  or  those  of 
polyneuritis  will  develop  in  a patient  with 
chronic  alcoholism.”  He  stresses  the  multi- 
ple vitamin  deficiences  rather  than  one  par- 
ticular vitamin  and  further  emphasises  the 
necessity  of  a high  protein  diet  as  well  as 
vitamins. 

Jolliffe,  Bowman,  Rosenblum  and  Fein'^ 
report  150  cases  of  an  encephalopathic  syn- 
drome, a condition  heretofore  nearly  al- 
ways fatal,  which  they  believe  was  caused 
by  nicotinic  acid  deficiency.  The  above  au- 
thors quote  Bender  and  Schilder  who  de- 
scribe the  clinical  picture  as  one  of  a group 
of  five  which  they  called  “encephalopathia 
alcoholica”.  Their  classification  of  the  type 
of  alcoholics  encephalopathia  was  related  to 
the  most  pronounced  manifestations:  No.  1, 
Clouding  of  consciousness  and  changing 
rigidities.  No.  2,  Cerebellar  symptoms. 
No.  3,  Catatonia.  No.  4,  Alcoholic  delirium. 
No.  5,  Polyneuritis.  Further  in  the  article 
they  state  “The  encephalopathic  syndrome 
does  not  occur  exclusively  in  alcoholic  pa- 
tients” and  they  quote  Spies  and  Syden- 
strecker  “as  having  observed  this  syndrome 
in  endemic  pellagrins.” 

Foreign  Letters  A.  M.  A.  reporting  on 
the  Third  International  Congress  on  Nutri- 
tion :®  “In  the  discussions  attention  was 
urgently  directed  to  the  extremely  harmful 
effects  of  chronic  alcoholism  biologically, 
morally,  and  socially  on  the  under-nour- 
ished populations.” 

Conclusions  by  Spies  and  Vilter  on  Vita- 
min E “Our  findings  suggest  that  an  in- 
jection of  synthetic  alphotocopherol  is 
effective  temporarily  in  relieving  neuro- 
muscular symptoms,  roaring  sensations  in 
the  ears,  anorexia  and  insomnia  in  selected 
persons  with  malnutrition,  but  with  no 
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clinical  evidence  of  pellagra,  beriberi  or 
riboflavin  deficiencies.” 

Kiene,  Streitweiser  and  Miller^®  in  their 
paper  state  that  their  primary  purpose  was 
to  prove  that  alcohol  is  not  the  principal 
factor  in  the  production  of  delirium 
tremens  and  that  a deficit  of  Vitamin 
content  in  the  brain  parenchyma  is  chiefly 
responsible.  A central  neuronitis,  an  irrita- 
tive phenomena,  is  caused  by  a perverted 
carbohydrate  and  Vitamin  relationship, 
which  when  treated  with  adequate  Vitamin 
B,  responds  more  remarkably,  as  far  as 
subsidence  of  symptoms  is  concerned,  than 
do  the  peripheral  states  of  polyneuritis  of 
alcoholic  origin. 

Robinson  and  Shelton,^  reporting  on  the 
use  of  insulin,  glucose  and  thiamine  chlo- 
ride in  the  treatment  of  acute  alcoholism, 
base  their  treatment  on  the  belief  that  alco- 
holism is  a disease  with  a chronic  progres- 
sive pathological  background,  characterized 
by  successive  acute  pathophysiologic  epi- 
sodes which  have  primarily  a nutritional 
background. 

An  editorial  in  the  A.  M.  A.^^  states  that 
Jolliffe  has  shown  that  the  rather  narrow 
margin  of  safety  in  the  modern  American 
diet  with  respect  to  the  adequacy  of  Vita- 
min Bi  can  be  greatly  decreased  or  largely 
erased  by  the  consumption  of  alcohol,  since 
the  metabolism  of  the  alcohol  calories  in- 
creases the  need  for  thiamine  which  the  al- 
cohol itself  cannot  provide. 

Jolliffe^®  concludes  from  his  studies  that 
(a)  no  alcohol  addict  with  an  estimated 
adequate  vitamin  intake  had  polyneuritis 
and  (b)  every  alcohol  addict  with  an  esti- 
mated absolute  deficiency  of  Vitamin  B for 
twenty-one  days  or  more  had  polyneuritis. 
Polyneuritis  may  develop  as  early  as  the 
seventh  day  in  an  alcohol  addict  of  esti- 
mated vitamin  deficiency. 

Queries  and  Minor  Notes  A.  M.  has 
this  to  say:  “Vitamins  in  chronic  alcohol- 
ism. Strictly  speaking  vitamin  therapy  is 
not  a treatment  of  alcoholism,  but  is  fre- 
quently of  value  in  the  treatment  of  the 
hypo-avitaminosis  that  accompanies  chron- 
ic alcoholic  addiction.  This  lack  of  vita- 
mins is  chiefly  the  result  of  the  failure  of 


the  addicts  to  eat  sufficient  vitamin  con- 
taining food.  While  the  failure  results  in 
a lack  of  the  food  contained  vitamins,  the 
most  common  clinical  indication  of  vitamin 
lack  is  the  occurrence  of  peripheral  neu- 
ritis.” 

Alexander^®  describing  the  changes  in  the 
nervous  system  of  chronic  alcoholics  states 
“The  majority  of  pathological  conditions 
encountered  in  the  nervous  system  in  chron- 
ic alcoholism  are  attributable  to  associated 
vitamin  deficiencies,  particularly  Vitamin 
Bi,  nicotinic  acid  and  Vitamin  C.” 

Bean,  Spies  and  Blankenhorn^®  in  writing 
on  pellaga  in  Ohio  Hospitals  state,  “In  alco- 
holic pellagra  the  vitamin  wants  have  not 
been  satisfied  because  the  beverage  alco- 
hol, the  chief  source  of  calories,  ordinarily 
contains  none  and  the  diet  does  not  make 
up  the  deficit.” 

Strecker  and  Rivers^^  report  the  results 
in  133  cases  of  alcoholic  toxic  states  with 
100  c.c.  50  per  cent  dextrose,  30  units  of 
insulin  and  100  mgs.  of  thiamine  hydro- 
chloride. This  can  be  repeated  in  three 
hours  if  necessary.  Results  were  excellent. 
Cannon,  M o d a r e 1 1 i,  DeVincenzo  and 
Swiney^®  report,  “The  treatment  of  15  cases 
of  delirium  tremens  with  an  intravenous  in- 
jection of  50  c.c.  of  50  per  cent  glucose, 
8 c.c.  of  Vitamin  B,,  approximately  25000 
units,  and  25  units  of  insulin  as  soon  as 
the  diagnosis  is  made.  In  the  majority  of 
cases  only  one  injection  is  necessary.  The 
improvement  is  due  to  a decrease  in  cere- 
bral edema  as  well  as  to  supplying  the  vita- 
min deficiency  and  the  increased  nutrition 
for  the  brain  contained  in  the  glucose.” 

The  work  of  Spies  and  his  co-workers^®- 
on  Vitamin  Bg  has  been  most  significant. 
The  application  of  this  knowledge  will 
greatly  benefit  many  cases  of  the  B com- 
plex group  deficiencies. 

I call  your  attention  to  the  publication 
“The  Role  of  Nutritional  Deficiency  in 
Nervous  and  Mental  Disease,”  a report  of 
the  Association  for  Research  in  Nervous 
and  Mental  Disease,  proceedings  of  the 
Association  1941  meeting, and  especially 
those  articles  by  Russell  Wilder,  W.  H. 
Sebrell,  Tom  D.  Spies,  et  al,  Karl  Bowman 
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and  Herman  Wortis  and  James  M.  McLes- 
ter.  This  treatise  is  highly  instructive  from 
the  first  to  the  last  page. 

Berry-”  reporting  gastroscopic  studies  on 
100  persons  of  unquestionable  chronic  alco- 
holism gave  30  per  cent  showing  no  gas- 
tritis, 35  per  cent  showing  a mild  chronic 
superficial  gastritis  and  35  per  cent  to 
have  an  unequivocal  chronic  gastritis.  My 
observations  indicate  that  these  figures  are 
substantially  correct. 

Isaac  J.  Silverman-^  reports  on  the  use 
of  hypertonic  saline  solution  in  the  treat- 
ment of  the  alcoholic  psychosis  with  very 
good  results.  He  mentions  this  treatment 
in  the  psychosis  of  alcoholic  pellagrins  and 
these  responded  nicely,  even  though  the 
vitamins  were  withheld,  but  used  later  on 
in  the  rehabilitation. 

In  this  group  of  2275  cases  I have  not 
seen  one  case  of  delirium  tremens.  I have 
seen  many  cases  of  alcoholic  hallucinosis 
and  many  cases  of  alcoholic  or  toxic  psycho- 
sis but  not  one  case  of  delirium  tremens. 

In  hallucinosis  and  psychosis  vitamins  in 
large  doses,  along  with  hypertonic  50  per 
cent  glucose  are  used  immediately.  I oc- 
sionally  use  5 units  of  insulin  at  the  same 
time,  never  over  10  units  of  insulin.  I pre- 
fer the  B complex  preparations  and  rein- 
force them  with  the  thiamin  or  nicotina- 
mide. This  is  given  intravenously  once  in 
twenty-four  hours  but  the  glucose  and 
insulin  can  be  repeated  in  four  to  six  hours. 
Vitamins  by  mouth  are  also  given  in  large 
doses,  as  well  as  a high  proteid  diet  and  one 
that  is  readily  assimilable  and  one  that  the 
patient  will  take  readily,  such  as  egg-milk, 
Avith  two  or  three  eggs  well  beaten  and 
flavored  with  vanilla  given  every  two  or 
three  hours.  Protein  foods  are  given  freely 
and  insisted  on.  Magnesium  sulphate  in 
large  doses  acts  very  well  and  in  my  opin- 
ion has  a definite  place  in  the  treatment  of 
these  cases. 

On  two  occasions  I have  used  the  saline 
solution  as  suggested  by  Silverman  and 
found  the  results  satisfactory  where  the 
vitamin  and  insulin  method  had  produced 
an  improvement  but  had  not  cleared  the 


condition  of  hallucinosis.  This  was  really 
a combination  of  the  two  methods. 

Vitamin  C has  been  reported  as  being 
lowered  in  the  blood  and  spinal  fluid  of 
these  alcoholic  psychoses.  I have  not  seen 
any  appreciable  effect  on  the  cases  of  large 
doses,  either  intravenously,  subcutaneously 
or  orally. 

Pellagra  is  seen  frequently,  beriberi 
more  often  than  one  would  suspect,  and 
moderately  severe  secondary  anemias  are 
not  infrequent  in  the  alcoholic  patient  and 
are  not  a result  of  the  alcohol  per  se  but  a 
result  of  the  state  of  malnutrition  resulting 
therefrom. 

Late  investigations  and  studies  on  alco- 
holic cirrhosis  are  proving  conclusively  that 
these  hepatic  changes  are  due  to  a de- 
ficiency disease  and  most  probably  the  B 
complex  group  associated  with  a low  pro- 
tein intake.  The  early  diagnosis  of  liver 
damage  has  been  greatly  facilitated  by  im- 
proved laboratory  technics,  and  therefore, 
early  treatment  is  possible.  The  use  of 
methionine  and  choline  and  proper  diets 
and  other  therapeutic  measures  will  pre- 
vent many  of  the  cases  of  alcoholic  hepatitis 
from  progressing  to  a cirrhosis. 

I would  call  attention  to  a severe  acidosis 
that  does  occasionally  develop  as  a result 
of  the  starvation.  Hartmans  solution  acts 
well  in  these  cases  and  rarely  does  it  have 
to  be  repeated.  Dextrose  5 per  cent  with 
sodium  lactate  has  also  been  used  with  good 
results. 

Advancement  in  the  "treatment  of  the  al- 
coholic during  the  past  decade  has  been  in 
great  part  due  to  advancement  in  our 
knowledge  of  nutrition.  Every  advance  by 
the  nutritional  specialist  or  research  work- 
er in  this  field  adds  another  something  to 
our  armamentarium  in  treating  the  alco- 
holic. He  is  a nutritional  guinea  pig  of  his 
own  making.  It  remains  for  psychiatrists 
to  apply  the  knowledge  passed  on  to  us  by 
the  nutritional  experts  to  help  the  alcoholic 
to  regain  his  health. 

This  writer  believes  from  clinical  obser- 
vation that  a powerful  narcotic,  such  as  al- 
cohol, when  used  excessively,  will  produce 
an  addiction  of  varying  intensity  in  the  sus- 
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ceptible  patient.  The  various  addiction  dis- 
eases deserve  special  studies  along  this  line. 
Basically  there  is  no  difference  between  the 
opium  group  addicts  and  the  alcoholic  ad- 
dict. The  mechanism  of  addiction  is  the 
same  and  the  abrupt  withdrawal  symptoms 
may  be  very  stormy  in  both  types.  The 
craving  or  desire  can  be  very  strong  in  the 
alcoholic.  The  addiction  phase  of  these 
cases  has  not  been  stressed  sufficiently. 

A great  deal  has  been  said  and  written 
about  will  power  or  volition.  My  opinion  is 
that  it  is  only  good  or  strong  when  the  ner- 
vous system  has  regained  its  stability ; 
therefore,  the  alcoholic  is  not  in  a position 
to  remain  well  until  his  nervous  and  emo- 
tional stability  has  been  restored  and  the 
proper  insight  given  by  psychiatry. 

I would  call  your  attention  to  the  fact 
that  alcoholism  may  be  a result  of  organic 
brain  disease.  We  all  know  that  this  is  a 
frequent  fact  in  neurosyphilis.  This  writer 
in  193524  reported  alcoholism  as  a symptom 
of  Von  Economo’s  encephalitis.  In  this 
article  I am  presenting  in  tabulated  form 
the  spinal  fluid  findings  in  15  cases  with 
characteristic  cell-globulin  dissociation,  in- 
creased globulin,  negative  colloidal  gold, 
and  Wasserman.  This  is  true  in  all  cases 
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except  one  and  in  this  particular  case  the 
cells  were  elevated  and  changes  were  found 
in  the  colloidal  gold  test.  The  clinical  symp- 
toms were  mostly  in  the  emotional  sphere 
plus  alcoholism.  It  is  my  opinion  that  alco- 
holism uncomplicated  by  any  inflammatory 
brain  disease  does  not  show  spinal  fluid 
changes.  This  viewpoint  holds  for  avitami- 
nosis. Kaplan^^  states  that  the  serology  of 
chronic  alcoholism  is  negative.  Alpers^® 
also  states : “The  spinal  fluid  is  normal  in 
chronic  alcoholism.”  Merrit  and  Fremont- 
Smith^'^  state : “The  cerebronspinal  fluid  is 
usually  entirely  normal  in  cases  of  poly- 
neuritis associated  with  acute  and  chronic 
alcoholism.”  These  cases  are  presented  for 
your  consideration.  The  author  thinks  they 
are  chronic  types  of  Von  Economo’s  en- 
cephalitis with  alcoholism  as  a symptom. 

The  neurological  manifestations  of  the 
peripheral  nervous  system  are  mostly  cov- 
ered by  the  neuritides.  Vitamin  therapy  is 
the  treatment  par  execellence  but  in  the 
acute  phase  the  infra-red  ray  does  help. 
Where  reaction  of  partial  degeneration  has 
set  in  the  addition  of  the  galvanic,  sinu- 
soidal and  faradic  currents  is  of  great  value 
and  sometimes  surprisingly  so. 
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CONCLUSIONS 

1)  Every  alcoholic  has  a psychiatric 
problem.  This  psychiatric  problem  varies 
in  intensity  with  each  case. 

2)  The  nutritional  phase  is  most  import- 
ant and  improvement  in  this  phase  is  often 
paralleled  by  an  improvement  in  psychi- 
atric symptoms. 

3)  Every  alcoholic  is  an  addict. 

4)  The  vast  majority  of  these  cases 
should  be  institutionalized  for  study  and 
treatment. 

5)  Every  alcoholic  given  the  proper  help 
can  get  well  and  stay  well,  provided  he  ac- 
cepts the  fact  that  under  all  circumstances 
he  cannot  take  an  alcoholic  drink  of  any 
type. 
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MYXEDEMA 

A REPORT  OF  TEN  CASES  FROM  A 
GENERAL  HOSPITAL 

EDWIN  F.  CHANTON,  M.  D.* 
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MARION  D.  HARGROVE,  M.  D.f 

Shreveport 

Hypothyroidism  is  a term  referring  to 
any  state  in  which  an  inadequate  amount 
of  thyroid  hormone  is  made  available  to 
the  tissues.  This  inadequate  supply  of  thy- 
roid hormone  may  be  temporary  or  per- 
manent, and  to  a varying  degree  of  severity. 
If  the  hypothyroidism  is  of  sufficient  de- 
gree and  duration,  clinical  alterations  ap- 
pear which  establish  a clinical  entity. 

There  are  several  types  of  thyroid  insuf- 
ficiency, which  as  clinical  entities  are  in 
part  dependent  on  age  and  in  part  de^ 
pendent  upon  the  means  by  which  the  thy- 
roid insufficiency  was  produced.  These  are 
spontaneous  adult  myxedema,  myxedema 
following  thyroiditis,  postoperative  myxe- 
dema, and  endemic  myxedema  or  cretinism. 
These  first  four  are  believed  to  be  essential 
results  of  deficient  thyroid  function,  while 
endemic  myxedema  is  believed  to  be  a more 
complex  disorder  in  which  other  glands  in 
addition  to  the  thyroid  are  involved.^ 

We  will  deal  here  with  spontaneous-  adult 


*Assistant  Resident  in  Medicine,  Charity  Hos- 
pital at  Shreveport,  La. 

fChief  Visiting  Physician,  Charity  Hospital  at 
Shreveport,  La. 


Hargrove  and  Chanton — Myxedema 


547 


myxedema  and  shall  henceforth  refer  to  it 
as  “Myxedema”. 

Myxedema  develops  slowly  and  usually 
in  patients  with  no  previous  history  of  thy- 
roid disease.  It  occurs  most  frequently  in 
females  of  middle  life  but  may  occur  in 
males  and  other  age  groups.  Pathologically, 
the  only  constant  finding  in  both  treated 
and  untreated  cases  is  atrophy  and  virtual 
absence  of  the  thyroid  gland.^ 

The  onset  is  relatively  insidious  and  first 
manifested  by  complaints  of  weakness,  easy 
fatigability  and  sensitivity  to  cold.  A gain 
in  body  weight  is  commonly  found  but 
sometimes  the  appetite  is  so  poor  that  this 
does  not  occur.  In  time  there  follow  the 
characteristic  signs  of  puffiness  of  the  eyes, 
dryness  of  the  skin,  a tendency  for  the  hair 
to  fall  out  and  the  almost  complete  disap- 
pearance of  sweating.  Menorrhagia  is  com- 
mon but  may  be  absent.  Over  a period  of 
years  the  clinical  condition  progresses  and 
puffiness  of  the  tissues  over  the  entire  body 
appears.  Speech  becomes  thick  and  the 
voice  hoarse  and  deep  with  a low  pitch. 
Somnolence  increases  and  there  is  a marked 
slowness  in  responding  to  questioning. 
Eventually  imbecility  may  intervene. 

Laboratory  examinations  will  usually 
show  a high  blood  cholesterol ; and  an 
anemia,  either  of  the  hypochromic  or  ma- 
crocytic type,  is  commonly  found.  Hypo- 
chlorhydria  or  achlorhydria  will  be  found 
in  the  majority  of  cases.^  The  urine  may 
contain  albumen  and  the  phenolsulfonph- 
thalein  test  gives  low  results  but  the  renal 
function  is  not  significantly  impaired.®  The 
basal  metabolic  rate  will  be  low. 

A particular  form  of  heart  disease  is  a 
part  of  the  clinical  picture  of  advanced 
myxedema.  It  is  characterized  by  cardiac 
enlargement,  a slow  pulse  rate,  and  reduced 
cardiac  output.^  The  blood  pressure  is  usu- 
ally low  but  in  the  later  stages  of  the 
disease  may  be  elevated.®  Electrocardio- 
graphic changes  are  present  which  consist 
of  flat  or  inverted  T waves,  small  P waves, 
and  QRS  complexes  of  low  amplitude.  The 
heart  shows  moderate  enlargement  on 
x-ray.  Pathologically  at  postmortem,  the 
myxedemic  heart  will  show  changes  which 


are  characteristic  of  this  condition  but  not 
specific  for  it. 

La  Due'^  describes  three  cases  of  myxe- 
dema which  died  untreated.  In  all  three 
cases  the  heart  was  grossly  dilated,  the 
myocardium  pale,  and  narrowing  of  the 
coronary  arteries  with  atheromatous 
changes  was  found.  Section  of  the  heart 
muscle  showed  replacement  of  the  sarco- 
plasm of  the  myofibrils  by  hydropic  vacu- 
oles in  many  places.  Some  of  the  cells  were 
pale  while  others  were  deeply  stained  and 
had  pyknotic  nuclei.  Stains  of  the  vacuoles 
were  negative  for  fat,  mucus,  and  glycogen, 
indicating  a true  hydroscopic  swelling  simi- 
lar to  that  noticed  in  the  edematous  tissues 
of  patients  with  myxedema.  Clinically  the 
size  of  the  heart  and  EKG  findings  revert 
to  normal  under  thyroid  therapy.  The  heart 
rate  increases  as  does  the  stroke  volume 
and  if  any  failure  is  manifested  originally, 
it  disappears. 

The  thyroid  hormone  is  not  necessary  to 
life  since  the  oxidative  processes  of  the 
body  continue  in  its  absence.  However,  in 
man  the  resting  rate  of  oxygen  consump- 
tion is  reduced  one-third  to  one-half  in  total 
absence  of  the  thyroid  hormone. 

There  is  found  a reduced  rate  of  protein 
metabolism  in  hypothyroidism  with  storage 
of  a considerable  amount  of  protein  in  the 
interstitial  fluid.  The  peculiar  edema  of 
hypothyroidism  is  thought  to  be  due  to  a 
progressive  deposit  of  protein  in  the  inter- 
stitial spaces,  which  tends  to  withdraw 
fluid  from  the  plasma  with  a resultant  in- 
crease in  the  volume  of  interstitial  fluid,  a 
decrease  in  the  volume  of  plasma,  and  an 
increase  in  the  concentration  of  plasma  pro- 
tein. According  to  Boothy®,  this  consists  of 
a semifluid  albuminous  substance  contain- 
ing about  13  per  cent  protein  and  repre- 
sents an  increase  in  the  normal  quantity  of 
protein.  With  administration  of  thyroid,  a 
diuresis  takes  place  and  a considerable  por- 
tion of  this  protein  undergoes  metabolism 
and  is  excreted  in  the  urine.  However,  no 
specific  diuretic  effect  of  the  thyroid  hor- 
mone can  be  demonstrated. 

Both  free  and  esterified  cholesterol  are 
elevated  in  hypothyroidism.  Green^®,  in 
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a series  of  cases  ^at  the  Lahey  Clinic,  re- 
ported nine  patients  with  an  average  serum 
cholesterol  level  of  399  milligrams  per  cent 
before  treatment  with  thyroid  extract. 
These  patients  were  given  thyroid  therapy 
and  the  serum  cholesterol  at  the  termina- 
tion of  study  (when  the  patients  were 
symptom-free)  averaged  from  120  to  250 
milligrams  per  cent  with  a mean  average  of 
180  milligrams  per  cent.  There  are  excep- 
tions to  the  rule  and  numerous  cases  of 
myxedema  have  been  seen  with  apparently 
normal  cholesterol  levels.  Peters  and  Mann- 
explain  this  by  stating  that  some  indi- 
viduals normally  tend  to  have  high  choles- 
terol values  while  others  tend  to  have  low 
values.  With  thyroidectomy  or  thyroid 
atrophy,  these  values  will  rise  to  the  same 
extent  in  both  individuals.  However,  in 
those  individuals  whose  cholesterol  level 
was  initially  high  the  rise  will  be  accentu- 
ated, while  in  those  individuals  whose  in- 
itial cholesterol  level  was  low  the  rise  will 
be  partially  masked.  Nutrition  and  food 
intake  also  have  a direct  bearing  on  the 
cholesterol  blood  level  and  may  distort  and 
mask  the  picture.  In  cases  of  malnutrition, 
poor  appetite,  or  any  poor  food  intake,  in 
spite  of  a hpyothyroid  condition  the  chol- 
esteral  level  will  be  low.  But,  if  the  pa- 
tient is  fed  by  tube  or  given  an  adequate 
diet,  the  cholesterol  level  will  rise  propor- 
tionately. Steiner  and  Domenski**  fed  ten 
patients  on  high  cholesterol  diets  for  eight 
to  ten  weeks.  The  serum  cholesterol  in  each 
increased  from  50  to  218  milligrams  per 
cent  with  an  average  rise  of  101  milligrams 
per  cent.^  High  cholesterol  values  are  also 
found  in  diabetes  mellitus,  lipoid  nephrosis, 
certain  types  of  liver  disease  and  obesity.^ 
Diagnosis  of  myxedema  can  only  be  made 
on  the  proper  evaluation  of  clinical  signs 
and  symptoms,  together  with  BMR  and  se- 
rum cholesterol  values.  It  is  important, 
however,  to  evaluate  the  case  as  a whole 
and  not  place  particular  emphasis  or  reli- 
ance upon  a single  procedure.  The  specific 
laboratory  means  of  diagnosing  early  myx- 
edema is  the  serum  precipitable  iodine  level 
which  is  depressed  in  this  condition  and 


in  no  other  as  shown  by  Bassett,  Coons  and 
Salter.^- 

The  myxedematous  patient,  especially  if 
the  condition  has  been  severe  and  of  long 
standing,  exhibits  a peculiar  initial  hyper- 
sensitivity to  thyroid  extract.  This  is  even 
more  apt  to  occur  in  the  severe  cases  with 
cardiac  manifestations.^  Means^^  states 
emphatically  that  in  inaugurating  thyroid 
therapy  the  physician  should  proceed  with 
extreme  caution  and  have  the  patient  under 
surveillance.  Thyroid  extract  is  a cumu- 
lative drug,  the  full  effects  of  a single  dose 
being  delayed  for  ten  days.’^  The  effects 
of  the  drug  may  last  as  long  as  seventy 
days.  However,  we  may  assume  that  thera- 
peutic effects  will  have  passed  off  in  about 
thirty  days. 

When  giving  thyroid  it  is  well  to  give  it 
by  the  cumulative  plan.  This  involves  giv- 
ing a small  amount  at  the  beginning,  at 
such  intervals  so  as  to  build  up  a concentra- 
tion in  the  body  adequate  to  produce  a ther- 
apeutic effect.  For  proper  evaluation  of 
the  dosage  we  must  know  when  the  peak 
effect  of  a single  dose  is  reached  and  when 
the  maximum  therapeutic  level  is  attained. 
Goodman  and  Gilman^ ^ state  that  the  final 
decision  regarding  a given  dose  level  of 
thyroid  cannot  be  reached  until  the  patient 
has  been  treated  for  several  weeks.  The 


Legend ; Schematic  graph  illustrating  the  cumu- 
lative effect  of  repeated  single  doses  of  thyroid 
extract;  letter  A represents  the  time  interval  re- 
quired for  the  maximum  effect  of  a single  dose  of 
thyroid  extract;  letter  B represents  the  time  re- 
quired from  onset  of  dosage  to  obtain  the  maximum 
cumulative  therapeutic  effect;  letter  C represents 
the  point  of  elimination  of  the  first  single  dose 
of  thyroid  extract.  The  time  interval  is  represented 
in  ten  day  periods  by  arrows  at  the  top  of  the 
chart. 
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following  graph  will  clearly  illustrate  this 
point.  Thus  the  full  effect  is  obtained  about 
the  third  week  when  we  have  summation  of 
the  waning  effect  of  the  first  dose  plus  the 
various  stages  of  effect  of  other  single 
doses. 

It  has  been  found  that  overdosage  or  too 
rapid  dosage  of  thyroid  extract  in  cases 
of  long  standing  myxedema  may  produce 
serious  results.  Anginal  attacks  have 
been  reported  as  well  as  arrythmias  and 
death.-'  Aisner^*’  reports  a case  of  com- 
plete heart  block  resulting  from  excessive 
dosage  of  thyroid  extract,  while  cases  of 
bundle  branch  block  and  auricular  fibrilla- 
tion have  been  also  reported.^" 

We  here  report  two  cases  in  which  we 
feel  the  cause  of  death  was  too  vigorous 
thyroid  medication.  We  believe  that  in  ad- 
vanced cases  of  myxedema  thyroid  dosage 
should  be  started  slowly  and  in  small 
amounts,  bearing  in  mind  the  fact  that  the 
cumulative  effect  of  the  drug  will  not  be 
fully  observed  for  three  weeks.  Duncan- 
recommends  beginning  dosage  of  half  a 
grain  a day  for  three  or  four  days,  then  dis- 
continuance of  therapy  for  several  days 
after  which  the  patient  should  be  continued 
on  the  half-grain  dose.  The  maintenance 
dosage  of  thyroid  extract  should  be  esti- 
mated by  observation  of  the  patient  and  re- 
gression of  symptom.atology,  not  the  basal 
metabolic  rate  or  cholesterol  level.  The  pa- 
tient, accustomed  to  a slow  way  of  life  may 
feel  much  better  when  the  basal  metabolic 
rate  is  about  minus  10  than  she  would  if  it 
were  at  zero  and  her  metabolism  more 
rapid.-'  Once  on  a comfortable  main- 

tenance dose  the  patient  may  be  carried  on 
indefinitely  with  no  return  of  symptoma- 
tology. Burgess  reports  a case  which  has 
been  maintained  comfortably  on  thyroid  ex- 
tract for  fifty-two  years. 

CASE  REPORTS 

Case  No.  1.  A forty-eight  year  old  "white  woman 
entered  the  hospital  complaining’  of  dyspnea,  an- 
orexia and  weakness!  Her  illness  dated  back  seven 
years  when  she  first  noticed  dryness  of  the  skin 
and  loss  of  hair,  followed  by  huskiness  of  the  voice, 
difficulty  in  speaking,  and  a general  inability  to 
get  things  done. 

Physical  examination  revealed  an  obese,  drowsy, 
middle-aged  female.  The  face  was  heavy,  pallid 


and  expressionless,  and  there  was  a moderate 
amount  of  periortital  edema  present.  The  voice 
was  husky  and  speech  halting.  The  skin  was  dry 
and  scaly  and  the  subcutaneous  tissue  was  thick- 
ened but  did  not  pit  on  pressure.  Examination  of 
the  heart,  lungs,  and  abdomen  revealed  no  abnor- 
malities. The  blood  pressure  was  215/140. 

Laboratory  studies  revealed  a normal  blood  pic- 
ture, a serum  cholesterol  level  of  500  milligrams 
per  cent,  BMR’s  of  minus  24  and  minus  26  and 
achlorhydria. 

The  patient  was  placed  on  4 grains  of  thyroid 
extract  daily  on  the  fifth  hospital  day.  On  the 
ninth  hospital  day  the  patient  complained  of  head- 
ache. On  the  eleventh  day  the  headache  was  more 
severe  and  she  was  nauseated  and  vomiting.  The 
patient  expired  on  the  seventeenth  hospital  day. 

Necropsy  revealed  marked  arteriosclerosis,  thy- 
roid atrophy  and  an  enlarged  edematous  heart.  No 
anatomical  cause  of  death  could  be  found  but  it 
was  felt  that  death  had  resulted  from  the  excessive 
thyroid  medication. 

Case  No.  2.  A seventy  year  old  white  female 
entered  the  hospital  complaining  of  easy  fatiga- 
bility, gradual  gain  in  weight,  and  malaise  for 
five  years  duration. 

Physical  examination  revealed  an  obese  white 
female  with  dry  scaly  skin  and  a hard  non-pitting 
edema  over  the  entire  body.  Examination  of  the 
heart,  lungs,  and  abdomen  I'evealed  no  abnormali- 
ties. Laboratory  studies  revealed  a mild  anemia, 
a serum  cholesterol  level  of  290  milligrams  per 
cent,  and  BMR’s  of  minus  27  and  minus  23. 

The  patient  was  placed  on  2 grains  of  thyroid 
extract  a day  and  maintained  on  this  dosage  for 
twenty  days,  at  which  time  she  began  to  evidence 
signs  of  toxicity,  precordial  pains  and  lethargy. 
In  spite  of  this  the  thyroid  dosage  was  raised  to 
6 grains  a day  and  maintained  at  this  level  for 
fifteen  more  days.  During  this  time  the  patient 
became  increasingly  toxic  and  complained  of  pain 
in  the  head  and  chest.  The  thyroid  was  discon- 
tinued on  the  thirty-fifth  day  after  medication  was 
started.  A serum  cholesterol  level  taken  the  day 
before  exitus  was  minus  59  milligrams  per  cent. 

It  was  felt  that  the  cause  of  the  patient’s  death 
v/as  excessive  dosage  of  thyroid  extract. 

We  feel  that  the  death  of  both  of  these 
patients  was  directly  attributable  to  ex- 
cessive dosage  of  thyroid  extract.  They 
were  both  started  on  what  we  consider 
massive  dosage.  The  first  patient  received 
4 grains  of  thyroid  extract  a day  which 
was  continued  until  exitus  in  spite  of  the 
development  of  the  general  symptoms  of 
toxicity  which  should  have  suggested  to  the 
physician  the  discontinuance  of  the  drug. 
The  second  patient  first  received  2 grains 
of  thyroid  extract;  however,  this  dosage 
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was  shortly  raised  to  6 grains  a day.  This 
patient  developed  definite  symptoms  of 
toxicity  which  were  recognized  and  al- 
though thyroid  medication  was  discon- 
tinued she  had  already  received  enough  of 
this  slowly  excreted  drug  to  cause  her 
death. 

Case  No.  3.  A twenty-eight  year  old  white 
female  entered  the  hospital  complaining  of  menor- 
rhagia, generalized  weakness,  and  malaise  of  one 
year’s  duration.  She  had  also  noticed  a generalized 
swelling  of  the  body,  particularly  the  face. 

Physical  examination  revealed  an  obese  white 
female  with  dry  scaly  skin  and  periorbital  edema. 
Examination  of  the  heart,  lungs,  and  abdomen 
showed  no  abnormalities.  The  blood  pressure  was 
80/60.  Blood  studies  revealed  a slight  anemia. 
BMR’s  were  minus  41  and  minus  46. 

The  patient  was  placed  on  4 grains  of  thyroid 
extract  a day  on  the  fifth  hosiptal  day  and  main- 
tained on  this  dosage  for  twent,v-one  days,  after 
which  she  was  discharged  on  2 grains  a day.  At 
this  time  she  showed  marked  clinical  improvement 
and  her  BMR  was  minus  19. 

Case  No.  4.  A thirty-two  year  old  colored  female 
entered  the  hospital  complaining  of  weakness, 
menorrhagia,  and  lassitude  of  seven  years  dura- 
tion. She  had  also  noticed  falling  out  of  her  hair 
and  puffiness  of  the  face. 

Physical  examination  revealed  an  obese  colored 
female  with  a puffy  appearing  face,  dry  scaly 
skin,  and  coarse  scanty  hair.  Examination  of  the 
heart,  lungs,  and  abdomen  showed  no  abnormali- 
ties. The  blood  pressure  was  90/60.  Laboratory 
studies  revealed  a slight  anemia,  a serum  choles- 
terol level  of  300  milligrams  per  cent,  and  BMR’s 
of  minus  37  and  minus  29. 

The  patient  was  placed  on  1 grain  of  thyroid 
extract  a day  and  maintained  on  this  dosage  for 
eleven  days.  During  this  time  she  showed  some 
clinical  improvement.  However,  she  signed  out  of 
the  hospital  on  the  eleventh  day  and  no  follow-up 
could  be  made. 

Case  No.  5.  A fifty-one  year  old  white  female 
entered  the  hospital  complaining  of  generalized 
swelling,  weakness,  and  easy  fatigability  of  seven 
years’  duration. 

Physical  examination  revealed  an  obese  white 
female  with  thickened  features,  puffy  face,  and 
dry  scaly  skin.  The  voice  was  hoarse  and  speech 
was  halting.  Examination  of  the  heart,  lungs,  and 
abdomen  showed  no  abnormalities.  Laboratory 
studies  revealed  a slight  anemia,  a serum  choles- 
terol level  of  260  milligrams  per  cent,  and  BMR’s 
of  minus  37  and  minus  36. 

The  patient  was  placed  on  % grain  of  thyroid 
extract  a day  on  the  fifth  hospital  day.  This  dose 
was  raised  gradually  half  a grain  at  a time  until 
on  the  thirtieth  hospital  day  the  patient  was  re- 


ceiving 2 grains  a day.  The  patient’s  course  in 
the  hospital  was  excellent,  and  on  the  forty-fifth 
day  she  was  discharged  much  improved. 

Case  No.  6.  A forty-four  year  old  colored  female 
entered  the  hospital  complaining  of  progressive 
weakness  and  sensitivity  to  cold.  She  had  noticed 
that  her  voice  was  becoming  increasingly  hoarse 
and  that  her  face  was  swelling. 

Physical  examination  revealed  a lethargic  colored 
female  with  dry  scaly  skin  and  sparsity  of  hair. 
The  voice  was  hoarse  and  speech  halting.  A hard 
non-pitting  edema  was  pi'esent  over  the  entire  body. 
The  blood  pressure  was  108/80.  Examination  of 
the  heart,  lungs,  and  abdomen  showed  no  abnor- 
malities. Laboratory  studies  revealed  a slight 
anemia,  a serum  cholesterol  level  of  292  milligrams 
per  cent,  and  BMR’s  of  minus  31  and  minus  33. 

The  patient  was  started  on  thyroid  extract,  1 Vz 
grains  a day.  The  patient  had  an  excellent  hos- 
pital course  and  was  discharged  after  thirty  days 
on  the  same  dosage  of  thyroid  extract. 

Case  No.  7.  A sixty  year  old  white  female  entered 
the  hospital*  complaining  of  a gradual  increase  in 
weight  over  the  last  three  years  accompanied  by 
puffiness  of  the  face  and  increasing  hoarseness. 

Physical  examination  revealed  an  obese  white 
female  with  coarse  hair,  a dry  scaly  skin  and  puffy 
face.  The  voice  was  hoarse  and  speech  halting. 
Examination  of  the  heart,  lungs,  and  abdomen 
showed  no  abnormalities.  The  blood  pressure  was 
120/75.  The  serum  cholesterol  was  427  milligrams 
per  cent  and  the  BMR’s  were  minus  27  and  minus 
23.  The  electrocardiograms  showed  a diphasic  T1 
and  T4,  low  amplitude  T2  and  T3,  and  low  voltage 
QRS  complexes  in  all  leads. 

The  patient  was  placed  on  1 grain  of  thyroid 
extract  a day  on  the  second  hospital  day.  On  dis- 
charge sixty  days  later  the  patient  felt  much  better 
and  symptomatology  had  completely  regressed. 

Case  No.  8.  A fifty  year  old  white  female  en- 
tered the  hospital  complaining  of  gradually  in- 
creasing weakness,  fatigability  and  sensitivity  to 
cold. 

Physical  examination  revealed  an  obese  white 
female  with  puffy  face,  dry  scaly  skin  and  sparse 
hair.  The  voice  was  deep  and  hoarse  and  speech 
halting.  Examination  of  the  heart,  lungs,  and 
abdomen  showed  no  abnormalities.  The  blood  pres- 
sure was  90/60.  Laboratory  studies  revealed  a 
mild  anemia,  serum  cholesterol  levels  of  325,  and 
312  milligrams  per  cent,  and  BMR’s  of  minus  17. 

The  patient  was  placed  on  thyroid  extract,  1 
grain  daily.  Her  course  in  the  hospital  was  ex- 
cellent and  she  was  discharged  in  nineteen  days, 
showing  much  symptomatic  relief. 

Case  No.  9.  A sixty-six  year  old  white  female 
entered  the  hospital  complaining  of  gradual  in- 
ci-easing  weakness,  fatigability  and  sensitivity  to 
cold. 

Physical  examination  showed  an  obese  white 
female  with  edematous  face,  dry,  scaly  skin,  sparse 
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hair  and  coarse  features.  The  voice  was  hoarse  and 
speech  was  halting.  Examination  of  the  heart, 
lungs,  and  abdomen  showed  no  abnormalities.  The 
blood  pressure  was  180/104.  Laboratory  studies 
revealed  a serum  cholesterol  level  of  506  milli- 
grams per  cent  and  a BMR  of  minus  24.  The 
electrocardiogram  showed  inverted  T waves  and 
low  amplitude  QRS  complexes  in  all  four  leads. 

Thyroid  extract,  1 grain  a day,  was  started  and 
continued  throughout  the  patient’s  course  in  the 
hospital.  The  patient’s  recovery  was  excellent  and 
she  was  discharged  after  forty-five  days  with  com- 
plete regression  of  symptoms. 

Case  No.  10.  A forty-eight  year  old  white  fe- 
male entered  the  hospital  complaining  of  progres- 
sive weakness,  fatigability  and  sensitivity  to  cold. 
She  also  complained  of  gain  in  weight  and  swelling 
of  the  face. 

Physical  examination  revealed  a lethargic,  obese 
white  female  with  coarse  features,  facial  edema 
and  dry  scaly  skin.  The  voice  was  hoarse  and 
speech  halting.  Examination  of  the  heart,  lungs, 
and  abdomen  showed  no  abnormalities.  The  blood 
pressure  was  130/90.  Laboratory  studies  revealed 
a slight  anemia,  serum  cholesterol  levels  of  211 
and  244  milligrams  per  cent,  BMR’s  of  minus  23, 
minus  33  and  minus  33,  achlorhydria,  35  per  cent 
P.  S.  P.  excretion  and  urine  concentration  of  1.025. 
The  electrocardiogram  showed  inverted  T waves 
and-  low  amplitude  QRS  complexes  in  all  four 
standard  leads.  X-ray  of  the  chest  showed  slight 
generalized  cardiac  enlargement. 

The  patient  was  placed  on  half  a grain  of 
thyroid  extract  a day  for  twelve  days  after  which 
the  dose  was  raised  to  a grain  a day.  The  patient 
was  observed  in  the  hospital  while  on  this  dosage 
for  three  weeks,  and  then  discharged  on  a grain  a 
day  maintenance  dose.  Her  course  in  the  hospital 
was  excellent  and  she  left  after  complete  regi-ession 
of  symptoms  although  her  BMR  was  still  minus  17. 

CONCLUSIONS 

In  the  study  of  126,000  admissions  at 
Shreveport  Charity  Hospital  in  the  last 
nine  years,  10  cases  of  myxedema  were 
found.  These  occurred  entirely  in  females 
in  the  middle  years  of  life,  and  were  con- 
fined in  a majority  of  cases  to  the  white 
race. 

Thyroid  extract  has  a cumulative  effect, 
the  full  therapeutic  value  of  the  drug  is  not 
reached  until  at  least  three  weeks  after  the 
start  of  administration  and  the  drug  is  not 
fully  excreted  until  at  least  three  weeks 
after  being  discontinued. 

Thyroid  extract  when  given  in  excessive 


dosage  may  cause  cardiac  complications 
and  death. 
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HUMAN  EQUINE  ENCEPHALOMYE- 
LITIS, EASTERN  TYPE,  IN 
LOUISIANA 

GEORGE  H.  HAUSER,  M.  D.* 

New  Orleans 

The  first  human  case  of  equine  enceph- 
alomyelitis in  Louisiana,  due  to  the  eastern 
type  virus  was  reported  in  1946,^  and  in 
1947  there  were  ten  proven  cases.  This 
disease  has  been  reported  only  in  the 
United  States  within  the  last  decade.  The 
first  outbreak  occurred  in  Massachusetts 
in  1938,-  and  Fothergill  and  associates,-"®  and 
Webster  and  Wright,^  isolated  the  eastern 
type  of  equine  encephalomyelitis  virus  from 
‘the  brain  tissue  of  children  dying  of  the 
disease,  thereby  establishing  the  etiology. 
In  the  following  year,  McAdams  and 
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the  Louisiana  State  Medical  Society,  Monroe,  April 
14,  1948. 

’•■'Director,  Division  of  Laboratories,  Louisiana 
State  Department  of  Health,  New  Orleans,  La. 
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Porter'^  isolated  the  virus  from  the  brain 
of  an  adult  who  succumbed  to  the  disease. 
Since  the  Massachusetts  outbreak,  the  only 
other  cases  reported,  except  those  from 
Louisiana,  were  three  cases  from  Texas  in 
1942,'’-  ■ and  three  in  1947,*^-  all  confirmed 
by  the  presence  of  neutralizing  anitbodies 
in  the  blood. 

On  September  8,  1947,  the  Louisiana 
State  Department  of  Health  was  notified 
that  two  children  from  the  same  family  re- 
siding in  Southwest  Louisiana  had  been 
admitted  to  New  Orleans  Charity  Hospital 
where  a tentative  diagnosis  of  encephalo- 
myelitis had  been  made.  Members  of  the 
Health  Department  investigated  the  cases 
and  found  that  both  children  were  acutely 
ill  with  symptoms  typical  of  encephalomye- 
litis. The  following  day  one  of  the  children 
died.  Autopsy  was  performed  and  part  of 
the  brain  and  cord  tissues  were  frozen,  part 
placed  in  buffered  glycerol  solution,  and 
sections  of  all  tissue  taken  for  microscopic 
examination.  The  eastern  type  virus  was 
isolated  from  the  brain  tissue. 

Three  days  later,  the  other  child  expired 
and  by  this  time  several  other  suspected 
cases  had  been  admitted  to  the  Charity 
Hospital  in  New  Orleans  and  the  Charity 
Hospital  in  Lafayette,  La.  At  the  request 
of  the  State  Health  Officer,  the  United 
States  Public  Health  Service,  sent  an  epi- 
demiologist, and  a veterinary  pathologist, 
to  aid  in  the  investigation.  Accompanied 


by  an  entomologist  of  the  Health  Depart- 
ment this  so  called  “encephalomyelitis 
team”  visited  the  affected  area,  investigated 
some  of  the  cases  and  collected  insects,  and 
specimens  of  blood  from  contacts  and  vari- 
ous animals.  The  results  of  these  studies 
will  be  published  by  them  later. 

During  1947,  the  Health  Department  has ' 
had  the  opportunity  to  study  32  cases  which 
were  reported  as  suspected  of  having  equine 
encephalomyelitis.  Of  these,  22  were  found 
to  be  due  to  other  diseases  such  as  tubercu- 
losis, meningitis,  tonsillitis,  mumps,  etc., 
and  10  definitely  diagnosed  as  equine  en- 
cephalomyelitis, eastern  type,  (Table  1). 
The  eastern  type  virus  was  isolated  from 
the  brain  tissue  of  2 cases,  7 showed  posi- 
tive neutralizing  antibody  tests,  1 posi- 
tive complement  fixation  test,  and  7 showed 
pathognomonic  lesions  in  the  brain  tissue 
on  microscopic  examination.  (Table  2) 
Of  the  10  cases,  7 died  and  3 recovered,  the 
case  fatality  rate  being  70  per  cent. 

The  age  distribution  of  cases  which  oc- 
curred in  Louisiana  substantiates  the  the- 
ory that  children  are  more  susceptible  than 
adults.  All,  except  one,  were  in  children, 
from  7 months  to  15  years  of  age.  An 
unusual  case  in  the  series  was  that  of  a 
colored  male,  age  74  years,  who  developed 
severe  symptoms  and  died  wtihin  five  days 
after  onset  of  the  disease.  The  cases  were 
rather  evenly  distributed  among  the  sexes, 

6 occurring  in  males,  and  4 in  females. 
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Heath 

riate  of 
Iliseharge 

9-12-47 

H DeM. 

Maurice,  La. 

5 

M 

w 

9-  2-47 

9-  9-47 

E.  DeM. 

Maurice,  La.  ^ ^ 

2 

F 

w 

9-  4-47 

9-17-47 

J.  D. 

Delcambre,  La. 

74 

M 

w 

9-12-47 

F.  J. 

Weeks  Isle,  La.  ^ a 

15 

F 

c 

9-16-47 

10-15-47 

E.  DeR. 

Weeks  Isle,  La.  p 

11 

F 

w 

9-17-47 

10-19-47 

M.  I.  S. 

Franklin,  La. 

7 Mo. 

M 

c 

9-23-47 

11-16-47 

A.  L. 

Bay  St.  Louis,  Miss. 

O 

O 

F 

w 

10-  4-47 

10-28-47 

L.  S. 

Cut  Off,  La.  « 1 

4 

M 

w 

10-  9-47 

10-13-47 

M.  R. 

Gibson,  La.  ^ 

5 

M 

w 

10-19-47 

10-21-47 

A.  B. 

Theriot,  La. 

5 

M 

w 

10-23-47 

12-11-47 
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TABLE  2 

EQUINE  ENCEPHALOMYELITIS,  EASTERN  TYPE  VIRUS 
DIAGNOSTIC  FINDINGS 


Patient 

Virus  Isolation  (Brain 

Neutralizing  Antibodies  (Blood) 

Complement 
Fixation  Test 
(Blood) 

Microscopic  Pathology 

H.  DeM. 

Negative  *2,  3 

WEAKLY  POSITIVE  *3 

Negative  "4 

POSITIVE  *5,  6 

E.  DeM. 

POSITIVE  *1,  2,  3 
(Eastern  Type) 

WEAKLY  POSITIVE  *3 

Negative  *4 

POSITIVE  *5,  6 

J.  D.-iIT 

F.  J. 

E.  DeR. 

POSITIVE  *2,  3 
(Eastern  Type) 

Negative  *2,  3 

POSITIVE  *2,  3 
POSITIVE  *3 

Negative  *4 

POSITIVE  => 
Negative  *4 

POSITIVE  *5 

M.  I.  S. 

Negative  *2,  3 

POSITIVE  *3 

Negative  *4 

POSITIVE  *5,  6 

A.  L. 

Negative  *2,  3 

Negative  *3 

Negative  *4 

POSITIVE  *5,  6 

L.  S. 

Negative  *2,  3 

POSITIVE  =^3 

Negative  *4 

POSITIVE  *5,  6 

M.  R. 
A.  B. 

Negative  *2,  3 

Negative  *3 
POSITIVE  *2,  3 

Negative 

POSITIVE  *5,  6 

* Laboratories  performing  tests: 

1.  Donaldson,  P.,  and  Shaffer,  M.  S.,  Tulane  University,  School  of  Medicine,  New  Orleans,  La. 

2.  Dascomb,  H.  E.,  and  Syverton,  J.  T.,  L.  S.  U.  School  of  Medicine,  New  Orleans,  La. 

3.  Howitt,  B.  F.,  U.  S.  P.  H.  S.,  Virus  Laboratory,  Montgomery,  Ala. 

4.  Hammon,  W.  McD.,  Hooper  Foundation,  San  Francisco,  Calif. 

5.  Dent,  J.,  Tulane  University,  School  of  Medicine,  New  Orleans,  La. 

6.  Hauser,  G.  H.,  La.  State  Department  of  Health,  New  Orleans,  La. 


TABLE  3 
HUMAN  CASES 
AGE  AND  SEX 


Age 

Male 

Female 

Total 

Percent- 
age of 
Total 

Under  1 

1 

0 

1 

10 

1-4 

1 

2 

3 

30 

5-9 

3 

0 

3 

30 

10-15 

0 

2 

2 

20 

74 

1 

0 

1 

10 

Totals 

6 

4 

10 

100 

The  first  case  was  reported  on  September 
8,  1947,  and  the  last  case  on  October  23, 
1947.  The  disease  appears  to  occur  char- 
acteristically in  the  late  summer  and  au- 
tumn. Nine  cases  reported  in  January  and 
February,  1948,  as  suspicious  of  equine  en- 
cephalomyelitis, have  proved  negative  to 
date.  In  a field 'study,  of  the  area  from 
which  these  cases  originated,  only  three 
mosquitoes  and  one  hog  louse  were  col- 
lected, probably  due  to  severe  cold  weather. 
As  all  suspected  cases  and  the  areas  from 
which  they  originate  are  investigated  by 


the  State  Department  of  Health,  it  is  im- 
perative that  physicians  throughout  the 
state  report  any  suspected  case. 

Figure  1 shows  the  geographic  distribu- 
tion of  human  cases  of  equine  encephalo- 
myelitis which  occurred  during  the  1947 
outbreak.  It  will  be  noted  that  most  of  the 
human  cases  occurred  in  rural  areas  or 
small  towns.  The  map  also  shows  the  rela- 
tion of  human  cases  to  equine  cases,  based 
on  statistics  as  collected  by  Piercy^®  from 
a questionnaire  sent  to  all  practicing  vet- 
erinarians in  the  state.  Accurate  figures 
on  the  incidence  of  the  disease  in  animals 
vary  widely,  and  those  of  Piercy  are  very 
much  higher  than  those  of  the  U.  S.  De- 
partment of  Agriculture.  It  appears  that 
many  animal  cases  are  never  reported. 

As  the  Massachusetts  and  Louisiana  out- 
breaks are  the  only  two  known  to  be  caused 
by  the  eastern  type  virus,  it  is  interesting 
to  compare  our  findings  with  those  reported 
by  Feemster-  and  Getting.^  Statistically, 
they  were  quite  similar.  The  distribution 
among  the  sexes  was  rather  even  and  chil- 
dren were  particularly  susceptible  in  both 
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LOUISIANA  STATE  DEPARTMENT  OF  HEALTH 
DIVISION  OF  LABORATORIES 


HUMAN  CASES # 

EQUINE  CASES 

100  OR  OVER.  ...  » 


25  OR  LESS 


GEOGRAPHIC  DISTRIBUTION  OF  HUMAN 
AND  EQUINE  CASES  OF  EQUINE 
ENCEPHALOMYELITIS  IN  LOUISIANA 
1947 


of  the  outbreaks.  Seventy  per  cent  of  our 
cases  and  70  per  cent  of  the  Massachusetts 
cases  were  in  children  under  ten  years  of 
age.  The  case  fatality  rate  in  Louisiana,  in 
humans,  was  70  per  cent,  while  in  Massa- 
chusetts it  was  74  per  cent. 

Two  of  the  fatal  cases  in  the  Louisiana 
outbreak  were  from  the  same  household 
and  two  other  members  from  the  family 
showed  neutralizing  antibodies  in  their 
blood.  This  may  be  of  epidemiological  sig- 
nificance as  multiple  cases  in  the  same 
household  were  not  present  in  the  Massa- 
chusetts outbreak.  This  also  raises  a possi- 
bility of  contact  infection  or  vector  trans- 
mission of  the  disease  from  one  human  to 
another,  although  laboratory  experiments 
by  various  workers  have  failed  to  show 


transmission  of  the  disease  by  direct  con- 
tact. 

A summary  of  the  clinical  symptoms 
shows  that  in  most  cases  the  onset  was 
sudden  with  anorexia,  irritability,  vom- 
iting, sometimes  diarrhea,  headache,  fever, 
drowsiness  and  restlessness  followed  by 
muscular  twitchings,  convulsions,  and 
coma.  There  was  rigidity  of  the  neck  and 
stiffness  of  the  back,  lower,  and  upper  ex- 
tremities. Most  of  the  cases  were  admitted 
to  the  hospital  from  two  to  five  days  after 
onset  of  illness.  Temperature  usually 
ranged  from  102°  to  106.4°  F. 

Laboratory  findings  were  rather  con- 
stant. Blood  examination  usually  showed 
slight  leucocytosis  with  increase  in  poly- 
morphonuclears.  Blood  chemistry  (Sugar 
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and  N.P.N.)  and  urinalysis  in  most  cases 
were  negative.  Spinal  fluid  was  clear  or 
slightly  hazy  in  appearance,  while  pres- 
sure, cells,  and  globulin  showed  an  increase. 
The  polymorphonuclears  predominated  in 
the  spinal  fluid  early  in  the  disease,  and 
later  the  lymphocytes.  Blood  and  spinal 
fluid  cultures  were  negative  for  bacterial 
infection. 

In  the  cases  in  which  recovery  took  place, 
symptoms  were  not  as  severe,  but  convales- 
cence was  prolonged.  One  of  the  distress- 
ing features  of  the  disease  is  that  nearly 
all  cases  that  recover  show  disabling  mental 
and  physical  sequelae  which  are  progessive 
in  character.  A study  by  Getting”  of  the  9 
surviving  patients  of  the  Massachusetts 
outbreak,  approximately  one  year  after  on- 
set of  illness,  showed  that  6 suffered  dis- 
abling sequelae.  Feemster,’^-  in  a nine  year 
study  of  these  cases,  reports  that  not  only 
have  these  patients  shown  no  further  im- 
provement, but  that  some  of  the  individuals 
have  shown  further  retardation. 

In  the  fatal  cases,  the  patients  grew  pro- 
gressively worse  despite  chemotherapy  and 
supportive  measures,  with  almost  continu- 
ous convulsions  and  coma  until  death, 
which  usually  occurred  from  two  to  ten 
days  after  onset.  One  unusual  case  was 
that  of  a 7 month  old  colored  child  who 
died  on  the  fifty-fourth  day  of  illness. 

Autopsies  were  held  on  the  7 fatal  cases. 
Grossly,  the  brain  and  spinal  cord  showed 
congestion  and  marked  edema.  One  case 
showed  areas  of  hemorrhage.  The  convo- 
lutions of  the  brain  were  markedly  flat- 
tened. Microscopic  examination  showed 
more  or  less  similar  findings  throughout 
the  brain  tissue,  most  marked  in  the  mid- 
brain. These  consisted  of  diffuse  infiltra- 
tion of  polymorphonuclear  leucocytes,  and 
a lesser  number  of  large  mononuclear  cells, 
especially  about  the  blood  vessels,  in  the 
brain,  cord  and  meninges ; small  focal  areas 
of  polymorphonuclears  with  abscess  forma- 
tion, destruction  of  nerve  cells,  with  infil- 
tration of  polymorphonuclears  and  large 
phagocytic  cells  (Neuronophagia) , many 
Gitter  cells,  areas  of  focal  necrosis,  prolif- 
eration of  glial  cells,  with  production  of 


glial  nodules,  and  irregular  areas  of  demye- 
linization  with  no  relation  to  the  blood  ves- 
sels. The  blood  vessels  showed  proliferation 
of  the  lining  endothelium,  with  numerous 
thrombi  in  the  small  vessels,  m.any  of  which 
were  hyalinized.  The  walls  of  the  blood 
vessels  showed  infiltration  of  polymorpho- 
nuclears with  necrosis  present.  In  cases 
dying  after  prolonged  illness,  only  a small 
amount  of  polymorphonuclear  infiltration 
was  present  with  a greater  amount  of  mo- 
nonuclear invasion,  marked  gliosis,  atrophy, 
and  cystic  changes.  Changes  in  the  viscera 
included  congestion,  proliferation  of  the  lin- 
ing of  the  small  vessels,  with  numerous 
thrombi,  interstitial  pneumonitis,  and  inci- 
dental secondary  pathological  changes. 

The  diagnosis  of  encephalomyelitis  is 
usually  made  clinically  and  confirmed  by 
laboratory  methods.  The  laboratory  pro- 
cedures of  value,  to  confirm  the- diagnosis, 
are:  (1)  Isolation  of  the  virus,  (2)  tests 
for  neutralizing  antibodies,  (3)  comple- 
ment fixation  test,  and  (4)  post  mortem 
examination. 

1) .  Isolation  of  virus:  Specimens  of 

blood  and  spinal  fluid  should  be  collected 
as  soon  as  the  disease  is  suspected,  frozen 
at  once,  and  forwarded  to  the  laboratory 
for  virus  isolation. 

2) .  Test  for  neutralizing  antibodies:  A 
specimen  of  blood  should  be  taken  in  the 
early  stage  of  the  disease  and  subsequent 
specimens  at  weekly  intervals.  An  increas- 
ing titer  of  neutralizing  antibodies  during 
the  course  of  the  disease  is  of  great  value 
in  confirming  the  diagnosis. 

3) .  Complement  fixation  test:  This  has 
proved  of  little  value  in  cases  that  suc- 
cumbed after  a few  days’  illness.  However, 
in  those  that  live  over  two  weeks  or  in  those 
that  recover,  it  may  be  helpful. 

For  neutralizing  antibody  and  comple- 
ment fixation  tests,  withdraw  10  c.c.  of 
blood  by  venipuncture,  allow  to  clot,  and 
send  to  the  laboratory  at  once.  If  it  is  to 
be  shipped  a long  distance,  the  serum 
should  be  separated  from  the  clot. 

4) .  Post  mortem  examination:  In  case 

of  death,  an  autopsy  should  be  performed. 
It  is  important  that  sections  of  the  brain. 
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and  spinal  cord  be  obtained,  special  care 
being  taken  to  obtain  portions  of  the  mid- 
brain. Part  of  the  specimen  should  be 
frozen  at  once,  and  the  remainder  placed  in 
buffered  glycerol  solution. 

It  should  be  forwarded  to  the  laboratory 
for  animal  inoculation  in  an  effort  to  isolate 
the  virus.  In  cases  that  have  succumbed 
early,  the  virus  can  usually  be  isolated  from 
the  brain  tissue ; whereas,  in  cases  that 
have  been  prolonged,  the  virus  is  hard  to 
isolate  and  appears  to  have  burned  itself 
out.  Upon  isolation  of  the  virus,  the  type 
must  be  determined  by  animal  protection 
tests. 

Sections  of  all  tissues  should  also  be 
taken  and  placed  in  10  per  cent  formalin 
for  microscopic  examination. 

Complete  epidemiology  of  this  disease 
has  not  been  established.  The  eastern  type 
virus  of  equine  encephalomyelitis  was  orig- 
inally isolated  by  Ten  Broeck  and  MerrilP-^ 
from  the  brains  of  horses  dying  of  the  dis- 
ease along  the  Atlantic  Coast.  Transmis- 
sion of  the  eastern  virus  to  experimental 
animals  by  the  bite  of  infected  mosquitos, 
was  first  reported  by  Merrill,  Lacaillade 
and  Ten  Broeck’*  in  1934.  In  1938,  Foth- 
ergill  and  Dingle’**  isolated  the  eastern 
strain  virus  from  a wild  pigeon  in  Massa- 
chusetts, and  Tyzzer  and  associates’”  the 
virus  from  two  wild  pheasants  in  Connecti- 
cut. The  same  year  Ten  Broeck”  found 
neutralizing  antibodies  present  in  the  sera 
of  fowls  from  farms,  where  horses  had  died 
of  encephalomyelitis,  and  the  following 
year  (1939)’®  postulated  that  “birds  act  as 
reservoir  hosts  for  the  virus.”  Davis’”  has 
presented  experimental  evidence  that  birds, 
including  English  sparrows,  pigeons,  and 
cowbirds  can  be  infected  with  the  virus, 
by  the  bite  of  infected  mosquitoes. 

From  all  the  evidence  at  hand,  it  appears 
that  birds  are  the  reservoir  for  the  virus, 
from  which  arthropods,  principally  mos- 
quitoes, become  infected  and  transfer  the 
infection  to  humans,  horses,  birds,  and 
other  animals. 

A mosquito  survey  made  in  Massachu- 
setts-” following  the  1938  outbreak  showed 
21  species  of  Aedes  present,  6 of  which  had 


previously  been  proved  to  transmit  the 
eastern  type  virus.  In  a mosquito  survey 
in  Louisiana  made  by  the  Louisiana  State 
Department  of  Health  during  1947,  16  spe- 
cies of  Aedes  were  found,  5 of  which  have 
been  previously  proved  to  transmit  the 
eastern  type  virus  (Table  4),  and  their 
seasonal  incidence  is  shown  in  Figure  2. 

TABLE  4 

OCCritliEXCE  OF  MOS(jnTO  VECTORS  OF 
EQTTIXE  EXCEITIALOMYELITIS.  EASTERX  TYPE, 
IX  MASSACHUSETTS  — LOTUSIAXA 


Xam(>  of  Mosquito 

Occurrence  in 
Ylassacliusetts 

Occurrence 

Louisiana 

Aedes  aegypti 

0 

X 

A.  sollicitans 

X 

X 

A.  cantator 

X 

0 

A. vexans 

X 

X 

A.  triseriatus 

X 

X 

A.  atropalpus 

X 

0 

A.  taeniorhynchus 

X 

X 

A.  dorsalis 

X 

0 

A.  albopictus 

0 

0 

A.  nigromaculis 

0 

0 

The  prophylaxis  of  this  disease  is  an  im- 
portant public  health  problem.  As  it  has 
been  shown  that  arthropods,  principally 
mosquitoes,  transmit  the  virus  of  the  dis- 
ease, it  is  important  that  measures  be  taken 
for  their  elimination.  Control  of  mosqui- 
toes and  other  insects  should  be  carried  out 
by  proper  screening  of  houses,  barns,  etc., 
by  spraying  and  application  of  insecticides, 
adequate  soil  drainage,  and  destruction  of 
breeding  places.  If  the  present  concept  is 
true,  that  the  reservoir  of  the  virus  is  in 
birds,  elimination  will  present  a difficult 
problem.  Vaccination  has  been  proved  of 
value  in  animals  and  may  be  of  value  in 
preventing  the  disease  in  man. 

There  is  no  specific  treatment.  Serum 
from  convalescent  cases  appears  to  be  of 
little  value,  but  this  requires  further  study. 
General  symptomatic  treatment  should  be 
given. 

What  importance  the  disease  will  assume 
in  the  future  in  Louisiana  is  unknown. 
There  seems  to  be  no  explanation  of  why 
the  disease  should  remain  dormant  for 
years,  then  suddenly  appear  in  new  areas. 
Past  experience,  in  epizootics  among  horses 
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and  mules,  has  shown  that  rarely,  except  in 
a few  endemic  areas,  does  the  disease  recur 
to  any  extent  in  the  same  area  in  succeed- 
ing years.  Human  cases  of  equine  enceph- 
alomyelitis usually  occur  only  when  an  out- 
break or  epizootic  of  the  disease  is  prevalent 
in  the  area,  and  usually  after  the  peak  in 
animals  has  been  reached. 

An  infectious  disease  which  has  been  re- 
sponsible for  only  two  proportionately 
small  outbreaks,  and  a few  sporadic  cases 
in  the  past  decade,  might  seem  of  little 
public  health  significance.  However,  it 
must  be  remembered  that  the  distribution 
of  the  virus  is  widespread.  If  the  present 
concept  of  the  epidemiology  of  the  disease 
is  true,  the  possibility  of  infection  in  Lou- 
isiana is  ever  present. 

' SUMMARY 

1) .  An  outbreak  of  human  equine  en- 
cephalomyelitis, due  to  eastern  type  virus, 
occurred  in  Louisiana  during  1947. 

2) .  Ten  cases  were  definitely  proved  to 
be  of  the  eastern  type,  either  by  isolation  of 


the  virus  from  the  brain,  demonstration  of 
neutralizing  or  complement  fixing  anti- 
bodies in  the  blood,  by  typical  lesions  in  the 
brain,  or  by  a combination  of  the  above. 

3) .  A study  of  the  cases  shows  children 
were  most  frequently  affected  with  no  spe- 
cial sex  predilection.  The  disease  occurred 
in  late  summer  and  autumn,  in  small  towns 
and  rural  districts,  especially  in  the  area 
where  the  disease  was  prevalent  in  animals. 

4) .  Clinically  the  disease  was  severe, 
usually  of  short  duration,  with  high  case 
fatality  rate.  The  gross  and  microscopic 
autopsy  findings  are  given. 

5) .  Etiologic  diagnosis  cannot  be  made 
on  clinical  findings.  Diagnosis  depends 
upon  the  laboratory  and  can  be  established 
by  ( 1 ) Isolation  of  the  virus  from  the  blood, 
spinal  fluid  or  brain  tissue  (2)  test  for  neu- 
tralizing antibodies  (3)  complement  fixa- 
tion test  and  (4)  microscopic  examination 
of  tissues. 

6) .  Complete  epidemiology  of  equine  en- 
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cephalomyelitis,  eastern  type,  is  not  defi- 
nitely established.  Evidence,  at  the  present 
time,  indicates  that  arthropods,  particular- 
ly mosquitoes,  transmit  the  disease,  and 
birds  act  as  the  host  reservoir. 

7).  Control  measures  include  vaccina- 
tion of  animals  against  the  disease,  elimina- 
tion of  host  reservoirs  and  insect  vectors. 

The  author  wishes  to  express  apprecia- 
tion to  Dr.  Emma  Moss  and  Dr.  M.  Hood, 
of  Charity  Hospital,  for  assistance  and 
cooperation  in  collection  of  data  and 
specimens,  and  Dr.  J.  Arey,  of  Tulane  Uni- 
versity, for  furnishing  some  of  the  tissue 
sections  and  lantern  slides. 
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CHROMOMYCOSIS: 

REPORT  OF  A CASE  FROM  LOUISIANA  WITH 

A DISCUSSION  OF  ITS  CLINICAL  AND 

MYCOLOGIC  FEATURES 
LESLIE  K.  MUNDT,  M.  D.f 
New  Orleans,  La. 

AND 

MORRIS  MOORE,  PH.  D.f 

St.  Louis,  Mo. 

In  spite  of  several  relatively  recent  ar- 
ticles on  the  subject,  chromomycosis  is  still 
a disease  with  which  many  physicians  are 
unfamiliar.  Undoubtedly  the  condition  is 
not  as  rare  as  it  is  generally  supposed  to 
be.  More  probably,  the  lesions  have  been 
misdiagnosed  and  confused  with  granulo- 
mas similar  in  appearance  to  one  or  more 
of  its  varied  clinical  forms.  This  report 
is  submitted  to  call  attention  once  again  to 
chromomycosis,  to  review  the  clinical  and 
mycologic  features  of  the  disease  and  to 
record  the  first  such  case  from  the  state  of 
Louisiana. 

In  1911,  in  Brazil,  Pedroso  identified  the 
first  case  of  chromomycosis  which  he  called 
“black  blastomycosis”  because  of  the  dark 
fungous  cells  of  the  lesions.^  Lane-  and 
Medlar^  described  the  first  case  in  North 
America  in  1915.  Since  that  time  approxi- 
mately 100  cases  have  been  recorded  in  the 
world  literature,  nine  of  which  have  come 
from  the  United  States.  The  cases  thus 
far  reported  have  originated  from  widely 
scattered  areas,  including  the  Caribbean 
area  (Cuba,  Puerto  Rico  and  Costa  Rica), 
Brazil  and  the  Union  of  South  Africa.^  In 
the  United  States,  cases  have  been  recorded 
from  Massachusetts,  Texas,  Missouri, 
North  Carolina,  Pennsylvania  and  Georgia.^ 

Chromomycosis  has  been  confused  on 
many  occasions  with  blastomycosis.  Actual- 

fFrom  the  Department  of  Dermatology  and 
Syphilology,  Louisiana  State  University  Medical 
School,  New  Orleans,  La.,  the  Department  of  Der- 
matology, Touro  Infirmary,  New  Orle.ans,  La.,  and 
the  Laboratory  of  Mycology  of  the  Barnard  Free 
Skin  and  Cancer  Hospital,  St.  Louis,  Mo. 
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ly,  there  are  definite  clinical  and  micro- 
scopic differential  features  between  the  two 
diseases,  so  that  there  can  be  little  justifi- 
cation for  a continuation  of  this  common 
error  in  diagnosis. 

Unlike  blastomycosis,  the  chromomycosis 
organism  divides,  not  by  budding,  but  by 
cross  wall  or  septum  formation,  both  in  cul- 
ture and  in  tissue.  To  point  out  the  differ- 
ence between  the  two  diseases  and  to  avoid 
confusion  in  nomenclature,  one  of  us  (M. 
M.)  with  de  Almeida  has  suggested  the 
shorter  term  “chromomycosis”  rather  than 
“chromoblastomycosis”  by  which  name  it 
has  been  designated  in  the  past,  thereby 
omitting  the  misleading  “blasto”  altogther. 
The  prefix  in  “chromoblastomycosis”  and 
“chromomycosis”  has  been  retained  by  all 
authors  as  a means  of  indicating  the  pig- 
mented nature  of  the  causative  agent. 

The  organism  in  tissue  has  been  described 
by  Moore  and  his  colleagues®  as  spherical 
or  irregular  sclerotic  cells  which  are  thick- 
walled,  dark  brown  or  chestnut  colored  and 
single  or  multiple,  appearing  in  clusters. 
The  cells  produce  by  enlargement  and  sep- 
tum formation  to  form  mulberry-like 
groups.  The  cells  are  distributed  through- 
out the  tissue  in  microabscesses  surrounded 
by  polymorphonuclear  leukocytes  or  en- 
gulfed by  giant  cells. 

It  is  possible  to  make  a clinical  diagnosis 
only  in  far  advanced  typical  examples  of 
the  disease.  However,  if  the  condition  is 
kept  in  mind  and  biopsy  resorted  to,  the 
diagnosis  can  be  established  histologically 
with  no  difficulty.  The  condition  is  un- 
doubtedly more  common  than  has  been  con- 
sidered heretofore.  More  cases  will  be  dis- 
covered in  the  future  if  physicians  are 
aware  of  the  world-wide  distribution  of  the 
disease. 

MYCOnOGY 

The  taxonomy  of  the  fungi  causing  chro- 
momycosis (chromoblastomycosis)  has  been 
somewhat  confused  by  the  succession  of 
new  names,  genera,  species  and  varieties. 
Morphologically,  there  can  be  seen  various 
structures  which  may  be  found  singly  or  in 
combination  in  all  the  organisms  respon- 
sible for  the  disease.  The  one  undisputed 


fungus,  Phialophora  verrucosa  Medlar, 
1915,  is  characterized  by  the  production  of 
semiendogenous  spore  formation  through 
cupulliform  structures  termed  phialophores. 
Other  strains  of  fungi  isolated  from  cases 
of  chromomycosis  have,  in  the  past,  been 
generally  classified  as  Hormodendron  ped- 
rosoi  Brumpt,  1921.  The  numerous  isolated 
strains  vary  considerably  morphologically, 
being  characterized  by  the  production  of  a 
variable  number  of  large  subspherical  or 
ellipsoid,  catenulate  spores  in  acrogenous 
branches,  the  Hormodendron  type  of  con- 
idiophore;  or  the  conidia  may  be  arranged 
pleurogenously,  along  the  conidiophore,  or 
in  head  formation,  the  Acrotheca  type  of 
conidiophore;  or  there  may  be  present  the 
phialophores  typical  of  Phialophora.  In  ad- 
dition, one  may  find  strains  of  organisms 
which  have  the  formation  of  cupulliform 
spore  bearers  laterally  or  at  the  apices  of 
the  Hormodendron  conidiophores. 

• Prior  to  the  finding  of  the  various  meth- 
ods of  spore  production  and  morphologic 
forms,  the  several  isolated  fungi  were  con- 
sidered to  be  one  organism  and  accordingly 
received  the  following  names  from  different 
workers : Hormodendron  pedrosoi  Brumpt, 
1921,  Acrotheca  pedrosoi  Terra,  Torres,  da 
Fonseca  and  Area  Leao,  1922,  Trichospor- 
ium  pedrosoi  Langeron,  1929  and  Gomphi- 
naria  pedrosoi  Dodge,  1935. 

In  1935,  Carrion  and  Emmons"  described 
semiendogenous  spore  formation  in  Hormo- 
dendron. In  the  same  year,  Moore  and  de 
Almeida®  also  reported  all  the  methods  of 
sporulation  in  one  strain.  On  the  basis  of 
the  various  methods  of  spore  formation 
and  on  the  combination  of  these  methods  in 
various  strains  of  fungi  producing  chromo- 
mycosis, Moore®  in  1936  suggested  a generic 
and  genetic  relationship  of  the  fungi  by 
placing  the  organisms  in  the  order  Phialo- 
phoreae  and  creating  three  new  genera, 
Botrytoides,  Hormodendroides  and  Phia- 
loconidiophora.  In  the  following  year, 
Moore  and  de  Almedia^®  established  their 
relationship  in  accordance  with  the  rules  of 
botanical  nomenclature. 

In  an  antedated  publication,  Negroni^^ 
recognized  the  need  for  changing  the  name 
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Hormodendron.  On  the  basis  of  a paper 
presented  by  Moore  before  members  of  the 
Bacteriological  Institute,  Buenos  Aires, 
Argentina,  in  which  the  genus  Hormoden- 
droides  was  discussed,  Negroni  created  the 
genus  Fonsecaea  to  replace  Hormodendroi- 
des  which  he  considered  a nomen  nudum. 
The  name  honored  da  Fonseca,  the  eminent 
Brazilian  mycologist  who  was  one  of  the 
early  workers  on  the  disease.  Carrion^- 
accepted  the  name  to  replace  the  older 
terms  and  maintained  two  species,  F. 
pedrosoi  and  F.  compactum.  Phialophora 
verrucosa  was  considered  a distinct  organ- 
ism. In  a later  paper,  Carrion’"^  upheld  the 
genus  Fonsecaea  and  discarded  all  other 
genera.  Following  the  phylogenetic  sequence 
proposed  by  Moore,  Carrion  created  vari- 
eties to  replace  the  genera  of  Moore  and 
de  Almeida.  F.  pedrosoi  var.  communis  re- 
placed Phialoconidiophora  guggenheimia, 
F.  pedrosoi  var.  cladosporioides  replaced 
Hormodendroides  pedrosoi,  F.  pedrosoi  var. 
typicus  replaced  Botrytoides  monophora 
and  F.  pedrosoi  var.  phialophorica  replaced 
Phialophora  verrucosa.  The  term  clado- 
sporiodes  is  used  by  Carrion  since  it  has 
been  considered  that  Hormodendron  is  a 
synonym  of  the  older  Cladosporium. 

Emmons,  in  presenting  the  mycologic 
report  and  discussion  on  an  organism  iso- 
lated from  a patient  with  chromomycosis 
as  published  by  Binford  and  Hess^^  rejected 
the  genus  Fonsecaea  for  the  older  name 
Phialophora.  He  preferred  to  amend  the 
genus  Phialophora  to  include,  in  addition 
to  the  semiendogenous  spore  formation,  the 
acrogenous,  pleurogenous  or  acropleuro- 
genous  spore  formation  described  for  Phia- 
loconidiophora, Hormodendroides  and  Bo- 
trytoides. This  seems  to  be  a more  logical 
choice  than  Fonsecaea.  The  new  combina- 
tions, therefore,  according  to  Emmons,  in 
addition  to  the  already  accepted  Phialo- 
phora verrucosa,  would  be  P.  pedrosoi  and 
P.  compactum.  By  amending  Phialonhora 
to  include  the  other  spore-forming  types  of 
organisms,  Emmons  recognized  the  close 
relationship  existing  between  the  various 
etiologic  agents  of  chromomycosis  as  sug- 
gested by  Moore,  who  placed  all  these  fungi 


in  the  order  Phialophoreae.  Whether  all 
the  organisms  should  be  placed  in  the  genus 
Phialophora  is  a matter  which  may  be  open 
to  discussion.  Certainly  the  methods  of 
sporulaion  and  the  morphologic  character- 
istics of  Phialoconidiophora  of  Moore  and 
de  Almeida  or  Fonsecaea  pedrosoi  var.  com- 
munis of  Carrion  would  appear  to  merit 
more  than  synonomy  with  Phialophora  pe- 
drosoi as  classified  by  Emmons. 

The  organism  isolated  from  the  case 
described  here  appears  to  have  the  char- 
acteristics of  Botrytoides  m.onophora  or 
Fonsecaea  pedrosoi  var.  typicus  particu- 
larly when  grown  on  Sabouraud’s  glucose 
agar  and  the  characteristics  of  F.  pedrosoi 
var.  cladosporioides  or  perhaps  Hormoden- 
droides pedrosoi  when  grown  on  Czapek’s 
medium.  This  would  of  course  be  classified 
as  Phialophora  pedrosoi  by  Emmons.  On 
Sabouraud’s  glucose  agar,  pH  5.2,  the  fun- 
gus produces  a colony  which  is  compact 
with  a central  knob,  concentric  zones  of 
growth,  being  dark  olivaceous  to  black.  The 
peripheral  growth  is  dark  greenish-gray  to 
brown  while  the  surface  growth  is  dark 
mouse  gray  to  olivaceous  (Fig.  1:1).  Growth 
is  fairly  rapid,  attaining  a diameter  of  ap- 
proximately 3 cm.  in  15  days.  On  Czapek’s 
medium  the  colony  is  submerged  in  the 
agar,  not  compact,  dark  brown  to  black  in 
color  and  attains  a diameter  of  approxi- 
mately 3 cm.  in  15  days  (Fig.  1:2). 

f-  ■ , ^ 
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Fig.  1:  1.  Colony  of  Phialophora  pedrosoi  on 
Sabouraud’s  glucose  agar,  15  days  old,  actual  size; 
(2).  Colony  of  P.  pedrosoi  on  Czapek’s  medium, 
15  days  old,  actual  size. 

Microscopically,  the  fungus  shows  a pau- 
city of  the  characteristic  spore  formation. 
On  Czapek’s  medium  the  outstanding  fea- 
ture is  the  finding  of  brown  spores,  ellip- 
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Fig.  2.  Colonies  of  P.  pedrosoi  on  Sabouraud’s 

agar. 

type  may  be  seen,  but  not  in  great  abun- 
dance and  seldom  attaining  the  develop- 
ment seen  in  other  strains  (Fig.  3:1-2). 
The  conidia  are  subspherical  to  ellipsoid, 
catenulate  in  acrogenous  branches,  approxi- 
mately 2-5  X 2-8  microns.  Few  conidio- 
phores  of  the  so-called  Acrotheca  type  may 
also  be  seen.  These  are  usually  irregular, 
denticulate  spore  bearers,  single  or  multi- 
celled,  lateral  or  terminal  and  dark  brown 
with  the  conidia  acrogenous  or  pleurogen- 

ous,  ovoid  ellipsoid  or  subfusiform,  approx- 
imately 1.5-4  X 3-8  microns.  On  careful 
search,  conidiophores  of  Phialophora  may 
be  found.  These  spore  bearers,  however, 
are  rare.  When  observed  in  slide  prepara- 


Fig.  3:  1.  Hormodendron  type  of  conidiophores 
gTcwn  on  Czapek’s  medium,  X 1440;  (2).  Conidio- 
phore  showing  acrogenous  spore  formation  on 
Czapek’s  medium,  X 1440;  (3).  Semiendogenous 
type  of  conidiophore  (Phialophora  type)  with  sin- 
gle small  conidium  on  Czapek’s  medium,  X 1440; 
(4).  Semiendogenous  conidiophore  (branching 
form)  on  Czapek’s  medium,  X 1440;  (5).  Acro- 
theca type  of  conidiophore  on  Sabouraud’s  glucose 
agar,  X 1440. 

CLINICAL  FEATURES 

The  clinical  varieties  of  chromomycosis 
are  manifold.  Of  the  various  species  of 
the  fungus  considered  causative,  no  one 


soid  to  ovoid,  catenulate,  approximately  2-5 
microns  in  diameter,  developing  from  the 
hyphae  laterally  either  singly  or  branched, 
suggesting  the  conidiophores  of  Cladospori- 
um.  Conidiophores  of  the  Hormodendron 


tions  they  are  usually  simple,  lateral  on  a 
hypha  or  occasionally  branched  showing 
two  phialophores  (Fig.  3:3-4).  On  Sabou- 
raud’s glucose  agar  the  principal  spore 
forming  method  is  by  the  Acrotheca  meth- 
od (Fig.  3:5).  The  Hormodendron  and 
the  Phialophora  types  were  not  observed, 
although  it  is  possible  that  they  may  be 
present. 
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species  can  be  correlated  clinically  with  any 
particular  type  of  lesion. 

Chromomycosis  occurs  in  the  laboring 
classes,  mostly  among  farmers  or  those  in 
contact  with  farm  products.  In  many  pa- 
tients the  history  of  injury  by  wood  or 
vegetation  can  be  elicited,  as  is  probably 
the  case  reported  in  this  paper. 

The  disease  apparently  may  occur  at  any 
age.  In  the  cases  reported  to  date  there 
has  been  a preponderant  incidence  in  the 
male  sex.  It  appears  that  all  races  are 
susceptible.  The  disease  is  not  considered 
contagious  since  there  has  been  no  familial 
spread  so  far  reported. 


Fig-.  4.  Chrcmcmyccsis  involving  the  index 
finger. 


TVl'KS 

In  the  past,  chromomycosis  has  been  con- 
sidered a disease  affecting  the  lower  ex- 
tremities in  the  form  of  verrucous  and 
granulomatous  excrescences.  It  is  now 
known  that  any  part  of  the  cutaneous  sur- 


face may  be  involved.  Five  clinical  types 
have  been  described  by  Pardo-Costello  and 
his  associates. These  include: 

1.  The  verrucous  type,  the  form  most 
frequently  observed.  This  type  is  encoun- 
tered usually  on  the  legs  in  the  form  of 
papillomatous  patches  not  unlike  those  seen 
in  blastomycosis  and  tuberculosis  verrucosa 
cutis.  The  color  varies  from  light  brown 
to  dark  red.  The  process  tends  to  heal  by 
central  scarring.  Suppuration  is  not  a 
common  feature. 

2.  The  tuberculoid  type  also  resembles 
tuberculosis  verrucosa  cutis  as  well  as  sar- 
coid. The  typical  lesion  is  a patch  composed 
of  brown  hypertrophic  nodules  with  ery- 
thematous areolas  and  minimal  scarring. 
This  type  is  considered  to  be  an  early  form 
of  verrucous  chromomycosis.  However, 
according  to  Pardo-Costello,  the  allergic 
response  of  the  individual  tissue  to  the  in- 
fection may  play  an  important  role  in  the 


Fig.  .5.  Same  as  Fig.  4.  Enlarged  view. 
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development  of  one  or  the  other  clinical 
types. 

3.  The  syphiloid  type  resembles  late 
cutaneous  syphilis.  The  lesions  are  nodu- 
lar, scaly  and  at  times  ulcerative,  having  a 
serpiginous,  annular  or  arciform  pattern. 
The  process  leaves  a thin,  depigmented 
scar. 

4.  The  psoriasiform  type  appears  as  in- 
flammatory infiltrated  plaques  with  super- 
imposed white,  lamellated,  adherent  scales, 
similar  in  appearance  to  psoriasis. 

5.  The  cicatricial  and  elephantiasic  type 
is  usually  found  on  the  leg  and  resembles 
Madura  foot.  This  type  is  characterized 
by  scarring  and  is  considered  a final  stage 
of  the  disease,  presenting,  in  addition  to 
the  scarring,  verrucous  lesions,  scaling, 
ulcers  and  abscess  formation.  The  ele- 
phantiasic enlargement  is  due  to  interfer- 
ence with  the  lymphatic  drainage.  Attacks 
of  recurring  lymphangitis  are  associated 
with  this  type. 

COURSE 

Chromomycosis  is  a chronic  disease  that 
progresses  slowly,  having  been  known  to 
persist  for  as  long  as  40  years.  There  is 
no  associated  pain,  pruritus  or  systemic 
symptoms  in  the  majority  of  cases.  Re- 
gional adenopathy  is  a common  finding  and 
is  attributed  to  secondary  infection.  Metas- 
tases  have  been  reported  in  only  two  cases 
and  there  have  been  no  instances  of  inva- 
sion of  bone.  No  visceral  lesions  have  been 
observed.  According  to  Pardo-Costello  and 
and  his  associates,^®  atrophy  of  the  muscles, 
ankylosis  and  osteoporosis  are  common  in 
the  extremities  in  cases  of  long  duration, 
due  to  immobility  and  scarring.  The  gen- 
eral health  of  patients  is  unimpaired.  A 
fatal  case  has  never  been  reported  except 
when  caused  by  some  unassociated  condi- 
tion. 

RATHOLOGV 

Microscopically,  the  diagnosis  can  be 
made  by  finding  the  typical  cells  in  the 
tissue.  There  are  many  features  micro- 
scopically which  suggest  blastomycosis, 
tuberculosis  and  the  mycotic  granulomas 


Fig.  6.  Chromomycosis;  suppuration  and  necro- 
sis in  a large  abscess-like  formation  with  fibrosis 
and  a granulomatous  response  around  the  periph- 
ery. Low  power.  X 135. 


Fig.  7.  Chromomycosis,  showing  pseudoepitheli- 
omatous  hyperplasia  and  microabscesses  in  the 
cutis.  Low  power.  X 135. 


causative  organisms.  High  dry.  X 1280. 
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and  there  are  certain  characteristics  which 
serve  as  differentiating  points.  The  micro- 
scopic pathology  has  been  described  in  de- 
tail by  Moore  et  al  as  follows:  “The 

epidermis  shows  hyperkeratosis  and  acan- 
thosis with  a thickening,  broadening  and 
elongation  of  the  rete  pegs.  Within  the  pegs 
may  be  seen  microscopic  abscesses  filled 
with  polymorphonuclear  leukocytes,  cellular 
debris  and  the  fungous  cells.  At  times 
within  these  areas  one  may  also  find  Lang- 
hans’  giant  cells  containing  fungi.  The 
most  pronounced  changes  are  found  in  the 
dermis.  Here  one  sees  edema,  a pronounced 
cellular  infiltration  and,  in  older  lesions, 
evidence  of  fibrosis.  The  cellular  infiltra- 
tion is  made  up  of  polymorphonuclear  leu- 
kocytes, lymphocytes,  epithelioid  cells,  plas- 
ma cells,  eosinophiles  and  Russell’s  fuchsin 
bodies,  which  have  been  noted  in  tissue  sec- 
tions by  others.  Giant  cells  of  the  foreign 
body  type  or  Langhans’  type  may  be  present 
as  well  as  macrophages.  There  is  sometimes 
a tendency  to  pseudotubercle  formation  in 
the  infiltrate.  Fibroblastic  changes  may 
occur.  Necrosis  and  microabscesses  such 
as  are  found  in  Gilchrist’s  disease  are  not 
prominent  in  chromomycosis.  The  sclerotic 
cells  of  the  fungus  are  found  scattered 
throughout  the  corium,  especially  in  the  ab- 
scesses dr  in  giant  cells.  They  occur  either 
hs  single  cells  or  as  mulberry-like  clusters.” 

DIAGNOSIS  AND  DIPFEUENTIAL  DIAGNOSIS 

The  diagnosis  may  be  established  by  dem- 
onstrating microscopically,  by  the  potassi- 
um hydroxide  technic,  the  round,  grouped, 
dark-colored  sclerotic  cells  in  pus,  scales  or 
sections  of  tissue.  Cultural  studies  aid  in 
reaching  a diagnosis,  but  are  not  essential, 
since  the  typical  cells  can  be  demonstrated 
with  ease  and  are  pathognomonic  of  the 
disease. 

The  differential  diagnosis  includes  blas- 
tomycosis, sarcoid,  coccidioidal  granuloma, 
maduromycosis,  tuberculosis  verrucosa  cu- 
tis, bromoderma,  syphilis,  yaws,  pyoderma 
vegetans,  epithelioma,  psoriasis  and  other 
diseases. 

j TREATMENT 

Pardo-Costello  et  al.’^  say  that  roentgen 
therapy  is  of  value  in  the  treatment  of  the 


superficial  type  of  case  and  is  helpful  even 
in  other  cases.  They  recommend  from  600 
to  1200  roentgen  units  filtered  through  1 
or  2 mm.  of  aluminum.  According  to  these 
authors,  iodides  are  worthless,  as  are 
thymol,  antimony,  copper  and  the  sulfona- 
mides. They  state  that  the  treatment  of 
choice  is  electrocoagulation  followed  by 
curettage,  which  results  in  a firm  con- 
tracted scar  after  two  or  three  months  of 
constant  care.  For  the  cicatricial  and  ele- 
phantiasic  type  on  the  legs  only  amputation 
is  of  any  avail.  In  general,  iodides  in  dos- 
age up  to  90  grains  daily  and  roentgen 
therapy  are  usually  tried,  sometimes  with 
success,  as  in  the  unpublished  report  ^f 
Sams.  Moore,  Cooper  and  Weiss''  sum- 
marize the  present  thought  on  the  subject 
by  recommending  iodides,  roentgen  thera- 
py, electrocoagulation  or  surgical  excision 
when  the  lesion  is  small  and  experimenta- 
tive  procedures  when  the  lesion  is  exten- 
sive. 

REI’ORT  OF  CASE 

W.  C.,  a white  male,  81  years  of  age,  who  died 
on  July  11,  1946,  was  followed  at  the  Touro  In- 
firmary, New  Orleans,  Louisiana,  over  a period  of 
three  years  for  carcinoma  of  the  stomach  and  gen- 
eralized carcinomatosis. 

During  the  period  from  April  1945,  until  shortly 
before  his  death  the  patient  was  seen  regularly  in 
the  hospital’s  dermatology  out-patient  department, 
service  of  Dr.  R.  A.  Oriol,  for  a chronic  dermatosis 
involving  the  proximal  phalanx  of  the  left  index 
finger,  of  15  months’  duration.  The  dermatitis 
consisted  of  an  erythematous  plaque  flush  with  the 
surrounding  skin,  having  a slightly  verrucous  base 
without  ulceration  and  covered  with  a loosely  ad- 
herent white  scale  which  tended  to  pile  up  at  the 
border. 

This  condition  resisted  various  types  of  local 
treatment  as  well  as  full  doses  of  iodides  and 
roentgen  therapy.  At  the  time  of  death,  in  spite  of 
constant  treatment,  the  dermatosis  progressed 
slowly  without  at  any  time  showing  any  tendency 
toward  healing. 

It  was  significant  that  the  patient’s  occupation 
prior  to  the  onset  of  the  dermatitis  consisted  of 
working  with  raw  wood  from  which  barrels  were 
constructed. 

A biopsy  made  on  September  26,  1945  was  re- 
ported by  Dr.  J.  R.  Schenken  as  chromoblastomy- 
cosis. A description  of  this  section  of  skin  by  Dr. 
Harvey  Colvin  was  as  follows:  “Biopsy  consists 
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of  several  small  bits  of  skin  presenting  an  intense 
chronic  inflammatory  and  granulomatous  reaction 
with  scattered  Langhans’  giant  cells.  Pyogenic  re- 
action is  noted  within  the  epidermis  and  subepi- 
dermis. Upon  inspection  with  the  high  power  lens, 
several  rounded  brown  forms  may  be  seeen  mor- 
phologically consistent  with  chromoblastomycetes. 
These  sometimes  occur  singly  but  one  group  of  four 
is  noted  together.  These  forms  are  most  numerous 
along  the  edges  of  small  pjogenic  abscesses  within 
the  corium.” 

Scrapings  from  the  involved  ajea  yielded  the 
causative  fungus  of  chromomyccsis  described  above. 

SUMMARY 

A case  of  chromoniycosis,  thought  to  be 
the  first  from  Louisiana,  is  reported.  The 
disease  is  discussed  from  the  standpoint  of 
both  its  clinical  and  mycologic  features.  In 
spite  of  the  paucity  of  reports,  the  disease 
is  probably  not  rare.  It  is  suggested  that 
physicians  be  on  the  lookout  for  further 
cases  from  this  section  of  the  country. 
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TRACHEOTOMY  WITH  COMPLICA- 
TION OF  PNEUMOTHORAX 

ASHTON  THOMAS,  M.  D.f 
NED  W.  HOLLAND,  M.  D.f 
New  Orleans 

Tracheotomy,  even  when  performed  as 
an  emergency  measure,  is  in  most  instances 
free  of  complications,  but  when  they  do 
occur  trying  moments  are  experienced  by 
the  physician.  The  two  cases  to  be  present- 
ed aptly  demonstrate  the  serious  complica- 
tions which  may  ensue, — in  this  instance, 
pneumothorax,  which  followed  tracheotomy 
on  two  children,  one  of  whom  survived,  and 
the  other  expired. 

Case  No.  1.  A seventeen  months  oW  white  male' 
was  admitted  to  Charity  Hospital  with  the  chief, 
complaint  of  cyanosis,  cough,  and  fever.  His  pres- 
ent illness  dated  back  three  days,  at  which  time 
cough  and  fever  were  first  noted.  The  cough  had 
become  more  severe  with  each  paioxysm,  with  as- 
sociated inability  to  get  his  breath.  The  day  before' 
admission,  cyanosis  following  such  a paroxysm  had 
been  noted.  The  cough  and  croup  had  become  more 
pronounced,  together  with  a loud  inspiratory  noise,, 
which  led  the  child  to  be  admitted  for  treatment. 

Physical  examination  revealed  in  general  a toxic 
appearing  child  with  a loud  inspiratory  croup,  a 
spasmodic  cough,  and  moderate  intercostal  and 
substernal  retraction.  The  temperature  was  101° 
F.  per  rectum.  The  pharynx  was  injected,  with  no 
evidence  of  membrane  formation.  The  remainder 
of  the  physical  examination  was  essentially  nega- 
tive. The  diagnosis  made  at  this  time  was  acute 
laryngo-tracheobronchitis. 

The  child  was  placed  in  a croup  tent,  receiving 
steam  inhalations,  oxygen,  and  sedation  of  pheno- 
barbital,  supplemented  with  penicillin  intramuscu- 
■larly,  and  sulfadiazine  orally.  Six  hours  later  no 
improvement  was  noticed,  instead  the  respirations 
were  more  labored.  Tracheotomy  was  deemed  ad- 
visable, and  over  a bronchoscope,  a low  tracheoto- 
my was  performed.  Bronchoscopy  revealed  a 
h5peremic  larynx  and  trachea  with  a moderate 
amount  of  seromucinous  exudate  present  in  the 
tracheobronchial  tree.  Immediate  postoperative  re- 
lief was  obtained.  T wenty-four  hours  later,  breath 
sounds  over  the  left  chest  were  found  to  be  dimin- 
ished along  with  an  increase  in  respiratory  rate. 
X-iay  of  the  chest  revealed  a left  pneumothorax 
and  emphysema  of  the  left  lung.  A water  trap 
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tube  was  inserted  into  the  left  pleura  with  removal 
of  175  cu.  c.c.  of  air,  and  moderate  relief  of  symp- 
toms. Within  twelve  hours  this  was  discontinued 
as  the  child  was  greatly  improved.  Eight  days 
later,  after  an  apparently  normal  recovery,  with 
the  tracheotomy  tube  being  blocked  eighteen  hours, 
the  tube  was  removed,  but  shortly  afterwards  the 
child  began  to.  experience  severe  dyspnea.  An  at- 
tempt was  made  to  reinsert  the  same  tracheotomy 
tube,  but  was  unsuccessful.  Therefore,  again  over 
a bronchoscope,  opening  the  original  wound,  the 
tube  was  reinserted.  Within  twelve  hours  a pneu- 
mothorax again  was  detected  on  the  left  side  after 
the  same  treatment  as  previously  mentioned.  After 
twelve  days  of  uneventful  recovery,  the  tracheoto- 
my tube  was  finally  removed,  and  the  patient  was 
discharged  shortly  afterwards. 

Case  No.  2.  A white  female,  2%  years  of  age, 
was  admitted  to  Charity  Hospital  with  a chief  com- 
plaint of  difficulty  in  breathing.  The  present  ill- 
ness dated  back  three  days,  with  hoarseness  the 
only  complaint.  The  following  day  slight  difficulty 
in  breathing,  and  fever,  had  been  noted,  but  no 
cough.  This  complaint  continued  to  get  worse  until 
ten  hours  prior  to  admission  when  cpugh  also  was 
present. 

Physical  examination  at  the  time  of  admission 
revealed  in  general  an  acutely  ill  child  with  marked 
respiratory  difficulty,  substernal  and  suprasternal 
retraction  with  each  inspiratory  effort,  and  cya- 
nosis about  the  hands  and  mouth.  Her  tempera- 
ture was  103°  F.  The  pharynx  was  hyperemic, 
with  evidence  of  a gray  membiane  on  the  left 
palatine  tonsil.  Otherwise,  the  physical  examina- 
tion was  essentially  negative.  A tentative  diagnosis 
of  diphtheria  was  made. 

Tracheotomy  was  deemed  advisable,  and  over  a 
bronchoscope,  a low  tracheotomy  was  performed, 
the  child  experiencing  marked  relief  immediately 
afterwards.  Bronchoscopy  revealed  hyperemia  of 
the  larynx  with  no  membrane  formation.  One  hour 
and  a half  later  the  child  exhibited  signs  of  air 
hunger,  cyanosis,  rapid  pulse,  and  increased 
respiratory  rate.  Subcutaneous  emphysema  of  the 
neck  anteriorly  and  laterally  was  also  palpable. 
Rebronchoscopy  through  the  tracheotomy  opening 
revealed  no  obstruction.  X-ray,  however,  did  show 
a massive  bilateral  pneumothorax  and  mediastinal 
emphysema.  Both  pleura  were  immediately  tapped 
and  420  cu.  c.c.  of  air  withdrawn,  following  which 
240  c.c.  of  air  were  withdrawn  from  a similar  tap 
into  the  mediastinum.  Water  traps  were  connected 
hliaterally,  but  even  with  these  measures,  the 
patient  expired  four  hours  later.  At  autopsy  a 
diagnosis  was  made  of  exudative  tracheobronchitis, 
bilateral  pneumothorax  with  mediastinal  emphy- 
sema, and  bronchopneumonia. 

Tracheotomy  is  followed  by  complica- 
tions much  more  frequently  than  a review 
of  the  literature  shows.  If  there  is  no  vio- 


lation of  technic  in  performing  a tracheo- 
tomy, complications  should  be  rare.  The 
cases  presented  here,  of  mediastinal  em- 
physema and  pneumothorax,  represent  a 
complication  which  occurs  more  often  than 
one  is  apt  to  believe.  Neffson  reports  that 
13.5  per  cent  of  a series  of  cases  with  non- 
diphtheritic  obstructive  infections  devel- 
oped pneumothorax. 

There  are  several  possible  causes  for  the 
development  of  these  complications,  such 
as  direct  injury  to  the  pleura,  or  rupture 
of  alveoli  into  interstitial  pulmonary  tissue 
with  migration  along  the  peribronchial  and 
perivascular  spaces  to  the  mediastinum  and 
eventual  rupture  into  the  pleural  space.  The 
most  likely  cause  is  excessive  inspiratory 
movements  with  sucking  of  air  into  the 
mediastinum  and  eventual  rupture  into 
both  pleural  spaces.  The  usual  explanation 
is  that  air  enters  the  mediastinum  through 
the  wound  in  the  cervical  fascia,  becomes 
imprisoned  in  the  mediastinum,  (especial- 
ly when  obstruction  is  not  relieved),  and 
finally  reaches  a tension  high  enough  to 
rupture  the  mediastinal  pleura,  which  is 
especially  thin  in  children.  When  there  is 
pneumothorax  there  always  seems  to  be  a 
coexisting  mediastinal  emphysema.  Pneu- 
mothorax is  usually  bilateral.  Jackson  be- 
lieves mediastinal  emphysema  is  usually  due 
to  tight  closure  of  the  wound  around  the 
canula.  Spontaneous  pneumothorax  has  oc- 
curred from  rupture  of  the  visceral  pleura 
in  violent  respiratory  effort  during  impend- 
ing asphyxia  and  is  more  likely  to  occur 
when  previous  adhesions  exist. 

The  most  frequent  cause  seems  to  be 
sucking  of  air  through  the  tracheotomy 
wound  into  the  mediastinum.  Therefore, 
prevention  of  this  is  important,  and  can  be 
accomplished  by  the  observance  of  certain 
precautions,  one  of  which  is  to  eliminate  the 
possibility  of  respiratory  obstruction  dur- 
ing operation.  Avoid  giving  general  anes- 
thesia until  the  bronchoscope  is  in  place, 
otherwise  asphyxia  may  ensue  inasmuch  as 
the  accessory  respiratory  muscles  are  put 
at  rest  and  there  is  no  voluntary  stimulus. 
A bronchoscope  in  place  before  converts  a 
gasping,  restless,  struggling  child  into  a 
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quiet  one,  and  the  operation  can  proceed  un- 
hurried. It  is  well  also  to  desist  from  opi- 
ates, too  small  an  incision,  or  closing  too 
tightly.  Aspirate  pathways  frequently ; 
however,  postoperative  obstructions  may 
occur  despite  heroic  measures.  Another  im- 
portant precaution  is  to  avoid  the  opening 
of  avenues  for  air  to  get  down.  Anatomic 
dissection  with  demonstration  and  spread- 
ing wide  of  each  distinct  fascial  layer,  par- 
ticularly pretracheal,  should  be  avoided. 
Pretracheal  fascia  and  cartilaginous  rings 
should  be  cut  at  the  same  time  and  from 
below  upward.  Application  of  iodoform 
packs  about  the  wound  to  seal  off  the  spaces 
is  considered  very  effective. 

The  time  element,  that  is,  when  to  per- 
form the  tracheotomy,  has  an  important 
bearing  on  the  success  of  the  procedure. 
Michels  believes  that  operation  should  be 
done  as  soon  as  adequate  indications  arise, 
not  waiting  for  extreme  conditions.  Early 
diagnosis  is  essential  inasmuch  as  time 
means  so  much,  and  is  determined  by  the 
clinical  picture,  the  physical  signs,  and  the 
uSe  of  x-ray.  The  clinical  picture  may  be 
so  slight  as  to  be  unrecognized,  with  the 
patient  rather  free  of  symptoms,  and  yet, 
on  the  other  hand,  the  patient  may  develop 
shock,  cyanosis,  and  asphyxia  in  short 
order.  The  physical  signs  are  generally 
severe  dyspnea  in  which  there  is  diminution 
in  the  volume  and  the  force  of  the  air 
through  the  tube.  There  is  diminished  ex- 
cursion of  the  affected  side  with  displace- 
ment of  the  heart  to  the  opposite  side. 
There  is  diminution  of  breath  and  voice 
sounds  with  hyperresonance  and  tympany. 
X-ray  should  be  done  as  soon  after  tracheo- 
tomy as  possible. 

TREATMENT 

When  the  symptoms  are  mild,  careful 
watch  should  be  exercised  as  air  may  be 
absorbed.  When  there  is  tension  pneu- 
mothorax (air  can  get  in  but  cannot  get 
out)  repeated  decompression  is  necessary. 
Failure  gives  anoxia  from  massive  venous 
stasis  due  to  increased  intrathoracic  pres- 


sure. Decompression  should  be  done  grad- 
ually without  too  great  a shift  in  medias- 
tinal pressure,  or  air  embolism  may  occur. 
Decompression  should  be  done  with  a spe- 
cial apparatus,  or  even  with  the  pneumo- 
thorax machine  and  oxygen  over  the  tube. 
Jackson  suggests  prompt  bronchoscopic 
oxygen  insufflation,  constantly  maintained 
until  at  least  one  lung  has  reexpanded. 

Closed  drainage  of  the  chest  may  be 
necessary.  Most  observers  feel  that  medi- 
astinal surgery  has  met  with  only  fair  suc- 
cess and  is  to  be  avoided. 

In  unilateral  pneumothorax,  the  mortal- 
ity is  usually  less  than  20  per  cent  as  con- 
trasted with  bilateral  pneumothorax  in 
which  the  mortality  is  seldom  less  than  90 
per  cent. 

Other  complications,  such  as  pneumonia 
and  wound  infections  are  usually  treated 
with  the  sulfa  drugs  and  penicillin.  Fre- 
quently there  are  situations  which  arise 
and  which  appear  to  be  pneumonias.  These 
are  actually  areas  of  pneumonitis  associated 
with  atalectasis,  in  which  the  latter  is  due 
to  plugs  of  mucus  and  similar  concretions. 
Removal  by  the  bronchoscope  relieves  this 
condition.  Laryngeal  and  tracheal  stenoses 
have  been  recently  discussed  and  are  usu- 
ally due  to  high  tracheotomy  or  misfit 
canula.  As  a means  of  preventing  these  it 
is  well  to  cut  below  the  second  ring  of  tra- 
chea. The  stenoses  are  associated  with  de- 
struction of  cartilaginous  framework  and 
may  be  corrected  with  core  molds. 

itEFERENCES 

B<5ysoii,  <J.  iiiul  F.  ; Acta  Oto-Laiyniiology,  33  :50-.j4, 

194J. 

2.  Johnson,  L.  F.  : Ann.  OtoL,  Rliinol..  and  Earyugol.. 
53  :S3T-S3S,  10J4.' 

3.  Whighain,  J.  R.  M.  : Brit.  Med.  Jt.ur,,  2 :47,  194.5. 

4.  Neffson,  A.  H.  : Arch.  Otol.,  36  ;TT3-S1.5,  1942. 

5.  Forbes  and  Salmon  : Jour.  Pediat..  23  :1T5-183,  1943. 

6.  Work,  M.  P.  : Arch.  Otol.,  37  :526-33.:i,  1943. 

7.  Neffson.  A.  H.  : Arcli.  Otol.,  37  :23-29,  1943. 

8.  Jaffe.  L.  : .Arch.  Otol.,  34-832-834.  1941. 

9.  Goldberg  and  Mitchell  ; .Am.  Jour.  Surg.,  56  :448-454, 
1942. 

10.  Jackson  and  Jackson  : Diseases  of  Ear,  Nose,  & 
Throat,  1940. 


568 


Isaacson — Myocardial  Aneurysm 


MYOCARDIAL  ANEURYSM  CAUSING 
ESOPHAGEAL  OBSTRUCTION 

Report  of  Case  Presenting  a Double 
Cardiac  Aneurysm  with  Severe  Dys- 
phagia Necessitating  Gastrostomy 
MORPJS  ISAACSON,  M.  D.* 

Jackson,  Miss. 

Myocardial  aneurysm  involving  the  pos- 
terior wall  of  the  left  ventricle  is  not  an  un- 
common finding  secondary  to  myocardial 
infarction.  Autopsy  studies  show  involve- 
ment of  this  region  in  approximately  10  to 
20  per  cent  of  the  cases  in  which  ventricular 
aneurysm  occurs.’-  - In  about  10  per  cent 
of  ail  cases  more  than  one  eneurysm  is 
found.  Dysphagia,  when  present,  is  rarely 
a prominent  symptom.  The  following  case 
of  double  cardiac  aneurysm  with  dysphagia 
and  subsequent  malnutrition  severe  enough 
to  require  gastrostomy  is,  therefore,  con- 
sidered worthy  of  note.  A search  through 
the  literature  fails  to  disclose  a similar  case. 
However,  StrandelP  describes  an  interest- 
ing case  of  aneurysm  of  the  apex  of  the  left 
ventricle,  diagnosed,  in  vitam,  in  a luetic 
musician,  aged  42.  This  patient  complained 
of  dysphagia  characterized  by  a stinging 
pain  in  the  lower  chest  four  seconds  after 
swallowing  a mouthful  of  food.  At  au- 
topsy, the  discovery  of  a second  aneurysm 
of  the  posterior  wall  of  the  left  ventricle 
•^explained  the  patient’s  dysphagia  for  which 
there  had  earlier  been  no  adequate  explan- 
ation. 

CASE  REPORT 

H.  M.,  a 52^-year-old,  ambulant,  colored  male, 
veteran  of  World  War  I,  -was  admitted  to  the 
Veterans  Administration  Hospital,  Alexandria,  La., 
on  October  22,  1946,  as  a transfer  from  the  U.  S. 
Marine  Hospital,  Galveston,  Texas,  with  symptoms 
of  choking  sensation  in  the  suprasternal  region, 
vomiting  and  soreness  at  the  site  of  attachment 
of  his  gastrostomy  tube  to  the  abdominal  wall. 

He  had  no  illness  of  consequence  in  childhood. 

*From  the  Medical  Service  of  the  Veterans  Ad- 
ministration Hospital,  Alexandria,  La. 

Published  with  permission  of  the  Chief  Medical 
Director,  Department  of  Medicine  and  Surgery, 
Veterans  Administration,  who  assumes  no  responsi- 
bility for  the  opinions  expressed  or  conclusions 
drawn  by  the  author. 


His  family  history  was  non-contributory.  Prior  to 
his  Army  service  he  w'orked  in  several  sawmills. 
He  was  married  three  times.  In  1911,  he  contracted 
gonorihea,  which  he  treated  himself  with  oral 
medication,  and  the  following  year  he  had  a penile 
“haircut”  which  healed  in  a few  days  with  applica- 
tions of  “bluestone”  water.  While  in  the  Army  he 
was  found  to  have  a positive  Hood  Wasserman 
reaction  for  which  he  was  given  about  thirty  injec- 
tions. In  August  1918,  he  was  hospitalized  two 
weeks  for  complaints  of  headache,  fever,  malaise 
and  generalized  joint  aching,  and  was  diagnosed  as 
having  “tertiary”  syphilis. 

Following  his  discharge  from  the  Army  he 
worked  in  several  logging  camps  as  a “tong 
hooker”  until  1939,  then  was  employed  as  team 
driver,  carpenter’s  helper  and  common  laborer  in 
an  oil  refinery,  in  shipyards  and  in  lumber  mills 
until  December  1944.  A blood  Wasserman  test  in 
1924  was  negative.  He  drank  “right  smart”  of 
whiskey,  averaging  about  a quart  weekly,  from 
1920  to  1935,  but  in  the  latter  year  he  “quit  drink- 
ing.” His  health  prior  to  1928  was  fairly  good 
except  for  occasional  “rheumatism”  pains  in  his 
knees  and  shoulders  and  “biliousness”  which  was 
usually  relieved  by  purgatives. 

In  the  early  part  of  1928,  while  he  was  engaged 
in  loading  logs,  his  tong  slipped  from  the  end  of 
a log  which  was  being  hoisted,  and  he  was  jerked 
forwards.  A few  minutes  later,  he  experienced  a 
sharp,  intermittent,  non-radiating,  tingling  pain 
just  below  the  cardiac  apex.  This  pain,  unlike 
anything  he  had  ever  experienced  before,  lasted  for 
about  ten  to  fifteen  minutes,  then  gradually  sub- 
sided. Despite  the  pain,  however,  he  continued  his 
work.  He  had  no  further  trouble  until  two  weeks 
later  when  the  pain  recurred,  again  lasting  for 
several  minutes.  From  then  on,  for  the  next  six 
months,  the  pain  recurred  at  shorter  and  shorter 
intervals,  and  its  duration  progessively  increased 
until  it  would  occur  every  few  flays  and  last  for 
three  to  four  hours  at  a time.  Associated  with 
this  pain  he  noticed  increasing  dyspnea  on  exertion. 
These  symptoms  finally  obliged  him  to  give  up  his 
work  and  to  enter  the  Charity  Hospital  in  New 
Orleans.  After  a week’s  treatment  with  potassium 
iodide  and  corrosive  sublimate,  he  began  to  improve 
symptomatically,  and,  in  three  weeks  he  was  well 
enough  to  leave  the  hospital.  Two  weeks  later  he 
leturned  to  his  former  occupatinn. 

From  1928  to  1935,  he  experienced  infrequent 
lower  abdominal  cramping  pains  after  meals;  these 
pains  were  usually  relieved  by  soda,  vinegar,  or 
laxative  tablets.  In  the  early  summer  of  1935, 
while  he  was  seated  on  the  commode  one  afternoon, 
he  felt  “hot  and  faintified”  and  perspired  profuse- 
ly. He  called  for  help  and  slumped  backwards  but 
did  not  lose  consciousness.  Following  this  incident 
he  felt  dizzy  for  an  hour  and  stayed  in  bed  for  a 
few  days.  He  then  noticed  increasing  dyspnea 
on  walking  and  working.  In  addition,  his  cramp- 
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ing  abdominal  pains  recurred  more  frequently,  on 
the  average  of  once  every  two  or  three  months,  and 
would  last  a day  or  two  before  subsiding.  He 
•decided  at  this  time  to  quit  drinking  alcohol.  Noth- 
ing further  of  note  occurred  until  the  latter  part 
of  1940,  as  he  was  talking  to  a mill  owner  in  a 
lumber  office,  he  suddenly  lost  consciousness  and 
fell  to  the  floor.^  When  he  recovered  from  this 
syncopal  attack  several  minutes  later,  he  felt  dizzy 
and  weak  and  had  a mild  headache.  Following  this 
episode,  which  was  not  attended  either  by  paralysis 
nr  convulsions,  he  stayed  in  bed  for  a few  weeks. 

In  the  spring  of  1942,  following  a routine  blood 
serological  test  at  a Health  Clinic,  he  was  told 
that  he  needed  “shots”  for  his  blood.  He  was  given 
weekly  intravenous  and  intramuscular  injections 
for  a period  of  five  months  and,  at  the  end  of  this 
time,  had  a negative  Wassermann.  In  July 

1944,  his  cramping  lower  abdominal  pains  be- 
came so  severe  that  he  visited  several  physicians 
for  relief.  X-ray  studies  were  made,  revealing  an 
ulcerated  stomach,  and  he  was  admitted  to  the 
City  Hospital  in  San  Francisco  for  treatment. 
Under  Sippy  regime,  his  pains  gradually  subsided 
and,  after  about  a week,  he  was  discharged  from 
the  hospital.  Within  a few  days,  he  returned  to 
Fis  work.  On  September  27,  1944,  as  he  was  stack- 
ing lumber,  he  suddenly  felt  excruciating  pain  to 
the  right  of  his  umbilicus  and  had  a sensation  of 
extreme  weakness.  He  was  readmitted  to  the  City 
Hospital,  where  he  was  immediately  operated  upon 
and  found  to  have  a perforated  ulcer.  His  post- 
operative course  was  uneventful;  the  lower  ab- 
dominal pains,  which  had  been  bothering  him  since 
19.35,  disappeared,  and,  after  fifteen  or  sixteen 
days,  he  felt  well  enough  to  leave  the  hospital. 
Six  weeks  later,  he  returned  to  work  in  a sawmill. 
He  worked  until  December  21,  1944,  when  he 
slipped  while  climbing  a stack  of  lumber  and  in- 
jured his  back. 

In  July  1945,  he  had  almost  completely  recovered 
from  his  injury  when  he  experienced  a siege  of 
hiccoughs  and  vomiting  which  lasted  continuously 
for  a week.  For  a few  days  prior  to  this  episode,  he 
felt  “droopy  and  weak,”  and  “couldn’t  stand  to 
walk  much.”  One  evening,  towards  11:00  p.  m., 
he  awoke  feeling  “sick  in  the  stomach,”  then  com- 
menced to  vomit  and  to  hiccough.  His  vomitus 
consisted  at  first  of  food,  then  of  a slimy  yellowish 
liquid.  He  was  unable  to  retain  even  liquids.  After 
a week’s  vomiting  and  hiccoughing,  he  had  a re- 
spite for  a day  or  two;  then  the  symptoms  recurred. 
There  was  very  little  nausea  associated  with  his 
vomiting.  He  bega'n  to  lose  considerable  weight 
as  a result  of  his  vomiting,  and  sought  hospitaliza- 
tion. 

During  September,  and  again  during  October, 

1945,  he  was  treated  at  the  U.  S.  Marine  Hospital, 
Galveston  for  duodenal  ulcer,  with  little  relief  of 
his  symptoms.  He  was  readmitted  on  December 


17,  1945,  when  an  electrocardiogram  was  made, 
showing  evidence  of  an  old  posterior  wall  infarc- 
tion. Diagnoses  of  duodenal  ulcer  and  aneurysm 
of  the  left  ventricle  due  to  infarction  were  then 
made.  Under  treatment  with  Sippy  and  liquid 
regime,  the  patient  showed  some  symptomatic  im- 
provement but  was  never  entirely  free  of  his  chok- 
ing sensation  or  vomiting.  Ten  days  after  his 
discharge  from  the  hospital  on  March  2,  1946,  he 
had  to  be  readmitted.  His  weight  by  this  time 
had  dropped  to  114  pounds  as  compared  with  his 
normal  weight  of  165  pounds  at  the  onset  of  his 
illness  in  July  1945.  Gastric  analysis  showed  a 
free  HCl  of  118  degrees.  Fluoroscopic  study  and 
a gastro-intestinal  series  disclosed  a practically 
complete  esophageal  obstruction  behind  the  heart 
shadow,  with  barium  unable  to  pass  beyond  this 
point.  A calcified  shadow  was  noted  in  the  region 
of  the  left  ventricle.  The  roentgenologist’s  im- 
pression was  carcinoma  of  the  esophagus.  In  view 
of  the  patient’s  marked  emaciation,  a gastrostomy 
tube  was  inserted  for  feeding  purposes  on  April 
12.  The  patient  was  now  able  to  retain  part  of 
his  nourishment.  Barium  study  of  the  esophagus 
was  repeated  on  June  27;  it  now  revealed  an  in- 
complete obstruction.  There  was  a persistent, 
smooth,  symmetrical  constriction  of  the  esophagus 
“posterior  to  the  portion  of  the  cardiac  silhouette 
formed  by  the  right  auricle,”  with  delay  of  barium 
at  this  point.  The  previous  impression  of  stric- 
ture on  a carcinoma  basis  was  now  considered 
doubtful. 

In  July  1946,  the  patient  was  given  a week’s  fur- 
lough during  which  time  he  adhered  to  a soft  diet 
but  took  no  gastrostomy  feedings.  Although  he 
still  had  some  vomiting  while  at  home,  his  general 
condition  remained  essentially  unchanged.  Upon 
his  return  to  the  hospital,  it  was  felt  that  his  tube 
could  be  removed,  and,  accordingly,  on  the  25th  of 
July  the  gastrostomy  tube  was  removed  and  the 
opening  closed.  The  patient  appeared  to  be  getting 
along  fairly  well  when,  on  August  1st,  after  eating 
a few  mouthfuls  of  roast  meat,  he  had  recurrence 
of  his  vomiting.  On  August  5th,  his  present  gas- 
trostomy tube  was  inserted.  On  August  15th, 
esophagoscopy  was  performed,  and  a portion  of 
tissue  was  removed  for  biopsy.  No  tissue  sugges- 
tive of  carcinoma  or  other  malignancy  was  found. 
At  the  esophageal-gastric  junction,  the  mucosa  ap- 
peared granular.  A diagnosis  of  cardiospasm  was 
then  made.  A repeat  fluoroscopic  study  on  August 
22nd  disclosed  that  the  calcified  mass  overlying 
the  cardiac  silhouette  in  the  lower  portion  of  the 
left  chest  was  not  attached  to  the  diaphragm  and 
showed  no  pulsations,  either  intrinsic  or  trans- 
mitted. The  roentgenological  impression  was  be- 
nign mass,  lying  either  within  the  pericardial  fat 
or  in  the  portion  of  the  lung  anterior  to  the  peri- 
cardium. 

In  the  latter  part  of  August,  patient  was  sitting 
in  a wheel  chair  when  he  suddenly  began  to  feel 
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“dizzy  and  hot,”  and  “passed  out.”  When  he  re- 
gained consciousness  several  minutes  later,  he  felt 
weak  and  dizzy;  these  symptoms  persisted  for 
several  hours.  Injections  of  novocaine  into  the 
dorsal  sympathetic  chain  were  considered  for  relief 
of  his  cardiospasm,  but  he  repeatedly  refused  to 
have  these  performed  because  of  his  weakness.  He 
was  then  transferi’ed  to  the  Veterans  Administra- 
tion Hospital  in  Alexandria,  La.,  for  domiciliary 
care. 

Examination  on  admission  revealed  a chronically 
ill-appearing-,  ambulant  colored  male,  height  6'  2", 
weight  125  pounds,  who  had  an  indwelling  gas- 
trostomy tube.  His  chief  complaints  were  occasional 
choking  sensation  in  the  suprasternal  region,  vom- 
iting, and  soreness  at  the  site  of  insertion  of  his 
gastrostomy  tube.  His  vomiting  bore  no  fixed  re- 
lation to  his  meals;  it  would  occur  at  any  time  of 
day  or  night.  He  described  its  onset  as  follows: 
“A  choking  comes  on  me  (pointing  to  suprasternal 
notch)  and  cuts  my  wind  off.  Seems  like  if  I can 
belch,  it  gives  me  all  the  relief.  Otherwise,  I has 
to  vomit.”  His  vomiting  rarely  exceeded  two 
mouthfuls  of  a slimy  fluid,  which  was  occasionally 
mixed  with  food.  There  was  little  nausea,  and  no 
burning  or  bitter  sensation,  associated  with  his 
vomiting.  His  vomitus  never  showed  any  blood. 
After  a vomiting  spell,  he  would  stay  as  quiet  as 
possible  for  two  or  three  hours,  at  the  end  of  which 
time  he  would  generally  “catch  his  breath”  better. 

He  appeared  somewhat  pallid,  but  was  not 
dyspneic  at  rest.  His  thorax  was  long  and  slightly 
emaciated.  The  point  of  maximum  impulse  was 
visible  and  palpable  in  the  6th  ijitercostal  space, 
Vz  cm.  lateral  to  the  left  nipple.  Upon  palpation, 
a definite  expansile  impulse  was  felt  at  the  apex. 
Contrasting  with  this  finding,  the  first  heart  sound 
was  faint  over  all  cardiac  areas.  The  second  apical 
sound  was  clicking  in  character.  A^  was  louder 
than  P„.  The  heart  rhythm  was  regular,  except 
for  the  presence  of  occasional  extrasystoles.  No 
thrill  was  palpable.  A soft,  blowing,  7ion-radiating, 
late  systolic  murmur  was  heard  at  the  apex  and  at 
the  aortic  area.  Upon  moderate  pressure  with  the 
bell-type  stethoscope  in  the  region  of  the  apex, 
with  the  patient  in  the  upright  position,  a short 
-scratching  sound  was  heard  during  late  systole. 
This  sound  was  inconstant,  however,  and  disap- 
peared when  patient  was  in  the  supine  position. 
The  pulses  w-ere  equal  and  synchronous.  There  was 
no  undue  peripheral  arteriosclerosis.  The  pulse 
rate  was  78  per  minute.  Blood  pressure  readings 
in  both  arms  were  114/84.  The  lungs  were  nega- 
tive. Other  physical  findii^gs  were  essentially 
negative. 

X-ray  of  the  chest  in  the  PA  view  (Fig.  1)  re- 
vealed a cardio-thoracic  ratio  of  53  per  cent,  and 
an  ovoid  area  with  calcified  border  measuring  ap- 
proximately 5.5  cm.  by  4.5  cm.  near  the  apex  of 
the  heart.  On  fluoroscopic  examination,  an  ex- 
pansile pulsation  was  visible  on  the  posterior 


Figue  1.  PA  view  of  chest  showing  aneurysm 
with  intramural  calcification  at  the  apex  of  the 
left  ventricle. 

aspect  of  the  heart.  The  esophagus  was  found  to 
be  constricted  in  its  distal  third;  this  constriction 
was  apparently  due  to  pressure  from  an  aneurysm 
of  the  posterior  portion  of  the  heart.  Above  the 
point  of  constriction,  the  esophagus  appeared 
slightly  dilated  (Fig.  2).  No  defects,  tenderness, 
or  niche  formation  were  noted  in  the  stomach  or 
duodenal  cap.  The  stomach  was  entirely  empty  at 
the  end  of  one  hour.  The  gastrostomy  tube  was  lo- 
cated in  the  distal  third  of  the  lesser  curvature. 
An  electrocardiogram  made  on  admission  showed 
evidence  of  an  old  posterior  wall  infarction,  with 
coronary-type  inversion  of  T.,  and  T^,  a Q,T^  and 
Q.jT-j  pattern,  and  occasional"  premature  ventricu- 
lar contractions  (Fig.  3).  The  blood  Wassermann 
and  Kahn  were  negative.  The  blood  count  on  ad- 
mission showed  a hypochromic  anemia,  with  an 
erythrocyte  count  of  3,860,000  and  a hemoglobin 
cf  51  per  cent. 

Patient  was  given  a transfusion  of  250  cc.  ci- 
trated  blood  on  November  4th.  Hv-  was  placed  on  a 
soft  diet  and  fed,  in  addition,  per  gastrostomy  tube, 
150  cc.  tid  of  a 1000  calorie  formula  consisting  of 
milk,  sugar,  tomato  juice,  whole  eggs  and  brewer’s 
yeast.  Medication  consisted  of  tincture  of  bella- 
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Figure  2.  Left  anterior  oblique  view  showing 
dilatation  of  esophagus  above  area  of  construction 
resulting  from  aneurysm  of  the  posterior  wall  of 
the  left  ventricle.  Note  intramural  calcification 
at  apex  of  left  ventricle. 

donna,  10  drops  tid,  and  nitroglycerin  tablets,  gr. 
1/100,  sublingually,  prn. 

Under  this  treatment,  he  showed  definite  symp- 
tomatic improvement.  His  weight  increased  to  137 
pounds.  Gastric  analysis  of  a fasting  specimen 
showed  a free  HCl  of  40  degrees  and  a total  acidity 
of  78  degrees.  His  appetite  was  good.  Although 
there  was  a marked  lessening  of  the  discomfort 
resulting  from  his  choking  sensation,  he  still  ex- 
perienced, once  or  twice  a week,  some  choking  on 
swallowing;  this  was  relieved  by  his  vomiting.  The 
nitroglycerin  sublingually  appeared  to  be  of  defi- 
nite value  in  diminishing  his  choking  sqnsation. 
Early  in  December  his  tube  feedings  were  discon- 
tinued for  a period  of  two  weeks.  During  this  time 
his  weight  remained  stationary.  In  the  latter  part 
of  December,  he  had  another  syncopal  episode; 
while  sitting  near  his  bedside  he  suddenly  felt 
“weak,  dizzified,  and  blind”,  then  the  next  thing  he 
remembered  was  finding  himself  in  bed.  At  the 
Christmas  holidays  he  was  given  a two  weeks’ 
furlough,  during  which  time  he  supplemented  his 
■ oral  feedings  with  sweetened  milk  through  his 


gastrostomy  tube.  Upon  his  return  to  the  hospital, 
his  general  condition  was  satisfactory.  At  the 
present  time,  he  is  freely  ambulant,  but  experi- 
ences slight  dyspnea  when  he  walks  from  his  ward 
to  the  gate,  a distance  of  approximately  half  a 
mile. 

COMMENT 

This  case  presents  several  unusual  fea- 
tures. The  patient’s  history  and  his  symp- 
toms of  recurrent  precordial  pain,  increas- 
ing in  intensity  and  duration  over  a period 
of  several  months,  strongly  suggests  that 
he  had  an  initial  coronary  occlusion  in  1928. 
Despite  his  pain,  he  continued  his  arduous 
work.  The  added  strain  thus  imposed  upon 
a weakened  myocardium,  it  is  reasonable  to 
suppose,  resulted  in  the  formation  of  an 
aneurysm  at  the  apex  of  the  left  ventricle, 
the  most  frequent  site  for  such  a lesion. 
Fulton^  has  called  attention  to  the  signifi- 
cance of  recurrent,  prolonged  pain  follow- 


Figue  3.  Electrocardiogram  taken  10-23-46 
showing  evidence  of  old  posterior  infarction  and 
occasional  premature  contractions,  one  of  which 
is  interpolated. 
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ing  the  initial  episode  in  the  diagnosis  of 
cardiac  aneurysm,  and  has  stressed  the  im- 
portance of  insufficient  rest  following  myo- 
cardial infarction  in  its  causation.  Evi- 
dence of  this  initial  aneurysm  is  now  fur- 
nished by  the  ovoid  mass  with  intramural 
calcification  at  the  apex.  The  absence  of 
pulsation  is  explained  by  the  intramural 
thrombus  formation  and  calcium  deposit. 

A second  aneurysm  then  occurred,  prob- 
ably in  July  1945,  this  time  involving  the 
posterior  wall  of  the  left  ventricle  and  caus- 
ing a marked  constriction  of  the  lower 
third  of  the  esophagus.  Considering  the 
more  or  less  sudden  onset  of  this  patient’s 
dysphagia,  the  evolution  of  this  aneurysm 
must  have  been  rapid.  Evidence  of  this 
second  aneurysm  is  obtained  from  fluoro- 
scopic study,  which  reveals  an  expansile 
pulsation  on  the  posterior  aspect  of  the 
heart,  and  from  the  electrocardiogram, 
which  shows  evidence  of  an  old  posterior 
wall  infarction. 

Since  esophageal  obstruction  due  to  aneu- 
rysm of  the  posterior  wall  of  the  left  ven- 
tricle is  such  a rare  entity,  it  is  not  sur- 
prising that  carcinoma  of  the  esophagus 
was  at  first  suspected  as  the  etiological 
factor.  P’urther  studies,  however,  cast 
doubt  upon  this  diagnosis.  A diagnosis  of 
achalasia  was  then  made.  The  significance 
of  the  calcified  mass  in  the  apical  region 
was  overlooked.  It  was  thought  to  be  a 
benign  tumor,  lying  either  within  the  peri- 
cardial fat  or  in  the  lung  tissue  anterior  to 
the  pericardium.  Some  significance  should 
be  attached  to  this  patient’s  syncopal  epi- 
sodes, the  first  two  occurring  before,  and 
the  second  two  subsequent  to,  his  per- 
forated ulcer.  Among  the  causative  fac- 
tors to  be  considered  are  minute  cerebral 
emboli  arising  from  an  aneurysmal  mural 
thrombus,  cerebral  anemia  secondary  to  pa- 
roxysmal cardiac  arrhythmia,  cerebral  ar- 
teriosclerosis and,  possibly,  luetic  cerebral 
endarteritis. 

In  the  association  of  syphilis  with  double 
cardiac  aneurysm  this  case  bears  a striking 
resemblance  to  the  case  described  by 
Strandell.  Another  feature  of  interest  is 
the  patient’s  state  of  relative  well-being  at 


the  present  time.  If,  as  appears  likely,  his 
initial  myocardial  infarction  and  aneurysm 
occurred  in  1928,  then  he  was  able,  never- 
theless, to  engage  subsequently  in  arduous 
activities  for  a period  of  sixteen  years.  Al- 
though mild  esophageal  obstruction  has 
been  noted  occasionally  in  cases  of  aneu- 
rysm of  the  posterior  wall  of  the  left  ven- 
tricle'*-  it  is  very  unusual  for  the  dys- 
phagia to  be  so  prominent  a symptom  as  to 
require  gastrostomy. 

SUMMARY 

1.  An  unusual  case  of  double  cardiac 
aneurysm  in  a 52-year-old  colored  male  is 
reported,  with  a predominating  symptom 
of  dysphagia  of  such  severity  as  to  require 
gastrositomy  for  feeding  purposes.  The 
first  aneurysm  probably  occurred  in  1928, 
as  a sequela  to  coronary  occlusion,  and  is 
now  recognizable  by  a calcified,  ovoid,  non- 
pulsating mass  at  the  apex  of  the  left  ven- 
tricle, the  most  common  site  for  cardiac 
aneurysm.  A second  aneurysm  then  devel- 
oped, probably  in  July  1945,  this  time  in- 
volving the  posterior  wall  of  the  left  ven- 
tricle, and  causing  a marked  constriction 
of  the  lower  third  of  the  esophagus.  This 
aneurysm  is  demonstrable  by  fluoroscopy 
and  its  etiology  is  confirmed  by  the  electro- 
cardiogram, which  reveals  evidence  of  an 
old  posterior  wall  infarction. 

2.  Relative  well-being  and  an  active  life 
are  not  incompatible  with  aneurysm  of  the 
heart.  In  the  present  case,  the  patient  en- 
gaged in  the  arduous  labor  of  a logger  and 
team  driver  for  a period  of  sixteen  years 
following  the  occurrence  of  his  initial 
aneurysm. 

3.  Pressure  upon  the  esophagus  from  a 
cardiac  aneurysm,  although  rare,  should  be 
considered  in  the  differential  diagnosis  of 
dysphagia.  In  the  present  instance,  the 
patient’s  symptoms  were  at  first  attributed 
to  carcinoma  of  the  esophagus,  then  to 
achalasia. 

The  author  is  indebted  to  Dr.  Oza  J.  LaBarge, 
Chief  of  the  Medical  Service,  and  to  Drs.  Arthur 
G.  Sullivan,  Allen  C.  Winters,  and  Samuel  A. 
Shelburne  for  their  interest  and  helpful  criticisms. 
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PAPILLOMA  OF  THE  GALLBLADDER : 
CASE  REPORT 
GORDON  McHARDY,  M.  D. 

AND 

EDWIN  EDWARDS,  M.  D. 

New  Orleans 

The  relative  rarity  of  cholecystic  papil- 
loma has  been  previously  presented  by  one 
of  us.^  Kirklin’s-  diagnostic  roentgen  ac- 
complishments are  recognized.  A single  case 
study®  since  ours  like’wise  was  diagnosed 
roentgenologically  and  comments  were 
made  of  the  possible,  but  unlikely,  relation- 
ship to  carcinoma  of  the  gallbladder.  We 
take  issue  with  Greenwald’s  disregard  for 
malignant  potentiality  on  the  basis  of  prev- 
alence of  calculosis  with  carcinoma  of  the 
gallbladder,  while  rarely  are  papillomas  as- 
sociated with  calculi.  Generally,  while  the 
frequent  association  is  recognized  it  is  con- 
ceded that  the  presence  of  calculi  is  merely 
incidental  to  the  diagnosis  of  cholecystic 
malignancy ; one  could  not  on  this  basis  dis- 
count malignant  potentiality  of  a gallblad- 
der papilloma.  Phillips'^  reports  calculi 
complicating  his  reported  cases  of  papil- 
loma. 

An  important  point  emphasized  by  Green- 
wald®  that  these  lesions  are  overlooked  at 
operation  because  of  the  impression  of  a 
normal  gallbladder  grossly  on  appearance 
and  palpation,  was  further  illustrated  in 
our  case  in  v/hich  the  surgeon  was  reluctant 
to  remove  the  gallbladder.  Further,  the 
pathology  department  initially  missed  the 
papilloma,  as  it  had  twisted  from  its  pedicle 
and  lay  free  in  the  lumen  of  the  gallbladder. 

CASE  REPORT 

Mrs.  L.  M.  E.,  a fifty-one  year  old  obese  white 
female  was  admitted  to  the  gastrointestinal  clinic 
complaining  of  postprandial  epigastric  fullness  of 
five  months’  duration,  accentuated  by  fatty  and 
fried  foods,  and  at  infrequent  intervals  character- 
ized by  typical  episodes  of  biliary  colic  with  nausea 
and  emesis. 

From  the  Department  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine  and  the  Gastrointestinal 
Clinic  of  Touro  Infirmary,  New  Orleans,  La. 


Physical  examination,  during  an  episode  of  acute 
manifestation,  revealed  only  right  upper  abdominal 
tenderness  and  muscle  splinting. 

There  were  no  contributory  laboratory  findings. 

The  roentgen  findings  repeatedly  confirmed  the 
presence  of  a constantly  located,  marginal,  radio- 
lucent  shadow  as  illustrated  which  was  assumed 
to  be  a papilloma. 


Cholecystectomy  was  performed  by  Dr.  Irving  M. 
Essrig.  Exploration  revealed  no  gross  cholecystic 
disease  and  cholecystectomy  was  only  performed 
upon  insistence. 

The  pathologist  reported:  Benign  Glandular 

Polyp  of  the  Gallbladder. 

rOXCLTSIOX 

Rarity,  roentgen  diagnosis,  separation  of 
the  polyp  from  the  pedicle,  obvious  poten- 
tialities, and  the  simulation  of  symptoma- 
tology to  biliary  colic  stimulate  us  to  pub- 
lication of  this  case. 
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REPAIR  OF  PAROTID  DUCT  FISTULA 
WITH  ONE  CASE  REPORT 
LEONARD  H.  STANDER,  M.  D. 

Baton  Rouge 

AND 

CLAUDE  C.  CRAIGHEAD,  M.  D.f 
New  Orleans 

The  parotid  duct,  also  known  as  Stensen’s 
or  Steno’s  duct,  is  approximately  five  centi- 
meters in  length  and  lies  one  finger’s 
breadth  below  the  zygomatic  arch.  It 
emerges  from  the  extreme  anterior  portion 
of  the  gland  and  runs  forward  obliquely  on 
the  masseter  muscle  to  the  mucous  mem- 
brane of  the  cheek.  The  course  of  the  duct 
on  the  masseter  muscle  is  represented  by  a 
line  drawn  from  the  lower  margin  of  the 
concha  of  the  ear  to  the  commissure  of  the 
lips.  The  duct  opens  into  the  mouth  oppo- 
site the  second  upper  molar  tooth. 


The  repair  of  division  of  the  parotid 
duct  may  be  considered  from  the  standpoint 
of  injuries  which  are  recognized  at  the  time 
of  occurrence  and  those  which  are  not  de- 
lected until  later.  The  results  are  uniformly 
good  in  acute  injuries  with  primary  repair. 
However,  when  injury  to  the  parotid  is  not 

i'From  the  Charity  Hospital  of  Louisiana,  New 
Orleans,  La. 


detected  at  initial  examination  and  followed 
by  suturing  of  the  laceration  in  that  region, 
the  repair  becomes  more  difficult. 

In  primary  repair  the  severed  duct  can 
be  anastomosed,  end  to  end,  after  the  intro- 
duction of  some  type  of  inlying  dowel  which 
is  brought  through  the  oral  orifice  and 
fixed  to  the  buccal  membrane  by  a single 
suture.  The  dowel  should  be  left  in  place 
approximately  three  weeks.  One  strand  of 
catgut  or  silkworm  gut  is  considered  satis- 
factory to  keep  the  duct  open.  The  suture 
line  should  not  include  the  mucous  mem- 
brane of  the  duct  as  this  predisposes  in- 
fection. 

The  most  difficult  problem  encountered 
is  that  of  a patient  with  a persistent  sali- 
vary fistula  draining  through  the  scar  on 
the  cheek.  It  is  a well  recognized  fact  that 
an  abnormal  opening  usually  closes  if  the 
normal  channel  has  an  adequate  pathway. 

Various  modifications  of  von  Laugen- 
beck’s^  technic  have  been  used  successfully 
for  secondary  repair.  Braun'  employs  a mu- 
cous membrane  tube.  Smith  a split  thick- 
ness of  skin  over  a glass  rod  to  reestablish 
an  epithelial  lined  tract.  Glascock-  threads 
a piece  of  silkworm  gut  through  each  end  of 
the  duct,  carries  the  gut  through  the  gland 
and  attaches  a small  shot  on  either  end  of 
the  suture — one  at  its  exit  through  the  skin, 
another  at  its  emergence  from  the  mucous 
membrane. 

For  many  years  surgeons  have  used  what 
is  known  as  a “Seton”  suture-'  to  produce 
an  internal  fistula  proximal  to  severance  of 
the  duct.  This  is  accomplished  by  passing 
one  non-absorbable  suture  around  the  duct 
from  within  the  buccal  cavity,  tying  the 
suture  loosely,  and  each  day  pulling  the 
suture  slightly  until  it  works  through, 
thereby  producing  an  internal  fistula  which 
influences  the  external  fistula  to  close. 
However,  in  this  method  of  treatment  the 
duct  papilla  with  its  valve-like  action  is 
lost.  Newman  and  Seabrook^  state  that  it 
is  essential  that  the  papilla  be  preserved  be- 
cause of  its  protective  action,  its  presence 
being  a bar  to  ascending  infection. 

If  there  is  any  evidence  of  inflammation 
present  in  the  cheek  laceration  it  is  com- 
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pletely  reduced  by  the  use  of  local  heat  and 
penicillin  before  the  institution  of  operative 
procedures.  The  anastomosed  ends  of  the 
duct  have  a much  better  chance  of  primary 
union  if  the  wound  is  clean.  Preoperatively 
a small  probe  is  introduced  daily  into  the 
buccal  opening  of  Stensen’s  duct  for  the 
purpose  of  keeping  the  distal  portion  of  the 
severed  duct  dilated  thereby  enhancing  the 
possibilities  of  its  postoperative  function. 
There  must  be  no  stricture  of  the  distal 
end  of  the  duct  if  the  fistula  is  to  remain 
closed  after  operative  treatment.  The  paten- 
cy of  the  proximal  and  distal  ends  of  the 
duct  can  be  readily  ascertained  by  lipoidal 
sialography."’ 

Endotracheal  intubation  is  the  anesthe- 
sia of  choice.  Local  analgesia  is  contraindi- 
cated because  the  fistulous  tract  is  a poten- 
tially infected  area.  Initially  the  old  scar 
is  completely  excised  and  the  severed  ends 
of  the  parotid  duct  are  dissected  free.  A 
ureteral  catheter  is  passed  through  the  dis- 
tal end  of  the  duct  and  brought  out  through 
the  buccal  orifice ; the  other  end  is  threaded 
into  the  proximal  end  of  the  duct.  The 
proximal  and  distal  ends  of  the  duct  are 
then  anastomosed  over  the  catheter  using 
fine  interrupted  sutures  which  are  passed 
through  the  fascial  layer  of  the  duct.  On 
the  operative  side,  the  catheter  is  fixed  to 
the  commissure  of  the  lip  with  a single 
suture  and  the  excess  catheter  is  clipped 
off.  Interrupted  sutures  are  used  for  clo- 
sure of  the  platysma  and  skin  and  a pres- 
sure dressing  is  applied. 

Penicillin  is  recommended  postopera- 
tively  but  it  is  not  considered  necessary. 
The  catheter  is  left  in  position  for  three 
weeks.  The  patient  is  put  on  a regular  diet, 
supplemented  by  pilocarpine  and  ammo- 
nium chloride,  to  stimulate  a free  flow  of 
parotid  secretion.  The  small  opening  in  the 
catheter  is  kept  patent  to  facilitate  drain- 
age. In  the  event  of  plugging  the  catheter 
is  gently  twisted.  It  is  our  opinion  that 
drainage  through  the  lumen  of  the  catheter 
accounts  for  the  success  of  this  procedure. 
This  contention,  however,  is  disputed  in  the 
literature  wherein  it  is  stated  that  the  lu- 
men of  the  catheter  is  not  essential  and 


further  that  it  does  not  provide  a real 
channel.® 

C.\SE  REPORT 

E.  P.,  a colored  male,  aged  33,  at  the  time  of 
admission  had  the  chief  complaint  of  swelling  of 
the  right  side  of  the  face. 

Two  weeks  prior  to  examination  the  patient  sus- 
tained a cut  on  the  right  side  of  the  face  inflicted 
with  a pocket  knife.  An  hour  later  the  skin  lacera- 
tion was  sutured  by  his  physician.  Five  days  later 
the  sutures  were  removed  and  he  began  to  eat  solid 
food  again.  The  right  side  of  his  jaw  commenced 
to  sw'ell.  He  returned  to  his  doctor  who  prescribed 
sulfa  tablets  and  “rest  pills.”  The  patient  soon 
learned  that  if  he  “picked  the  scab  off”  the  wound 
on  his  right  cheek  clear  yellow  fluid  would  drain, 
the  swelling  would  subside,  and  the  pain  would 
disappear.  However,  as  soon  as  he  began  to  eat 
again,  the  mass  recurred. 

Physical  examination  revealed  a swelling  of  the 
right  side  of  the  face  in  the  region  of  the  parotid 
gland.  A scar  extended  from  just  below  the  concha 
of  the  right  ear  forward  onto  the  hollow  of  the 
cheek.  There  was  a small  area  on  the  anterior 
portion  of  the  scar  covered  by  an  encrustation 
which,  when  removed,  allowed  clear  yellow  fluid  to 
escape. 

The  patient  was  operated  upon  under  endotra- 
cheal anesthesia.  The  severed  ends  of  the  parotid 
duct  were  dissected  free  and  anastomosed  over  a 
ureteral  catheter  which  was  brought  out  through 
the  oral  orifice  of  the  duct,  and  fixed  to  the  com-, 
missure  of  the  lip  with  a single  suture.  The  wound 
was  closed  in  layers,  using  fine  interrupted  non- 
absorbable sutures.  A pressure  dressing  was 
applied. 

The  patient  was  allowed  to  eat  the  first  post- 
operative day.  The  ureteral  catheter  was  left  in 
place  for  three  weeks.  A good  functional  result 
was  obtained. 

The  patient  was  last  seen  six  months  postopera- 
tively.  At  that  time  he  stated  that  he  had  ex- 
perienced no  swelling  of  the  jaw  following  his 
operation. 

SUMMARY 

1.  A better  functional  result  of  the  paro- 
tid duct  is  achieved  when  it  is  repaired  at 
the  time  of  injury. 

2.  If  the  duct  is  not  repaired  at  the  time 
of  original  injury,  no  repair  should  be  at- 
tempted until  the  laceration  of  the  cheek  is 
well  healed. 

3.  Preoperatively  the  duct  should  be 
kept  open  by  daily  probing,  and  postopera- 
tively  by  some  type  of  inlying  dowel,  pref- 
erably a ureteral  catheter. 

4.  A good  functional  result  is  more  dif- 
ficut  to  attain  once  a fistula  has  developed. 

5.  A typical  case  is  reported. 
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FEDERAL  SUBSIDY  OF  PEDIATRIC 
EDUCATION 

Federal  subsidy  of  medical  education  in- 
creases the  risk  of  state  medicine. 

A recent  action  by  the  Executive  Board 
of  the  American  Academy  of  Pediatrics 
gives  organized  medicine  some  cause  for 
concern. 

On  February  8,  1948,  the  Executive 
Board  of  the  American  Academy  of  Pedi- 
atrics accepted  a report  from  its  committee 
for  the  improvement  of  child  health.  The 
sense  of  this  report  was  somewhat  to  the 
following  effect : That  there  were  not 
enough  well  trained  doctors  in  America  to 


care  for  the  child  population.  Inference  is 
made  that  the  majority  of  doctors  caring 
for  children  are  not  competent  to  do  so  be- 
cause they  have  not  had  hospital  training 
in  pediatrics.  It  is  also  stated  that  the  doc- 
tors are  poorly  distributed;  and  further, 
that  the  usual  channels  of  pediatric  educa- 
tion do  not  have  sufficient  money  to  pro- 
perly train  all  the  pediatricians  needed  to 
take  care  of  America’s  children.  To  meet 
what  is  described  as  an  urgent  situation,, 
this  report  calls  for  Federal  subsidy  of  pedi- 
atric education.  This  is  to  be  accomplished 
by  means  of  grants  in  aid  to  medical 
schools.  Congress  is  being  asked  for  five 
million  dollars  to  be  administered  by  the 
Federal  Security  Administration  in  direct 
support  of  pediatric  education.  This  money 
is  to  be  used  in  various  ways,  such  as 
scholarships  or  fellowships,  or  expenses  for 
the  staff  of  pediatric  departments  when 
visiting  affiliated  or  outlying  hospitals  for 
teaching  ward  rounds,  support  for  main- 
taining high  standards  of  pediatric  educa- 
tion, and  other  purposes  directly  related  to 
pediatric  education. 

In  keeping  with  such  a plan,  the  Bill  was 
introduced  by  Senator  Thomas  of  Utah  on 
April  30,  1948.  It  became  Senate  Bill  No. 
2588.  Interested  parties  have  appeared  in 
support  of  this  Bill. 

Although  these  plans  which  are  indicated 
above  have  passed  the  Executive  Board  of 
the  American  Academy  of  Bediatrics,  it 
does  not  appear,  so  far,  that  the  Academy 
as  a whole  has  accepted  them.  On  the  con- 
trary, there  are  some  indications  that  many 
pediatricians  feel  that  this  would  be  quite 
inimical  to  the  interests  of  organized  medi- 
cine. 

This  plan  of  Federal  subsidy  of  pediat- 
rics, if  allowed  to  operate  even  a few  years, 
would  in  effect  be  pediatric  State  Medicine.. 
If  State  Medicine  is  introduced  insidiously 
in  this  fashion,  the  difficulty  in  fighting  it 
in  the  other  fields  of  medicine  is  only  too 
obvious.  As  has  been  pointed  out  here  be- 
fore, one  has  only  to  look  at  the  extraordi- 
nary growth  of  power  of  bureaucracy  in  re- 
gard to  income  taxes  to  realize  how  com- 
pletely dominant  so  small  a thing  as  a Gov- 
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ernmental  bureau  can  become  in  the  lives 
of  the  entire  nation. 

Recent  rulings  of  the  Supreme  Court  of 
the  United  States  indicate  that  it  is  the 
present  trend  to  require  participation  by 
negroes  in  all  phases  of  State  and  Federal 
educational  policy.  The  effect  of  adher- 
ence to  such  provisions  in  the  South  would, 
in  many  respects,  add  a great  embarrass- 
ment even  to  the  problem  of  State  Medicine 
in  the  South. 

Accordingly,  those  who  support  the  poli- 
cies and  interests  of  organized  medicine  are 
urged  to  utilize  their  influence  in  opposi- 
tion to  Senate  Bill  No.  2588  and  prevent,  if 
possible,  the  suckling  infant  of  socialized 
medicine  being  wheeled  into  our  midst  in 
a baby  carriage. 

0 

TREATMENT  OF  HYPERTENSION 
WITH  RICE  DIET 

In  1944,  Kempner  presented  a rice  diet 
for  hypertension.  The  diet  contains  in 
2000  calories  not  more  than  5 grams  of  fat, 
and  20  grams  of  protein,  which  is  derived 
from  rice  and  fruit,  and  not  more  than  200 
mgs.  of  chloride,  and  150  mgm.  of  sodium. 
The  patient  takes  an  average  of  250  to  350 
grams  of  rice  a day.  No  sodium  chloride 
or  milk  is  added.  If  sodium  concentration 
of  plain  water  is  greater  than  20  milligrams 
per  liter,  distilled  water  should  be  used. 
All  fruits  and  fruit  juices  are  used,  but  not 
nuts,  dates,  and  avocados ; not  more  than 
one  banana  a day ; white  sugar  may  be  used 
as  desired.  Tomato  and  vegetable  juices 
are  not  allowed.  Supplementary  vitamins 
are  added  to  the  diet  in  the  usual  form. 

The  author  advocated  the  rice  diet  in  all 
serious  instances  of  acute  and  chronic 
nephritis  and  in  hypertensive  disease.  The 
subjective  state  of  the  patients  on  the  rice 
diet  was  reported  as  much  improved.  Ob- 
jective findings  are  as  follows:  Five  hun- 

dred patients  were  on  the  rice  diet  for  a 
period  of  four  days  to  eight  hundred  and 
ninety-eight  days.  The  diet  was  ineffective 
in  178,  including  26  who  died.  In  322  of 
the  500  patients,  the  diet  was  beneficial, 
that  is,  its , use  was  followed  by  either  a 
reduction  in  mean  arterial  blood  pressure 


of  at  least  20  millimeters,  or  a reduction  of 
heart  size  with  a change  in  the  transverse 
diameter  of  18  per  cent  or  more,  a change 
in  T-1  from  a complete  inversion  to  up- 
right, or  disappearance  of  severe  retino- 
pathy. 

Dick  and  Schwartz,  from  the  Department 
of  Medicine  of  the  University  of  Chicago, 
tested  the  effect  of  the  rice  diet  on  experi- 
mental hypertension  in  dogs.  In  this  ex- 
periment, at  the  end  of  eight  weeks  on  the 
diet,  the  average  arterial  blood  pressure  of 
the  12  dogs  had  fallen  from  181.6  mm.  of 
mercury  to  138  mm.  of  mercury.  In  certain 
dogs,  the  reduction  was  as  much  as  88  per 
cent.  All  dogs  lost  weight  on  the  rice  diet, 
the  average  being  20  per  cent.  Grollman 
and  his  associates  studied  the  effect  of  the 
rice  diet  with  a view  to  determining  the 
possible  value  of  the  absence  of  sodium  in 
the  diet.  For  this  purpose,  100  patients 
with  essential  hypertension  were  placed  on 
a diet,  adequate  in  other  respects,  but  lack- 
ing in  sodium.  Periods  of  observation 
varied  from  several  weeks  to  twelve 
months.  There  was  a lowering  of  blood 
pressure  to  approximately  155/95  in  20  per 
cent,  and  a lowering  of  the  diastolic  pres- 
sure to,  or  below,  95  in  an  additional  15  per 
cent. 

Impression  gained  from  consideration  of 
these  several  investigations  is  that  dietary 
treatment  of  hypertension  needs  further 
study.  While  some  of  its  effects  may  be 
due  to  lack,  or  sharp  reduction  in  the  total 
amount  of  sodium  consumed,  certain  other 
benefits  appear  to  be  due  to  the  rice  and 
the  fruit.  A diet  as  rigid  as  Kempner 
has  outlined  is  one  which  would  be  very  dif- 
dicult  for  the  majority  of  hypertensive  pa- 
tients. On  the  other  hand,  when  complica- 
tions of  a certain  grade  of  severity  appear, 
the  interest  of  the  patient  in  maintaining 
the  diet  will  be  in  proportion  to  the  severity 
of  those  complications.  It  is  suggested  in  a 
certain  portion  of  these  studies  that  a me- 
tabolism of  nitrogen  and  salt  is  different  on 
the  rice  diet  from  what  it  would  be  expected 
to  be  on  a purely  fasting  diet. 

A new  field  of  speculation  and  interest  in 
hypertension  has  thus  been  opened. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


NATIONAL  HEALTH  ASSEMBLY 
WASHINGTON,  D.  C. 

MAY  1-4,  1948 

The  Secretary-Treasurer  of  the  Louis- 
iana State  Medical  Society  was  appointed 
by  the  President  of  the  Society  to  attend 
this  conference  as  a representative  of  the 
organization.  Efforts  were  made  to  secure 
a formal  delegate’s  invitation,  by  writing 
to  Oscar  Ewing,  Administrator  of  the  Fed- 
eral Security  Administration,  however  this 
was  unsuccessful  and  a reply  to  the  request 
sent  to  Mr.  Ewing  was  not  received.  After 
arriving  in  Washington  every  effort  pos- 
sible was  made  to  secure  a delegate’s  invi- 
tation to  no  avail.  A reporter’s  pass  was 
secured  and  the  State  Society  was  there- 
by represented  by  the  Secretary-Treasurer 
as  a reporter  for  the  New  Orleans  Medical 
and  Surgical  Journal.  This  proved  to  be 
very  serviceable  as  it  afforded  the  privi- 
lege of  going  from  one  panel  meeting  to 
another  without  interference.  The  dele- 
gates were  assigned  to  one  special  panel 
and  were  unable  to  get  this  changed  unless 
request  was  made  for  such  a change.  This 
press  card  also  served  another  useful  pur- 
pose in  making  available  copies  of  ad- 
dresses made  before  all  sessions  and  final 
reports  and  recommendations  and  various 
other  available  releases.  All  of  this  ma- 
terial has  been  assembled  in  book  form  and 
is  in  the  office  of  the  Society  for  ready  ref- 
erence. 

On  the  whole  it  is  felt  that  the  meeting 
was  a successful  one  especially  due  to  the 
fact  that  the  80  doctors  in  attendance  as 
delegates  were  able  to  keep  out  of  the  re- 
ports the  adoption  of  compulsory  health  in- 
surance. It  was  common  belief  that  this 
conference  had  been  called  for  the  purpose 
of  endorsing  this  form  of  national  insur- 
ance. 

The  voluntary  prepayment  plans  became 
more  understandable  to  the  public  in  the 


manner  in  which  they  were  presented  and 
discussed.  It  is  believed  that  the  societies 
sponsoring  these  voluntary  plans  gained  a 
lot  of  friends  and  supporters  as  a result  of 
the  manner  in  which  they  conducted  their 
presentations. 

Outstanding  in  the  reports  from  most  of 
the  panels  emphasized  the  fact  that  the  fed- 
eral government  in  subsidizing  or  advanc- 
ing money  for  any  federal  purpose  in  any 
state  should  require  that  such  money  be 
spent  on  such  projects  without  segregation 
and  no  discrimination  on  account  of  race, 
color,  creed  or  religion. 

The  whole  meeting  seemed  to  be  packed 
with  a designated,  specific  purpose,  namely, 
for  endorsing  federalization  of  medicine. 
There  were  assembled  some  eight  or  nine 
hundred  individuals;  a very  cosmopolitan 
group  composed  of  scientists,  doctors,  re- 
searchers, labor  people,  welfare  workers 
and  most  important  of  all,  most  of  those 
people  were  from  the  federal  government 
and  principally  from  the  Federal  Security 
Administration.  They  seemed  to  have  pri- 
ority of  receipt  of  invitations.  Some  of  the 
speakers  who  represented  labor  and  other 
groups  could  hardly  speak  English.  The  re- 
nowned Dr.  Mike  Davis  made  a statement 
that  “the  more  the  AMA  opposes  federal 
health  insurance  the  more  surely  will  the 
country  be  driven  into  state  medicine”. 

Throughout  the  meeting  in  the  section  on 
medical  care,  it  was  quite  common  to  see 
lobbying  by  various  types  of  people,  moving 
around  amongst  the  audience  prompting 
and  conversing  quietly  with  their  followers, 
evidently  preparing  some  strategic  action 
on  their  part.  The  audience  in  the  medical 
care  section  at  times  broke  away  from  what 
would  ordinarily  be  considered  good  de- 
corum for  such  a gathering.  For  example 
when  a favored  speaker  would  make  a point 
in  his  discussion  which  they  approved  they 
would  clap  and  holler  and  cheer  and  when 


580 


Organization  Section 


the  opposition  spoke  and  made  some  re- 
mark with  which  they  did  not  agree  they 
did  not  hesitate  to  boo.  Sometimes  it  was 
felt  that  if  one  walked  into  a communistic 
meeting  or  a labor  union  gathering  the  set- 
up in  this  regard  could  not  have  been  more 
idealistic. 

One  of  the  most  outstanding  observations 
on  the  part  of  the  representative  of  the 
State  Society  was  that  with  all  of  this  the 
representatives  of  the  medical  profession 
did  not  lose  their  heads  and  were  compli- 
mented several  times  on  the  manner  in 
which  they  conducted  their  work  and  pre- 
sented their  cause. 

Following  is  further  information  con- 
cerning this  Assembly,  as  reported  by  Dr. 
Jos.  S.  Lawrence,  Director  of  the  Council 
on  Medical  Service  of  the  American  Medi- 
cal Association. 

“The  National  Health  Assembly  began  its 
sessions  on  Saturday  morning.  May  1st, 
with  more  than  eight  hundred  delegates 
registered  of  whom  approximately  one- 
fourth  were  physicians,  the  others  being 
members  of  State  Health  Departments, 
social  workers,  representatives  of  labor 
unions,  farm  groups,  consumers,  and  ci- 
vilian organizations.  At  the  opening  ses- 
sion the  delegates  were  welcomed  by  Hon- 
orable Oscar  R.  Ewing,  Federal  Security 
Administrator;  and  Howard  M.  Kline,  the 
Executive  Secretary,  announced  that  the 
delegates  would  be  registered  into  fourteen 
divisions,  each  with  its  own  room,  and 
most  of  them  located  in  the  Statler  Hotel 
where  the  headquarters  of  the  Assembly 
were  established. 

The  machinery  of  the  Assembly  consisted 
of  an  Executive  Committee  appointed  by 
the  Administrator  more  than  a month  ago 
and  a chairman  and  steering  committee  for 
each  division.  The  Executive  Committee  ad- 
vised the  Administrator  on  the  details  of 
the  general  program  and,  at  the  close  of 
the  Assembly,  will  consider  with  him  the 
reports  submitted  by  the  division  chairmen. 
The  steering  committees  of  the  divisions 
prepared  in  advance  statements  suggesting 
subjects  for  discussion  by  the  members  of 
the  division.  At  the  opening  meetings  of 


the  divisions,  these  statements  were  read 
or  delivered,  after  which  open  discussion 
was  entertained.” 

Membership  in  the  divisions  ranged  from 
seventy-five  upward,  the  largest  division 
being  that  of  “Medical  Care”  in  which  sev- 
eral hundred  w'ere  registered.  A list  of  the 
sections  follows : 

1.  What  is  the  Nation’s  Need  for  Health 
and  Medical  Personnel? 

2.  What  is  the  Nation’s  Need  for  Hos- 
pital Facilities,  Health  Centers  and  Diag- 
nostic Clinics? 

3.  What  is  the  Nation’s  Need  for  Local 
Health  Units? 

4.  Chronic  Disease  and  the  Aging  Proc- 
ess. 

5.  A National  Program  for  Maternal  and 
Child  Health. 

6.  A National  Program  for  Rural  Health. 

7.  What  is  the  Nation’s  Need  for  Re- 
search in  the  Service  of  Health? 

8.  What  is  the  Nation’s  Need  for  Medi- 
cal Care? 

9.  State  and  Community  Planning  for 
Health. 

10.  Physical  Medicine  and  Rehabilita- 
tion. 

11.  What  Can  Be  Done  to  Improve 
Dental  Health? 

12.  A National  Program  for  Mental 
Health. 

13.  What  Can  Be  Done  to  Improve  Nu- 
trition? 

14.  A National  Program  of  Environ- 
mental Sanitation. 

“The  divisions  were  in  session  Saturday 
afternoon,  Sunday  morning  and  afternoon, 
and  Monday  afternoon.  Several  general 
sessions  were  held  which  were  open  to  the 
public.  On  Saturday  evening  there  was  a 
dinner  for  the  delegates  and  their  friends 
which  was  addressed  by  President  Truman. 
There  were  also  two  special  luncheons. 

The  findings  of  the  various  divisions  will 
be  published  in  time.  The  recommendations 
and  reports  of  the  committees  of  the  divi- 
sion were  not  voted  upon  by  the  members 
of  the  committees.  No  efforts  were  made 
in  any  division  to  record  opinion  on  any 
matter  that  was  under  discussion.  I was 
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not  registered  as  a delegate  to  any  divi- 
sion, but  with  the  assistance  of  a press  card 
I was  able  to  visit  all  the  divisions  while 
they  were  in  action.  The  general  opinion 
is  that  the  committees  took  their  work  very 
seriously.  Two  objectives  seemed  to  pre- 
sent themselves  in  one  form  or  another  to 
each  group : ( 1 ) that  the  problem  assigned 
to  it  is  a community  problem  and  (2)  that 
its  solution  is  the  responsibility  of  all  of 
the  agencies  of  the  community. 

In  the  most  instances,  of  course,  the  sub- 
ject under  discussion  related  to  health,  but 
the  delegates  recognized  that  the  problem 
could  not  be  solved  by  physicians  and  health 
authorities  alone.  In  only  two  or  three  in- 
stances did  the  committees  emphasize  the 
need  of  Federal  assistance.  Even  in  the 
Medical  Care  Committee  compulsory  health 
insurance  gave  way  to  consideration  of  vol- 
untary plans  as  is  evidenced  by  a statement 
which  was  submitted  by  the  Steering  Com- 
mittee of  the  Medical  Care  Division  at  its 
last  session. 


There  was  much  discussion  as  to  how  the 
prepayment  plans  should  originate  and  by 
whom  they  should  be  controlled.  Repre- 
sentatives of  the  cooperatives,  the  con- 
sumers, and  the  unions  generally  felt  that 
control  should  not  be  left  to  the  physicians 
alone,  and  opposition  was  expressed  to  leg- 
islation extant  in  more  than  twenty  states 
requiring  that  no  plans  be  organized  with- 
out approval  of  the  State  Medical  Asso- 
ciation. 

At  a general  session  on  Tuesday  morn- 
ing, Quincy  Howe,  of  the  Columbia  Broad- 
casting System,  reported  the  findings  of 
all  of  the  divisions  and  commented  that  this 
is  probably  the  first  such  occasion  where 
laymen  and  physicians  worked  together  so 
zealously  to  develop  a health  program.  All 
divisions  approached  their  tasks  from  the 
community  rather  than  the  national  level. 
The  Assembly  closed  with  a luncheon  held 
in  observance  of  the  150th  Anniversary  of 
the  U.  S.  Public  Health  Service.” 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 
First  Tuesday  of  every  month  . 
First  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 
Monroe 
Alexandria 


Shreveport 


SABINE  PARISH  MEDICAL  SOCIETY 
The  meeting  date  of  the  Sabine  Parish  Medical 
Society  will  be  the  second  Wednesday  of  each 
month,  and  the  place  will  be  rotated  from  Zwolle, 
to  Many,  to  Pleasant  Hill,  to  Converse.  The  next 
meeting  will  be  in.  Zwolle  on  June  9 at  the  home 
of  Dr.  L.  H.  Murdock. 


CARDIOLOGY  COURSE  IN  MEXICO  CITY 
This  note  under  College  News  appeared  in  the 
Annals  of  Internal  Medicine,  April  1948,  p.  877. 

This  will  be  of  great  interest  to  Louisiana  phy- 
sicians who  are  planning  to  take  post  graduate 


work  and  a vacation  in  a cool  climate  at  the  same 
time. 

A two-week  course  in  cardiology  August  2 to 
13  will  be  held  at  the  National  Institute  of  Cardi- 
ology in  Mexico  City  under  the  direction  of  Dr. 
Ignacio  Chaves,  F.  A.  C.  P.,  with  the  instructional 
staff  being  made  up  of  a number  of  outstanding 
Mexican  teachers  who  speak  English,  supplemented 
by  several  distinguished  guest  teachers  from  the 
U.  S.  Sessions  will  be  held  in  the  mornings  daily, 
with  the  afternoons  free  for  entertainment,  sight- 
seeing and  visits  to  other  institutions.  This 
course  presents  an  opportunity  for  a most  enjoy- 
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able  two  weeks’  vacation,  partly  devoted  to  study 
and  observation  of  methods  in  our  neighboring 
Republic.  Wives  and  members  of  the  physicians’ 
families  are  invited,  and  adequate  hotel  accommo- 
dations will  be  available.  Those  interested  in  this 
course  are  requested  to  communicate  at  once  with 
the  Executive  Secretary  of  the  College,  Mr.  E.  R. 
Loveland,  4200  Pine  Street,  Philadelphia  4,  Penn- 
sylvania, so  that  some  definite  estimate  can  be  pre- 
pared for  the  Director  and  the  hotels. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

Will  hold  its  twenty-sixth  annual  scientific  and 
clinical  session  Sept.  7,  8,  9,  10  and  11  inclusive, 
at  the  Hotel  Statler,  Washington,  D.  C.  Scientific 
and  clinical  sessions  will  be  given  the  days  of  Sept. 
7,  8,  9,  10  and  11.  All  sessions  will  be  open  to  mem- 
bers of  the  medical  profession  in  good  standing 
with  the  American  Medical  Association.  In  addi- 
tion to  the  scientific  sessions,  the  annual  instruc- 
tion courses  vnll  be  held  Sept.  7,  8,  9 and  10.  These 
courses  will  be  offered  in  two  groups.  One  set  of 
ten  lectures  will  be  based  primarily  on  physics  and 
physiology  and  attendance  will  be  limited  to  phy- 
sicians. One  set  of  ten  lectures  will  be  more  gen- 
eral in  character  and  will  be  open  to  physicians  as 
well  as  to  physical  therapists.  The  physical  thera- 
pists must  be  registered  with  the  American  Regis- 
try of  Physical  Therapy  Technicians.  Full  in- 
formation may  be  obtained  by  writing  to  the 
American  Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 


N/VAL  HOSPITAL  RESIDENCIES 
Rear  Admiral  Clifford  A.  Swanson,  MC,  USN, 
Surgeon  General  and  Chief  of  the  Bureau  of  Medi- 
cine and  Surgery,  announces  that  a new  residency 
in  General  Practice  will  be  inaugurated  in  Naval 
Hospitals  on  July  1,  1948.  The  Professional  Divi- 
sion of  the  Bureau  of  Medicine  and  Surgery  has 
developed  a residency  in  that  phase  of  medicine 
which  ^ required  to  augment  the  several  medical 
specialties  recognized  by  the  American  Specialty 
Boards  in  order  to  supplement  the  residency  train- 
ing program,  now  operative,  which  is  designed  to- 
ward specialization.  The  program,  as  planned, 
will  cover  a period  of  three  years.  During  each 
year  of  this  residency  Medical  Officers  will  re- 
ceive six  months  of  training  in  General  Medicine 
and  ’•elated  specialties,  and  six  months  in  General 
Surgery  and  related  specialties.  Instruction  will 
be  provided  by  the  staffs  of  the  hospitals  and  out- 
standing civilian  visiting  staffs.  With  the  intro- 
duction of  this  type  of  training  Navy  medicine  has 
recognized  the  great  need  of  the  General  Practi- 
tioner in  the  field  of  medicine. 


MEETING  OF  L.  S.  U.  MEDICAL  ALUMNI 
The  New  Orleans  District  of  the  L.  S.  U.  Medi- 
cal Alumni  Association  will  meet  at  a banquet  at 


Arnaud’s  Restaurant  on  June  10,  at  7:30  p.  m. 
Dr.  Harold  Stoke,  President  of  Louisiana  State 
University  will  be  the  principal  speaker.  Alumni 
should  send  $3.50  for  their  reservations  to  the 
Secretary-Treasurer,  L.  S.  U.  Medical  Alumni  As- 
sociation, L.  S.  U.  Medical  School,  1542  Tulane 
Avenue. 


WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Louisiana  State 
Medical  Society  held  its  annual  meeting  in  con- 
junction with  the  68th  annual  conference  of  the 
Louisiana  State  Medical  Society  April  12-14  in 
Monroe,  La.  Headquarters  for  the  Auxiliary  were 
in  the  Virginia  Hotel. 

Following  registration  on  Monday  a luncheon  for 
all  state  officers  and  officers  of  the  Ouachita  Par- 
ish Auxiliary  was  given  at  the  La  Casa  Tearoom. 
A pre-convention  Executive  Board  Meeting  was 
held  following  the  luncheon  with  Mrs.  James  W. 
Warren  presiding.  Reports  of  chairmen  were  read. 

The  home  of  Dr.  and  Mrs.  DeWitt  Milam  was 
the  lovely  setting  for  a tea  Monday  afternoon, 
when  the  members  of  the  Ouachita  Auxiliary  hon- 
ored the  following:  Mrs.  Eustace  Allen,  President 
of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association,  Mrs.  Olin  S.  Gofer,  President, 
Woman’s  Auxiliary  to  the  Southern  Medical  Asso- 
ciation, Mrs.  A.  A.  Herold,  Treasurer,  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
Mrs.  O.  B.  Owens,  President-elect  of  the  Woman’s 
Auxiliary  to  the  Louisiana  State  Medical  Society, 
and  Mrs.  James  W.  Warren,  President  of  the  Wo- 
man’s Auxiliary  to  the  Louisiana  State  Medical 
Society. 

Tuesday,  the  General  Session  of  the  Auxiliary 
was  held  in  the  Crystal  Ball  Room  of  the  Virginia 
Hotel  with  the  President,  Mrs.  James  W.  Warren 
of  New  Orleans  presiding.  The  invocation  was 
given  by  Msgr.  J.  C.  Marsh,  St.  Matthews  Cath- 
olic Church.  The  address  of  welcome  was  given 
by  Mrs.  J.  E.  Walsworth,  President  of  the  Ouachita 
Parish  Auxiliary  and  the  response  by  Mrs.  T.  E. 
Strain,  President,  Caddo  Parish  Auxiliary.  Memo- 
rial Services  were  read  by  Mrs.  A.  Dent  Tisdale 
and  the  benediction,  a vocal  solo,  “The  Lord’s 
Prayer”  by  Mrs.  A.  M.  Serex. 

Greetings  were  given  to  the  assembly  from  Dr. 
Gilbert  Anderson,  New  Oi’leans,  President  1947-48 
of  the  State  Society,  Dr.  Marion  Hargrove,  Shreve- 
port, President-elect  1948-49,  Dr.'  John  G.  Snell- 
ing,  Monroe,  Chairman  of  Convention,  and  Dr.  A. 
V.  Friedrichs,  Chairman  of  Council  on  Medical 
Service  and  Public  Relations.  This  Council  has 
offered  their  facilities  for  printing  and  mailing  a 
Quarterly  Publication  for  the  Auxiliary. 

Mrs.  Eustace  A,  Allen,  President  of  the  Wo- 
man’s Auxiliary  to  the  American  Medical  Asso- 
ciation, brought  greetings  from  National.  Their 
aim  is  to  double  the  membership  of  the  Auxiliary. 
There  are  130,000  doctors  who  belong  to  the  A.  M. 
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A.  and  only  35,000  wives  to  the  Auxiliary.  She 
complimented  Louisiana  and  the  South  on  their 
progressive  attitude  towards  a broad  Public  Rela- 
tions program  and  she  further  stated  that  we  as 
individuals  should  study  the  Bulletin,  Hygeia, 
AM  A and  State  Journals  and  know  our  subject 
matter  in  order  to  aid  our  husbands  in  the  “art  of 
letting  the  public  know  what  they  are  doing  for 
their  good.” 

Mrs.  Olin  S.  Gofer,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association, 
was  introduced  as  an  honored  guest  and  brought 
us  a splendid  message  from  “Southern.”  The 
business  meeting  was  adjourned  until  the  after- 
noon. The  doctors  and  their  wives  were  enter- 
tained at  a barbecue  arranged  by  Dr.  D.  W.  Milam 
and  his  Committee.  At  the  afternoon  session  re- 
ports were  given  by  the  State  Officers  and  Parish 
Presidents.  A report  on  the  A.  M.  A.  convention 
was  read  from  Mrs.  George  Taquino.  Mrs.  Ar- 
thur A.  Herold  gave  a report  on  the  Southern 
Medical  Association  Convention.  Mrs.  M.  C.  Wig- 
inton  gave  a report  as  our  representative  to  the 
Louisiana  Rural  Health  Council. 

After  the  transaction  of  old  and  new  business 
election  of  officers  was  held  followed  by  their  in- 
troduction and  installation  by  Mrs.  H.  B.  Gessner. 
The  incoming  President  announced  that  the  Post- 
Convention  and  School  of  Instruction  to  be  held 
Wednesday  morning  would  be  open  to  all  delegates 
and  guests. 

A complimentary  dinner-dance  was  held  Tues- 
day evening  on  the  Roof  of  the  Virginia  Hotel. 
Wednesday  a luncheon  and  style  show  followed 
the  meeting  which  climaxed  three  days  of  pleasure 
for  members  of  the  Auxiliary  in  attendance  at  the 
State  Convention.  Members  of  the  Ouachita  Par- 
ish Auxiliary  distinguished  themselves  as  “perfect 
hostesses”  throughout  the  Convention.  The  fol- 
lowing who  served  on  special  committees  should 
especially  be  complimented:  Mrs.  DeWitt  Milam, 

General  Chairman;  Mrs.  J.  E.  Walsworth,  Presi- 
dent and  Vice-Chairman;  Chairmen  of  Commit- 
tees: Mrs.  Clifford  U.  Johnson,  Registration; 
Mrs.  C.  P.  Gray,  Jr.,  Badge  and  Ticket;  Mrs.  Mor- 
gan Simonton,  Supplies;  Mrs.  A.  Dent  Tisdale, 
Program;  Mrs.  P.  L.  Perot,  Information;  Mrs.  J. 
W.  Cummins,  Transportation;  Mrs.  C.  B.  Flinn, 
Publicity;  Mrs.  A.  Scott  Hamilton,  Luncheon; 
Mrs.  H.  V.  Collins,  Decorations;  Mrs.  Irving 
Wolff,  Tea. 

Mrs.  F.  U.  Darby, 

Press  and  Publicity  Chairman  of 
The  Woman’s  Auxiliary  to  the 
La.  State  Medical  Society. 

Following  is  the  President’s  Annual  Report  for 
1947-48. 

As  President  of  the  Woman’s  Auxiliary  to  the 
Louisiana  State  Medical  Society,  I beg  leave  to 
submit  the  following  report: 


The  Louisiana  Auxiliary  brings  greetings  and  a 
warm  welcome  to  our  National  President,  Mrs. 
Eustace  Allen;  to  our  Southern  President,  Mrs. 
Olin  Cofer;  to  our  National  Treasurer,  Mrs.  Ar- 
thur Herold,  who  are  our  honored  guests.  The 
Auxiliary  feels  that  Louisiana  has  made  a dis- 
tinct contribution  to  the  National  Association  this 
year  in  supplying  a treasurer  so  capable  as  our 
own  Mrs.  Herold.  We  know  her.  We  admire  her 
for  her  ability  and  love  her  for  herself.  We  are 
proud  to  have  her  represent  us  among  the  out- 
standing women  on  the  National  Board. 

The  term  program  as  applied  to  our  Auxiliary 
has  come  to  encompass  practically  every  phase  of 
Auxiliary  work,  and  has  gone  so  far  beyond  the 
old  idea  of  entertainment  that  it  requires  not  only 
the  program  chairman  to  administer  it,  but  the 
aid  of  the  vice-presidents,  councilors,  committee 
chairmen  and  parish  presidents.  Remembering 
that  we  are  liaison  officers  between  doctors  and 
the  public,  as  Mrs.  Allen  has  so  well  put  it,  we 
have  acquired  a desire  to  be  better  informed.  So 
the  program,  per  se,  has  taken  on  a more  serious 
form  in  most  Auxiliaries.  Some  of  the  many  fine 
program  topics  that  have  been  offered  follow : 
Community  Recreation;  Medical  Legislation  in  the 
80th  Congress;  Social  Problems  of  To-day;  Status 
of  Tuberculosis  Control  in  Louisiana;  Juvenile  De- 
linquency; Early  Diagnosis  of  Cancer,  Trends  in 
Nutrition. 

Blood  and  Plasma  Banks  are  sponsored  by  two 
Auxiliaries.  Nearly  every  group  reports  work  or 
donations  to  Red  Cross,  March  of  Dimes,  and  T.  B. 
Seals.  Wives  of  Lafourche  doctors  helped  their 
husbands  in  the  examination  of  pre-school  chil- 
dren and  4H  clubs.  Such  activities  demonstrate  a 
general  awareness  of  social  needs  and  community - 
welfare. 

In  promoting  the  most  vital  project  on  our 
agenda.  The  Extension  of  Medical  Services  through 
Louisiana  Physicians’  Service,  the  Public  Relations 
chairman  has  been  of  inestimable  help,  as  well  as 
in  other  phases  of  the  general  program.  Radio 
programs,  sponsored  by  Parish  Medical  Societies 
are  being  put  on  with  the  help  of  Auxiliaries. 
Monroe  and  Shreveport  have  active  speakers  bu- 
reaus, and  when  called  on,  send  speakers  to  any 
organized  club  to  talk  on  Voluntary  Prepayment 
plans.  Caddo,  Rapides  and  East  Baton  Rouge  had 
open  meetings,  well  attended  by  the  laity,  at  which 
facts  about  Louisiana  Physicians’  Service  were 
presented.  Guests  were  also  told  of  the  stupendous 
sums — $118,000,000  in  1947 — that  the  Federal  gov- 
ernment, through  various  agencies,  has  expended 
on  propaganda  for  compulsory  health  insurance. 

We  have  become  keenly  conscious  of  the  need 
for  improved  health  and  medical  service  in  rural 
areas,  and  our  group  has  an  active  representative 
on  the  Louisiana  Rural  Health  Council. 

Louisiana  has  sponsored  two  new  projects  this 
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year.  The  first,  Preservation  of  Medical  Cultural 
Items,  is  designed  to  collect  and  preserve  historical 
medical  data.  The  State’s  medical  history  is  espe- 
cially rich,  but  unfortunately  too  many  early  rec- 
ords and  documents  have  been  lost  in  Louisiana, 
and  an  effort  is  now  being  made  to  save  what  is 
left.  We  are  indebted  to  Mr.  William  D.  Postell, 
Librarian  of  the  State  University  Medical  School, 
for  stimulating  an  interest  in  this  work  by  his  en- 
lightening addresses,  delivered  to  a number  of 
Auxiliaries. 

Calcasieu  has  compiled  a history  of  the  early 
doctors  of  the  parish;  they  have  had  good  publicity 
on  the  subject  with  an  editorial  and  a front  page 
article  in  the  local  paper.  A window  display  fea- 
tured on  Doctors’  Day  showed  scrap  books,  pictures 
of  old  instruments,  pictures  of  an  early  drug  store. 
East  Baton  Rouge  featured  a history  of  doctors 
of  the  parish  from  1880  to  1926.  Shreveport  had 
editorials  and  a full  page  of  pictures  of  items  of 
interest.  A member  of  the  Jefferson  Davis  group 
has  compiled  a history  of  the  early  doctors  of  the 
parish,  and  books  and  instruments  are  to  be  tui  ned 
over  to  them  soon. 

The  Second  District  has  books,  one  published  in 
1834,  a Fitch  Scale,  scientific  papers.  Iberville 
has  obtained  old  scales,  books,  a cautery  set,  a baby 
resuscitate!-,  pictures  of  older  doctors  and  a copy 
of  the  minutes  of  the  first  meeting  of  the  Parish 
Medical  Society.  Rapides,  Ouachita  and  Orleans 
have  appointed  chairmen — the  latter  has  a few  in- 
struments— and  five  parishes  have  had  addresses 
on  the  subject.  The  outlook  is  encouraging. 

While  we  have  had  no  chairman  for  Student 
Nurse  Recruitment,  the  second  new  project,  a num- 
ber of  parishes  and  the  Second  District  have  been 
active.  They  are  sponsoring  talks  to  high  school 
classes,  having  essays  written,  displaying  posters 
and  aiding  local  hospitals  in  their  efforts  to  obtain 
students.  Mrs.  Donaldson  of  Second  District,  se- 
cured pledges  from  eleven  girls  to  study  nursing. 
We  recognize  the  crucial  need  for  nurses  in  both 
rural  and  urban  areas  and  it  behooves  us  to  s]>end 
more  effort  to  attract  them. 

A definite  consciousness  of  the  need  to  stress 
cancer  control  is  shown  in  every  parish  report  re- 
ceived. Activities  include  making  dressings,  hav- 
ing lectures,  sponsoring  essays,  gifts  of  money, 
work  in  the  April  drive,  presentation  of  films  and 
radio  programs,  not  only  to  Auxiliaries  but  to 
schools,  parent-teacher  groups  and  women’s  clubs. 
Members  in  many  parishes  serve  as  commanders, 
deputies,  and  campaign  chairmen. 

Doctors’  wives  in  every  parish  have  honoi-ed 
their  husbands  on  their  Day— March  30th.  Some 
in  the  traditional  manner,  with  parties;  others  by 
featuring  exhibits  of  medical  cultural  items;  some 
with  donations  to  the  Commemoration  Fund.  Gifts 
to  this  fund,  for  aid  to  needy  widows  of  doctors, 
have  totaled  .$221.04,  the  lai'gest  for  any  one  yea)- 


so  far,  bri)!ging  the  total  amount  in  the  bank  to 
$7-0.79. 

Oui-  desire  to  have  better  informed  members  who 
a)-e  luore  conversant  with  topics  of  special  interest 
to  us  as  wives  of  doctors,  is  gratified  by  the  report 
ol  the  Bulletin  Chairman.  She  reports  that  sub- 
scriptions have  increased  from  23  last  September 
to  82  at  the  present  time,  a gain  of  59.  It  is  sin- 
cerely hoped  that  interest  in  the  Bulletin  may  con- 
tinue. I believe  that  it  is  not  a mistake  to  say 
that  programs  in  all  lines  of  our  work  may  be 
directly  due  to  this  wider  use  of  the  publication. 

The  chairinan  of  Press  and  Publicity  has  each 
month  supplied  the  State  Journal  with  interesting 
material  for  the  Auxiliary  section.  She  has  kept 
readers  informed  concerning  the  program  and  the 
accomplishments  of  the  parish  groups.  The  files 
of  last  year  have  been  placed  in  the  Archives.  The 
historian  has  compiled  an  attractive  book,  not,  how- 
ever, without  some  difficulty.  Some  parishes  have 
neglected  to  send  her  any  material  at  all,  and 
others  have  not  sent  as  much  as  they  should.  Please 
keep  this  in  mind  another  year  and  remember  that 
the  historian  needs  your  help  in  order  to  keep  a 
full  record  of  Auxiliary  accomplishments. 

Several  parishes  have  done  outstanding  work  in 
securing  subscriptions  to  Hygeia,  notably  Ouachita, 
home  of  the  Chairman,  where  eighty  subscriptions 
were  obtained.  Tangipahoa  has  an  excellent  record, 
with  every  member  a subscriber,  and  Iberville  has 
placed  subscriptions  in  every  school.  Jefferson 
Davis,  with  only  eleven  members,  has  five  readers 
of  Hygeia,  four  of  the  Bulletin,  nine  each  of  the 
New  Orleans  and  A.  M.  A.  Journals.  They,  surely, 
aie  among  our  best  informed  meinbers. 

With  the  President  of  the  United  States,  in  a 
receiit  speech,  openly  favoi-i)ig  compulsory  medical 
insurance,  the  State  Medical  Society  supporting 
certain  parts  of  the  Taft  Health  Bill,  and  Congi-ess 
reconvening  in  January,  a definite  impetus  was 
given  to  interest  in  legislation.  The  chairman  has 
supplied  parishes  with  material  from  News  Let- 
ters, A.  M.  A.  Jouinals,  pamphlets  and  other 
sources.  A few  gioups,  though  not  enough,  have 
devoted  programs  to  legislation. 

There  was  no  need  for  revision  of  by-laws  this 
year,  but  your  chairman  has  stood  by,  ready  to  be 
called  on. 

Two  distinct  time-saving  services  were  rendered 
officers  and  members  when  the  printing  chairman 
had  names  and  addresses  of  parish  presidents 
placed  on  the  stationery,  and  the  year-book  chair- 
nian  included  the  addresses  of  all  members  in  the 
larger  towns  and  cities  in  the  year-book. 

Progress  has  been  made  in  organization,  with 
Vernon  Parish,  with  eight  members,  joining  our 
)-anks.  Washington,  with  fifteen  members,  has  or- 
ganized and  elected  officers.  A four-parish  group, 
with  Ruston  as  the  center,  came  into  being  in  No- 
vembei-,  but  shortly  afterwards,  due  to  illness  of 
the  leader,  became  inactive.  Lafayette  has  again 


Book  Reviews 


585 


become  active,  and  we  have  the  definite  promise 
that  St.  Landry  will  again  join  us  in  the  fall.  It 
has  been  especially  inspiring  to  see  the  large  num- 
bers of  fine  young  women  who  have  become  mem- 
bers in  all  sections  of  the  State.  This  argues  well 
for  the  future  of  the  Auxiliary.  There  is  a total 
of  786  full  paid  members,  18  associate  and  10  hono- 
rary, making  a grand  total  of  812. 

At  the  suggestion  of  the  President-elect,  Mrs. 
Owens,  a committee  was  appointed  at  the  February 
Board  meeting  to  look  into  the  matter  of  having 
an  Auxiliary  Publication.  As  a result,  the  State 
Council  on  Medical  Services  have  offered  their  fa- 
cilities for  printing  and  mailing  a Quarterly  publi- 
cation for  the  Auxiliary.  This  will  be  invaluable 
in  bringing  direct  to  the  doctor’s  wife  information 
she  should  have,  increasing  thereby  the  effective- 
ness of  the  Auxiliary  program. 

Oui'  National  officers  have  been  a source  of  in- 


spiration and  encouragement  throughout  the  year. 
The  executive  secretary,  Miss  Wolfe  has  been  help- 
ful and  co-operative.  My  own  Board  and  the  mem- 
bership as  a whole  have  given  me  such  support  as 
few  presidents  even  hope  for.  To  all  of  you  I am 
deeply  grateful  for  a happy,  albeit  strenuous  year. 

May  I also  express  sincere  appreciation  to  the 
President  and  Executive  Secretary  of  the  Louis- 
iana State  Medical  Society,  Dr.  Anderson  and  Dr. 
Talbot,  and  to  Miss  Shoemaker,  their  assistant; 
and  to  the  members  of  the  Advisory  Board,  Dr. 
Shirley  Lyons,  Dr.  Charles  Barker,  and  Dr.  Rhodes 
Spedale,  for  their  unfailing  courtesy  and  assist- 
ance in  solving  Auxiliary  problems. 

Respectfully  submitted, 

Barbara  P.  Warren,  President, 
Woman’s  Auxiliary  to  the  Louisiana 
State  Medical  Society. 
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Practical  Office  Gynecology:  By  Karl  John  Kar- 

naky,  M.  D.  Springfield,  Charles  C.  Thomas, 

1947.  Pp.  261.  Price,  $7.50. 

One  is  immediately  impressed  by  the  personal 
nature  of  this  book  and  the  varied  indications  ad- 
vocated for  stilbestrol.  Nausea  is  encountered  in 
87  per  cent  of  3223  patients  receiving  stilbestrol 
but  this  disappeared  in  94  per  cent  after  four  or 
five  days  of  treatment. 

The  author  prescribes  stilbestrol  for  the  various 
menstrual  dysfunctions,  threatened  abortion,  pre- 
operatively  in  control  of  hemorrhage,  uterine  bleed- 
ing in  the  presence  of  myomas,  chronic  salpingitis, 
et  cetera. 

It  is  repeatedly  emphasized  that  where  malig- 
nancy is  suspected,  a thorough  curettage  and  exam- 
ination for  cancer  is  essential. 

Karnaky  deserves  due  credit  for  his  enthusiastic 
and  persistent  use  of  stilbestrol,  for  he  has  been 
bold  where  others  fear  to  tread.  Much  of  the 
experimentation  needs  substantiating,  as  stilbestrol 
is  no  panacea. 

The  compilation  of  this  office  reference  book  is 
excellent  and  one  will  find  a treatment  definitely 
outlined  for  almost  every  gynecologic  ailment.  Dr. 
Louis  Spivak  contributes  a short  chapter  on  some 
psychological  aspects  of  gynecology. 

Eugene  H.  Countiss,  M.  D. 


Ocular  Therapeutics:  By  Wm.  J.  Harrison,  Phar. 

D.,  M.  D.,  F.  A.  C.  S.,  Springfield,  Charles  C. 
Thomas,  publisher,  1947.  Pp.  112.  Price,  $3.50. 
This  pocket  manual  of  approximately  one  hun- 
dred pages  briefly  presents  a description  of  the 
properties,  action  and  uses  of  the  more  frequent 


dj'ugs  employed  in  ophthalmology.  The  use  of 
moist  heat  and  cold,  buffer  and  isotonic  solutions, 
and  local  anaesthetics  are  also  briefly  discussed  in 
a very  readable  and  understandable  manner.  Metric 
prescriptions  accompany  most  of  the  drugs  men- 
tioned. Younger  ophthalmologists  and  those  who 
are  employed  in  ophthalmic  clinics  and  offices  will 
find  much  of  value  in  this  small  volume  on  which 
the  publisher  has  also  done  an  excellent  job. 

Chas.  a.  Bahn,  M.  D. 


Gifford’s  Ocular  Therapeutics,  4th.  Edition:  By 

D.  Vail,  Philadelphia,  Lea  & Febiger,  1947.  Pp. 

336.  Price,  $5.00. 

Dr.  Vail  has  rendered  a needed  service  in  revis- 
ing this  well  known  work.  The  current  usages  of 
miotics,  antibiotics,  vascular  therapy,  as  well  as 
thermo  and  electro  therapy  are  discussed  at  some 
length.  On  the  whole,  the  changes  which  have  been 
made  were  well  chosen  and  the  literature  thorough- 
ly reviewed.  Books  on  therapeutics  are  especially 
difficult  to  present  understandingly.  They  are 
written  on  the  assumption  that  the  remedies  sug- 
gested will  be  employed  in  patients  whose  ocular 
symptoms  and  disease  have  been  completely  and 
accurately  diagnosed.  Unfortunately,  this  is  often 
not  connect.  In  subsequent  editions  the  author 
should  consider  greater  coordination  of  local  and 
bodily  therapy.  Rarer  and  less  remedial  ocular 
conditions  are  occasionally  discussed  at  greater 
length  than  their  practical  importance  apparently 
justifies  in  a work  of  this  size.  The  basic  princi- 
ples involved  in  the  care  of  frequent  ophthalmic 
conditions  such  as  the  allergic  or/and  psychoso- 
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matic  factors  in  ophthalmic  diseases,  as  well  as 
seborrheic  blepharoconjunctivitis,  should  be  ex- 
plained at  greater  length  for  greater  practicality. 
Especially  for  younger  ophthalmologists  and  those 
not  familiar  with  current  literature,  this  volume  is 
a must. 

Chas.  a.  Bahn,  M.  D. 


Osteotomy  of  the  Long  Bones : By  Henry  Milch, 

M.  D.  Springfield,  Charles  C.  Thomas,  1947. 
Pp.  294.  Price,  $6.75. 

Osteotomy  of  the  Long  Bones  by  Henry  Milch 
is  a readable,  well  organized,  and  short  book.  It 
appears  to  be  designed  to  impart  to  the  specialist 
or  the  serious  student  an  understanding  of  the 
fundamental  principles  underlying  osteotomies.  It 
is  not  intended  to  show  the  novice  how  to  do  them. 

Dr.  Milch  develops,  step  by  step,  one’s  under- 
standing of  the  problems  involved  in  osteotomies; 
from  the  maintenance  of  parallelism  of  the  articu- 
lar ends  in  the  simple  angular  osteotomy,  to  the 
more  complex  relationships  in  multiple  planes, 
which  are  involved  in  osteotomies  about  the  hip. 
For  that  reason,  this  is  a book  to  be  read  through 
and  savored,  rather  than  one  to  be  skipped  about 
in. 

There  are  many  practical  and  worth  while  fea- 
tures in  this  book  that  deserve  commendation, 
among  them  are:  the  clear  and  complete  discussion 
of  treatment  of  inequalities  of  limb  length,  the 
detection  and  correction  of  torsional  deformities, 
and  the  methods  of  obtaining  either  increased  sta- 
bility or  increased  range  of  motion  in  the  patho- 
logical hip. 

Arthur  Maxwell,  M.  D. 
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Blakiston  Company,  Philadelphia:  Human  Phy- 

siology (3rd  edit.),  by  F.  R.  Winton,  M.  D.,  D.  Sc. 
and  L.  E.  Bayliss,  Ph.  D. 

Lea  & Febiger,  Philadelphia:  Laboratory  Diag- 
nosis of  Protozoan  Diseases  (2nd  edit.),  by  Charles 
Franklin  Craig,  M.  D.,  M.  A.  (Hon.),  D.  Sc. 
(Hon.),  F.  A.  C.  S.,  F.  A.  C.  P. 

Medical  Society  of  the  County  of  Westchester, 
White  Plains,  New  York:  History  of  the  Medical 

Society  of  the  County  of  Westchester  1797-1947. 

C.  V.  Mosby  Company,  St.  Louis:  Neuroanatomy 
(2nd  edit.),  by  Fred  A.  Mettler,  A.  M.,  M.  D.,  Ph. 
D.;  Synopsis  of  Pediatrics,  by  John  Zahorsky,  A. 
B.,  M.  D.,  F.  A.  C.  P. 

Charles  C.  Thomas,  Springfield,  Illinois:  Coro- 

nary Heai’t  Disease,  by  A.  Carlton  Ernstene,  M. 
D.;  The  Hospital  Care  of  Neurosurgical  Patients 
(2nd  edit.),  by  Wallace  B.  Hamby,  M.  D.,  F.  A.  C.  S. 

Williams  and  Wilkins  Company,  Baltimore:  The 
Biological  Standardisation  of  the  Vitamins  (2nd 
edit.),  by  Katharine  H.  Coward,  D.  Sc.;  Psychiatric 
Examinations  of  the  School  Child  by  Muriel  Barton 
Hall,  M.  D.;  Text-Book  of  Public  Health  (12th 
edit.),  by  W.  M.  Frazer,  O.  B.  E.,  M.  D.,  Ch.  B., 
M.  Sc.,  D.  P.  H.  and  C.  0.  Stallybrass,  M.  D.,  Ch. 
B.,  D.  P.  H.,  M.  R.  C.  S.,  L.  R.  C.  P. 

World  Press,  Inc.,  Denver:  War,  Politics,  and 

Insanity,  by  C.  S.  Bluemel,  M.  A.,  M.  D.,  F.  A.  C. 
P.,  M.  R.  C.  S.  (Eng.). 
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